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GERONTOLOGY,  GERIATRICS,  AND  GERONTOTHERAPY* 


WILLIAM  E.  HOWELL,  M.D.,  Morristown 

Gerontology  and  gerontotherapy  are  the 
sciences  of  diagnosing  and  treating  the 
physiologic  and  pathologic  changes  of  senes- 
cence and  senility  so  that  the  aging  may 
remain  on  the  pay  roll  and  contribute  their 
share  toward  the  industrial  and  economic 
progress  of  the  nation. 

“Man  that  is  born  of  woman  is  of  few 
days,  and  full  of  trouble” ; for  he  begins 
his  fight  against  dissolution  the  day  he  is 
born  and  a complexity  of  reverses  combines 
to  constantly  threaten  him.  “He  cometh 
forth  as  a flower  and  is  cut  down.”  By 
whom  and  why?  Certainly  not  by  the  Di- 
vine Creator,  but  by  himself  in  the  omis- 
sion of  periodical  health  examinations,  by 
long,  arduous  hours  in  occupations,  mini- 
mized and  limited  recreations,  insufficient 
rest,  dissipations  of  various  kinds,  over- 
indulgences,  and  the  omission  of  prophy- 
laxis. 

The  will  of  the  Father  is  that  we  should 
survive,  replenish  the  earth  and  be  an  asset 
rather  than  a liability  to  both  ourselves  and 
our  fellow  man.  The  120  years  allotted 
to  us  in  the  beginning  gradually  fell  to 
the  threescore  and  ten  level  and  continued 
to  decline  until  life’s  expectancy  was  less 
than  fifty  years,  but  has  been  increased  to 
sixty-seven  years  by  the  recognition  and 
acceptance  of  medical  and  surgical  science, 
which  is  becoming  more  and  more  con- 


*Read before  the  Tennessee  State  Medical  As- 
sociation, Nashville,  April  11,  12,  13,  1944. 


cerned  with  diseases  and  disorders  in  rela- 
tion to  the  age  groups,  industrial  and  pop- 
ulation groups  affected,  rather  than  with 
specific  diseases  as  such.  Geriatrics  is  the 
science  of  the  treatment  of  diseases  of  old 
age,  and  the  aging  process  as  an  entity;  it 
is  intricately  interwoven  with  geronto- 
therapy. 

Examples  of  this  trend  include  the  cur- 
rent preoccupation,  together  with  war, 
tropical,  aviation,  and  industrial  medicine, 
and  great  advances  made  in  the  past  few 
years  in  preventive  pediatrics  and  better 
understanding  of  the  problems  peculiar  to 
the  adolescent  period.  It  also  is  concerned 
with  the  socioeconomic  problems  produced 
by  the  shifting  age  distribution  in  the  pop- 
ulation. This  is  a much  newer  field  than 
geriatrics;  for  we  know  that  children  are 
not  merely  smaller  editions  of  adults,  but 
have  structural,  functional,  metabolic,  and 
immunologic  characteristics  peculiar  to 
their  age  period,  but  the  elderly  are  dif- 
ferent physically  and  mentally  from  what 
they  were  in  youth  and  maturity.  The 
Good  Book  confirms  this  by  saying,  “When 
I was  a child,  I spake  as  a child,  . . . but 
when  I became  a man,  I put  away  childish 
things.” 

Many  of  the  variations  which  go  with 
the  process  of  aging  must  be  recognized  in 
diagnosing  the  changes  and  diseases  of  this 
period ; also  an  attempt  should  be  made  to 
distinguish  between  the  early  signs  of  in- 
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cipient  disease  and  the  changes  incident 
to  aging,  for  the  symptoms,  signs,  patho- 
genesis, course,  prognosis,  and  therapy  are 
all  altered  by  the  basic  biologic  changes 
of  the  elderly,  so  well  portrayed  in  atypical 
cases  of  pneumonia,  etc. 

Nasher  proposed  geriatrics  in  1914  and 
published  a textbook  on  it.  Stieglitz  states 
that  problems  of  gerontology  are  not  con- 
fined to  those  patients  actually  senile,  for 
we  know  that  the  infirmities  and  disorders 
of  later  years  arise  insidiously  far  earlier 
than  their  clinical  manifestations. 

Gerontotherapv,  therefore,  deals:  (1) 

with  the  same  principles  but  slightly  dif- 
ferent details  from  the  way  they  are  treated 
in  younger  classes;  (2)  prevention,  which 
should  begin  early  in  life  with  the  aim  of 
teaching  the  individual  the  proper  mode  of 
living  and  how  to  protect  himself  against 
the  accidents  of  life,  such  as  stresses  and 
strains  of  modern  living,  faulty  diet  with 
resultant  deficiencies,  infections,  excesses 
of  work  and  recreation,  and  avoidable  er- 
rors in  preserving  the  body  and  mental 
functions;  (3)  by  the  concept  that  the  aging 
process  presupposes  hormone  deficiencies. 

Gerontology  further  embraces  more  mi- 
nutely: (1)  the  biologic  or  chemical  phe- 
nomenons of  evolution  or  development  and 
involution  or  senescence;  (2)  the  clinical 
changes  in  the  elderly,  pediatrics,  geriatrics, 
normal  senescence  and  senility,  also  dis- 
eases of  the  senescent  period;  (3)  socio- 
economic, embracing  all  the  problems  of 
aging  mankind.  Engaging  in  practice, 
“limited  to  men  and  women  of  advanced 
age,”  would  be  meager  in  revenue,  for  no 
one  wants  to  admit  that  he  is  aging.  Fight 
as  we  will,  the  ever-forward  march  of  years 
heaps  upon  us.  Aging  begins  in  conception 
many  months  before  we  are  born,  and  there 
is  no  sharp  distinction  between  the  evolu- 
tional and  involutional  periods. 

The  increase  in  number  of  persons  over 
sixty-five  years,  the  increase  of  life  expect- 
ancy, and  the  decrease  in  number  of  persons 
under  twenty  years  is  very  apparent,  also 
there  are  more  people  between  twenty  and 
sixtv-five  years  of  age  and  fewer  under 
fifteen  years  than  ever  before;  however, 
decrease  in  infant  mortality  rate,  control 
of  infectious  diseases,  and  maintenance  of 


high  standards  of  sanitation  are  factors 
in  achieving  longer  life.  The  increase  of 
old  people  is  attributable  to  a decline  in 
birth  rate  and  to  conflicts,  according  to 
Bortz.  Wars  deplete  our  youths  and  ac- 
centuate still  further  the  trend  toward  an 
aging  population  who  are  unfertile,  many 
senile,  scores  disabled,  eventually  becom- 
ing a burden  to  posterity. 

Stieglitz  states  that  most  of  the  clinical 
problems  relating  to  geriatrics  start  at 
about  forty  years  of  age,  as  the  degenera- 
tive disorders  become  more  frequent  at 
this  age  and  their  menace  is  greatest  from 
forty  to  sixty,  but  if  health  can  be  main- 
tained during  this  critical  period,  the  prob- 
ability of  long  disability  and  uselessness, 
because  of  chronic  illness  after  sixty,  will 
be  greatly  reduced.  Many  authors  con- 
sider from  sixty-five  years  on  as  being  the 
beginning  of  the  period  of  old  age. 

Nasher  assumes  that  the  normal  duration 
of  life  is  ninety  years,  barring  accidents, 
and  divides  these  years  into  three  periods 
— i.  e.,  development,  maturity,  and  decline, 
each  broken  about  the  middle  by  a cli- 
macteric or  critical  period ; puberty  of  ado- 
lescence, climacteric  of  maturity,  and  se- 
nility of  decline. 

Growth  is  conceded  to  be  maintained 
until  the  age  of  thirty  years.  During  the 
development  period  the  processes  of  repair 
exceed  those  of  waste;  anabolism  exceeds 
catabolism,  but  during  the  maturity  period 
these  are  in  balance;  the  basal  metabolic 
rate  remains  constant;  it  is  during  this 
period  that  the  organs  of  reproduction  and 
their  functions  are  principally  affected  and 
as  age  advances  the  metabolic  process  of 
waste  and  repair  begins  to  change,  the 
waste  becomes  greater  and  the  faculty  of 
repair  markedly  lessened ; fat  waste  is  ei- 
ther unrepaired  or  limited  in  quantity  and 
many  times  deposited  in  unusual  locations. 
Cartilage  and  ligaments  harden  and  may 
ossify,  causing  joint  stiffening. 

This  period  of  decline  usually  lasts  as  long 
as  either  of  the  two  preceding  ones — i.  e., 
development  of  maturity — and  is  often  in- 
terrupted by  senile  symptoms. 

The  blood  vessels  become  hardened  by 
deposits  of  fibrous  tissue  and  calcium,  los- 
ing their  elasticity,  thereby  retarding  the 
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flow  of  blood  to  vital  organs  and  tissues, 
which  impairs  their  nutrition  and  increases 
the  waste;  this  change  predisposes  to  bone 
fractures. 

The  physiognomy  changes  due  either  to 
a rapid  decrease  in  strenuous  activity  and 
weight  or  changes  in  the  location  of  fat 
deposits  and  hair  growth.  Disease,  im- 
proper food,  and  living  habits,  such  as 
insufficient  attention  to  recuperative  pe- 
riods, may  hasten  or  close  the  cycle ; hered- 
ity factors  may  retard  and  alter  the  whole 
cycle,  likewise  many  factors  may  hasten, 
retard,  or  close  each  period — i.  e.,  race,  cli- 
mate, character,  form  of  occupation,  and 
numerous  others. 

We  know  that  the  rate  of  aging  varies 
with  the  type  changes  of  cells  or  whole 
organs;  the  epidermal  cells  are  short  lived, 
being  constantly  replaced  while  the  nerve 
cells  of  the  cerebral  cortex  are  never  re- 
placed. 

There  are  certain  changes  which  occur 
with  such  frequency  in  the  aged  that  they 
may  be  considered  physiologic,  according  to 
Piersol : graying  of  the  hair ; depleted  vi- 
taminic  content,  atrophy  of  lymphoid  tis- 
sue, emphysema  of  the  senile  type,  decrease 
of  vital  capacity,  osteoporosis  of  the  long 
bones,  arcus  senilis  of  the  cornea;  atrophy 
of  the  intervertebral  discs  resulting  in  de- 
creased height  and  pallor,  often  mistaken 
for  anemia.  There  is  atrophy  of  the  thy- 
roid, liver,  spleen,  kidneys,  and  all  organs 
except  the  heart. 

Davis’  theory  is  that  the  “involutional 
biochemical  processes  which  lead  to  senes- 
cence may  be  influenced  by  all  factors 
which,  in  any  way,  modify  cellular  metabo- 
lism, thereby  determining  the  onset  and 
relative  severity  of  these  changes — i.  e., 
heredity,  health  and  nutrition  of  the  par- 
ents at  conception,  health  of  the  mother 
during  pregnancy,  and  lactation,  former 
illnesses  any  time  in  life ; quality  and  quan- 
tity of  nutrition  demanded  by  the  indi- 
vidual, past  environment,  occupation,  tem- 
perament, habits  and  manner  of  living,  and 
all  gases,  chemical  compounds,  including 
those  from  the  soil,  water,  food,  and  drugs 
used  during  past  years.” 

Bortz  avers  that  disorders  which  effect 
the  greatest  toll  in  the  elderly  group  are 


degenerative  in  character — i.  e.,  cardio- 
vascular disease,  arteriosclerosis,  nephritis, 
cerebral  hemorrhage,  diabetes,  hyperten- 
sion, malignancy,  pneumonia,  influenza,  and 
tuberculosis.  Therefore,  early  recognition 
and  intervention  are  necessary,  for  pro- 
crastination leads  but  to  dissolution. 

Education  of  both  the  child  and  the 
adult  in  respect  to  learning  the  technique 
of  growing  old  gracefully  must  not  be  neg- 
lected, for  “as  the  child  prepares  himself 
to  be  an  adult,  the  adult  also  should  pre- 
pare himself  for  old  age.”  The  lack  of 
knowledge  and  interest  in  preventive  medi- 
cine is  a stumbling  block;  many  would 
rather  take  chances  and  later  demand  mi- 
raculous cures  for  their  ills  that  a little 
forethought  might  have  prevented.  They 
should  be  advised  of  the  necessity  of  early 
treatment  of  precancerous  dermatoses, 
warned  against  common  hazards,  such  as 
slippery  floors  and  numerous  other  house- 
hold traps  to  prevent  fractures;  liver  ther- 
apy for  pernicious  anemia  to  retard  or  limit 
sclerotic  changes  in  the  spinal  cord,  due  to 
the  absence  of  microcytic  cells ; replace- 
ments are  needed  periodically  in  this  de- 
generative tissue  change ; avoidance  of  sud- 
den strain  to  prevent  attack  of  coronary 
thrombosis;  early  diagnosis  of  gastric  le- 
sions by  gastrophotographv  and  gastros- 
copy; removal  of  focal  infections;  general 
and  mental  hygiene,  including  nutrition. 
If  surgery  is  needed,  we  should  not  hesitate 
to  operate  on  the  elderly,  especially  if  there 
is  a chance  of  prolonging  life  and  restoring 
comfort;  but  hepatic  and  renal  function 
should  be  studied,  and  out  of  bed,  at  the 
earliest  possible  moment,  diplomatically  ad- 
vised. 

The  geriatrician  must  be  genuinely  in- 
terested in  these  patients  and  give  them 
careful  study  and  attention,  but  never 
tempted  in  endeavoring  to  restore  the  old 
to  a state  of  normalcy  or  maturity,  for  it 
is  beyond  human  power;  undisputablv  the 
elderly  must  function  at  their  own  level. 
This  problem  perplexed  Nicodemus  when 
he  came  to  the  Lord  and  inquired  the  way 
to  eternal  life,  and  was  greatly  bewildered 
when  told  the  requirements,  for  “How  can 
a man  return  again  to  his  mother’s  womb 
when  he  is  old?” 
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Being  old  does  not  mean  that  senility 
has  developed,  for  many  over  eighty  years 
of  age  have  proven  by  mental  tests  that 
their  minds  are  just  as  alert  and  their 
judgment  just  as  sound  as  many  of  their 
maturity  age  constituents,  and  some  are 
being  selected  for  special  jobs. 

The  elderly  tolerate  pain  surprisingly 
well ; smaller  doses  of  sedatives  are  usually 
needed  than  in  younger  persons,  perhaps 
because  of  higher  nervous  system  tension 
and  sluggish  reactions.  Codeine  is  the 
drug  of  choice,  remembering  that  drugs 
are  absorbed  more  slowly  in  the  aging  and 
their  cumulative  action  often  occurs;  seda- 
tives may  cause  excitement  rather  than 
sedation  and  cardiac  stimulants  do  not  al- 
ways do  their  job  well.  Give  drugs  cau- 
tiously and  in  small  doses. 

Older  people  react  differently  from  the 
younger  in  many  ways;  hospitalization  may 
cause  psychic  disturbances;  prolonged  rest 
in  bed  is  bad,  for  recumbency  may  cause 
hypostatic  pneumonia,  etc.  Prescribed  ex- 
ercise for  the  myocardial  cases  is  better 
than  inactivity.  Geriatric  medicine  does 
not  aim  merely  to  prolong  life  and  relieve 
suffering;  its  goal  should  be  the  postpone- 
ment of  diseases  which  cause  disability, 
and  thus  add  to  the  health,  vigor,  and  abil- 
ity to  carry  on  in  the  declining  years  until 
infirmity  makes  further  usefulness  impos- 
sible. 

Financial  security  for  those  above  sixty- 
five  years  is  not  the  only  requisite  for  a 
satisfactory  and  pleasant  period  of  aging, 
for  older  people  fear  idleness  and  useless- 
ness, as  a rule,  more  than  they  do  death. 
Because  of  the  increase  in  the  number  of 
the  aged,  an  unjustly  small  percentage  of 
the  younger  and  middle  class  will  be  sup- 
porting those  sixty-five  and  over  unless 
some  way  of  increasing  and  utilizing  the 
productivity  of  the  aging  group  is  formu- 
lated. 

Longevity  without  health  is  both  an  in- 
dividual and  a social  tragedy,  but  can  be 
an  asset  to  society  if  the  potentialities  of 
the  aging  ai'e  recognized  and  utilized. 

The  treatment  of  disease  is  not  enough. 
The  aim  should  be  to  retard  the  process  of 
senescence  and  postpone  senility,  for  idle 
workers  mean  waste  of  human  resources, 


biologic  parasitism,  and  degeneration  of 
the  social  and  economic  life ; therefore,  have 
a sustained  interest  in  life  and  living,  con- 
tributing our  share  to  the  pool  of  economic 
needs  and  remain  as  long  as  possible  a 
producer,  remembering  the  adage  of  our 
forefathers,  “It  is  better  to  wear  out  than 
to  rust  out.” 
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DISCUSSION 

DR.  W.  H.  WITT  (Nashville):  The  problems 
that  confront  the  aged  have  from  time  immemorial 
been  the  subject  of  thought  and  study  on  the  part 
of  the  thinking  world.  That  the  so-called  “de- 
clining years”  should  be  years  of  social  adjustment 
and  of  economic  comfort  has  been  one  of  the  prime 
hopes  of  philosophers  and  economists  of  all  time. 

As  doctors,  we  are  naturally  concerned  with 
those  pathological  states  that  develop  chiefly  in 
the  aged,  and  in  the  last  ten  years  there  have  been 
numerous  publications  in  which  are  presented  not 
only  the  diseases  to  which  those  of  above — say 
sixty — are  more  liable,  but  the  difficulties  in  diag- 
nosis as  compared  with  younger  people  and,  not 
without  importance,  the  variation  in  therapeutic 
measures  to  be  adopted.  There  have,  of  course, 
been  thorough  studies  to  evolve  a reason  for  longer 
life  in  many  people  compared  with  their  neigh- 
bors. What  effect  does  physical  or  mental  strain, 
alcohol,  tobacco,  heredity  have?  All  these  are  con- 
sidered, though  no  satisfying  conclusions  are 
reached.  I have  no  special  views  to  present,  but 
I thought  it  might  be  appropriate  to  give  a brief 
survey  of  the  deaths  that  have  occurred  in  my 
private  practice  in  the  last  thirteen  years.  Very 
few  have  been  autopsied  and  my  diagnoses  have 
been  largely  of  the  bedside  type.  I shall  not  try 
to  defend  them.  I have,  as  you,  been  impi'essed 
with  the  difficulty  in  getting  a detailed  history  in 
the  aged  and  the  attendant  necessity  of  a very 
thorough  physical  examination. 

Beginning  with  1931  I have  had  187  deaths  to 
January  1,  1944.  One  hundred  thirty-four  have 
been,  so  far  as  I could  interpret  the  symptoms  and 
physical  signs,  of  vascular  origin  (seventy-two  per 
cent).  These  include  cerebral  as  well  as  cardiac 
deaths.  There  have  been  instances,  of  course,  es- 
pecially in  sudden  or  rapid  deaths,  in  which  one 
could  not  assuredly  say  whether  it  was  one  or  the 
other,  but  certainly  of  vascular  origin.  I have 
put  down  the  word  “age”  as  the  cause  of  death  in 
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about  ten  instances.  This  may  be  from  lack  of 
accuracy  in  diagnosis,  but  many  functions  so  uni- 
formly gave  way  it  was  difficult  to  say  wrhere  the 
chief  cause  lay. 

Three  of  the  vascular  deaths  have  been  due  to 
subarachnoid  hemorrhage — incidentally  one  of  the 
most  interesting  symptom  complexes  in  medicine 
and  rather  easily  misunderstood.  Another  vas- 
cular death  was  from  a retroperitoneal  hemorrhage 
in  a man  seventy-five.  There  was  an  acute  pain 
in  the  abdomen  followed  by  the  development  of  a 
small  mass.  But  about  the  third  day  rupture  of  a 
larger  vessel  with  formation  of  a large  mass  in 
the  right  lower  abdomen  and  sudden  death.  Au- 
topsy confirmed  the  diagnosis.  Truly  a man  is  as 
old  as  his  arteries. 

There  have  been  nineteen  deaths  from  carcinoma 
— ten  per  cent — more  often  the  stomach  or  pros- 
tate. I may  say  in  passing  that  the  recent  tendency 
to  make  prostatic  cancer  such  a common  disease 
in  the  aged  is  not  borne  out  by  my  experience. 
The  number  of  deaths  of  my  male  patients  over 
sixty-five  was  sixty-two.  Of  these  sixty-two  only 
five  died  of  cancer  of  the  prostate — less  than  one 
in  twelve.  And  I have  gone  over  the  patients  or 
close  associates  of  mine  who  are  sixty-five  or  older. 
Of  seventy  names  that  occur  to  me  I am  not  sure 
that  a single  one  has  cancer  of  the  prostate.  It 
will  be  interesting  to  know  ten  years  from  now 
how  many  died  of  cancer  of  the  prostate.  I say 
about  half  a dozen.  Understand,  I am  saying  that 
if  any  one  of  these  seventy  should  develop  an 
illness  I would  almost  surely  know  of  it  even  if  he 
did  not  come  under  my  care.  In  other  words,  I 
would  know  he  was  sick.  If,  as  thought  by  R.  A. 
Moore  and  others  (quoted  in  American  Medical 
Association  Journal  July  17,  1943),  one  out  of 
seven  past  fifty  has  prostatic  cancer,  it  is  rea- 
sonable to  assume  that  more — say  one  out  of  five 
past  sixty-five — should  be  so  afflicted.  In  that 
case  of  my  seventy  patients  and  associates  of  that 
age,  we  should  expect  to  find  fourteen  of  them 
developing  cancer,  and  of  my  male  deaths  of  over 
sixty-five  twelve  instead  of  five  should  have  been 
victims  of  that  disease.  Incidentally,  certain  fea- 
tures of  the  treatment  of  cancer  of  a prostate  opens 
up  that  wide  field  of  the  importance  of  hormones 
and  we  may  expect  much  progress  in  that  field  in 
the  next  few  years. 

Nephritis  cannot  be  particularly  assigned  to  age 
and  I have  had  only  twelve  deaths — six  per  cent — 
that  I could  reasonably  attribute  to  uremia. 

And  that  old  friend  of  the  aged — pneumonia — 
has  taken  only  four,  the  last  one  in  1937 — a woman 
of  fifty-two.  This  is  only  two  per  cent  of  all  the 
deaths  and  we  may  expect  less  since  the  sulfa 
drugs  have  come  to  our  rescue. 

Rather  unusual  causes  of  death  and  having  no 
special  relation  to  age  have  been  eighteen.  Two 
followed  surgery — one  thyroidectomy  and  the  other 
prostatectomy — apparently  peritonitis.  One  death 
came  from  a clear  case  of  aplastic  anemia  in  a 
man  sixty-tw’o— an  unusual  occurrence. 


The  average  age  at  death  of  these  187  cases  was 
seventy-four;  the  youngest  thirty-three  and  the 
oldest  ninety-three. 

I should  like  to  call  attention  to  one  condition 
that  I have  found  more  often  in  the  aged  than 
appears  from  the  literature.  This  is  premature 
systoles  and  attacks  of  paroxysmal  tachycardia. 
Right  or  wrong,  I have  a feeling  that  this  form 
of  cardiac  upset  is  not  only  often  overlooked,  but 
when  found  is  regarded  as  a much  more  serious 
condition  than  it  really  is.  It  is  quite  true  that 
such  a patient — often  an  elderly  man  or  woman — 
may  die  a vascular  death,  but  that  either  prema- 
ture systoles,  often  present  for  years,  or  genuine 
attacks  of  paroxysmal  tachycardia  predispose  to  a 
vascular  death  I am  not  convinced,  and  I cheer- 
fully reassure  such  patients  and  tell  them  that 
these  abnormalities  represent  a heart  upset,  but 
not  a heart  disease. 

The  speaker’s  closing  paragraphs  had  to  do  with 
what  I think  is  an  important  angle  of  this  age 
question — namely,  the  growing  burden  on  those  of 
fewer  years  to  care  for  those  past  sixty-five,  or 
what  other  age  may  be  chosen  as  a proper  time  for 
retirement.  With  so  many  more  living  beyond  this 
limit,  the  burden  necessarily  becomes  greater  on 
the  community.  How  long  shall  a man  continue 
to  be  productive  in  an  economic  sense?  If  the 
tendency  to  retire  employees  at  seventy,  now  prev- 
alent in  industrial,  government,  and  teaching  in- 
stitutions, spreads  much  farther,  those  earning  a 
living  in  sixties  and  seventies  will  soon  be  limited 
to  United  States  senators  and  a few  doctors. 

In  a general  way,  I am  strongly  in  favor  of 
people  of  age  continuing  in  some  form  of  work 
that  will  secure  their  own  independence  and  add 
to  the  resources  of  a community,  though  the  proc- 
ess of  shifting  to  some  type  of  work  more  in 
accord  with  their  physical  and  mental  strength 
may  be  none  too  easy.  It  should  and  would  add 
to  their  comfort  to  feel  they  were  not  a burden. 
In  other  words,  the  man — or  woman — of  age  and 
reasonable  health  should  look  forward  cheerfully 
to  the  time  when  he  can 

“His  body  with  his  charge  lay  down 
And  cease  at  once  to  work  and  live.” 

DR.  W.  S.  LEATHERS  (Nashville):  I wish  to 
make  a few  comments  in  regard  to  this  interesting 
paper.  I am  always  glad  to  hear  Doctor  Witt  on 
any  subject  with  which  he  is  familiar.  He  is  con- 
sistently stimulating  and  helpful. 

The  essayist  presented  an  interesting  and  splen- 
did paper.  It  appears  that  Doctor  Witt  has  com- 
plied with  the  four  requirements  which  he  enun- 
ciated concerning  how  to  get  along.  However,  I 
am  not  so  sure  about  his  golf.  I am  constrained 
to  believe  he  has  fallen  down  some  on  that  many 
times,  but  he  always  plays  twice  a week,  sleeps 
on  a sleeping  porch,  keeps  a good  frame  of  mind, 
and  I hope  he  does  a moderate  amount  of  work. 
He  wanted  to  give  us  these  points  so  that  we  may 
profit  from  them. 


6 


GERONTOLOGY,  GERIATRICS,  AND  GERONTOTHERAPY— Howell 


January,  1945 


I think  that  one  of  the  most  important  things 
which  has  been  mentioned  is  the  value  of  providing 
ways  and  means  to  give  people  of  advancing  years 
something  to  do.  It  is  indeed  a very  important 
thing.  Many  people  who  get  older  do  not  lose  their 
vitality  and  usefulness;  they  have  wisdom,  they 
have  energy,  they  have  clearness  of  thought  and 
a keen  interest  in  life.  I believe  it  is  wise  for 
people  of  this  type  to  have  opportunity  to  express 
in  a continuing  way  the  knowledge  and  experience 
which  they  have  acquired  to  those  with  whom  they 
come  in  contact.  I believe  much  good  can  be  ac- 
complished with  this  kind  of  outlook. 

I simply  wish  to  make  these  few  remarks  and 
commend  those  who  have  spoken. 

DR.  WILLIAM  E.  HOWELL  (closing):  Mr. 
President,  the  incentive  to  write  a paper  on  this 
subject  came  from  the  fact  that  grandpappy  was 
not  supposed  to  sit  in  the  corner  and  twiddle  his 


thumbs  and  mumble  incoherently  to  himself  when 
he  could  be  out  hoeing  corn  and  planting  a Victory 
Garden. 

So  far  as  the  golf  is  concerned,  I know  very 
little.  I can  slice  a ball  about  equally  as  well  as 
the  rest.  I would  much  rather  be  out  in  the  open 
in  a nice  stream  with  a fly  rod,  put  on  a nice  blue- 
jay  fly,  cast  it  under  the  drooping  boughs  where  the 
bass  have  just  been  feeding,  and  feel  the  pull 
of  that  two-and-a-half-pound  bass  on  that  fly  rod. 
That  beats  golf. 

I wish  to  say,  in  closing,  Mr.  President,  that  I 
would  be  very  ungrateful  indeed  if  I did  not  thank 
the  discussers  of  this  paper  for  their  liberal  and 
helpful  discussion,  particularly  the  doctor  from 
Nashville.  It  has  been  a pleasure  indeed,  and  I 
wish  to  say  just  this  word  to  thank  this  association 
for  the  privilege  and  the  honor  of  appearing  upon 
this  program. 


SCHEDULED  MEETING  OF  THE  STATE  ASSOCIATION  HAS  BEEN 
CANCELLED  BY  ACTION  OF  THE  BOARD  OF  TRUSTEES 

On  account  of  recent  developments  that  have  taken  place  the  Board  of 
Trustees  decided  that  the  regular  meeting  of  the  association  would  not  be 
held  as  scheduled  April  10,  11,  12,  1945.  The  reasons  for  this  action  are 
apparent  to  all. 
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AMEBIASIS* 

EDWARD  L.  TURNER,  M.D.,  Nashville 

Although  the  most  important  pathological 
conditions  produced  in  man  infected  with 
Endamoeba  histolytica  result  from  primary 
infections  of  the  intestines,  the  actual  clin- 
ical manifestations  observed  may  be  nu- 
merous and,  at  times,  bizarre.  There  are 
several  species  of  ameba  that  may  be  ob- 
served in  the  intestinal  canal  of  human 
beings,  but  Endamoeba  histolytica  is  the 
only  one  that  seems  to  produce  pathological 
changes. 

Amebiasis  is  widespread.  It  is  seen  al- 
most everywhere.  It  is  most  common  in 
the  warm  regions  of  the  Americas,  Asia, 
Africa,  and  the  East  and  West  Indies.  It 
is  also  found  in  many  different  parts  of 
Europe.  Here  in  the  United  States  it  is 
relatively  more  common  in  the  South  than 
in  other  regions  of  the  country.  It  is  not 
diagnosed  more  commonly,  for  the  very 
simple  reason  that  it  is  not  suspected  and 
consequently  not  looked  for. 

In  1939,  Sapero  and  Johnson1  reported 
an  incidence  of  14.7  per  cent  infections 
with  Endamoeba  histolytica  in  men  exam- 
ined from  the  South  as  naval  recruits  at 
Norfolk,  Virginia.  Only  7.8  per  cent  of 
the  men  recruited  from  the  North  were 
found  to  be  infected. 

Widespread  interest  in  amebiasis  in  the 
United  States  did  not  develop  until  after 
the  epidemic  in  Chicago  during  the  World’s 
Fair  in  1933.  At  that  time,  there  were 
over  800  cases  with  forty  deaths  traced  to 
two  Chicago  hotels.  Careful  study  deter- 
mined that  defective  water  and  sewage  con- 
nections were  responsible  for  the  epidemic. 
It  was  in  this  epidemic  that  we  physicians 
learned  that  the  incubation  period  of  ame- 
biasis could  be  as  short  as  seven  or  eight 
days  and  as  long  as  several  months. 

It  is  generally  believed  that  only  the  cyst 
forms  of  Endamoeba  histolytica  are  infec- 
tive for  man,  and  that  the  vegetative  or 
trophozoite  forms  are  destroyed  by  gas- 
tric secretions.  However,  Schwartzwelder- 
has  succeeded  in  infecting  dogs  with  vege- 


*Read before  Tennessee  State  Medical  Associa- 
tion, Nashville,  April  11,  12,  13,  1944. 


tative  forms  alone.  The  vegetative  forms 
when  passed  in  the  human  feces  die  quickly 
on  drying.  The  cysts,  however,  can  sur- 
vive for  several  weeks  outside  of  the  body 
if  they  are  kept  moist  in  water  or  in  fecal 
masses. 

The  disease  is  transmitted,  according  to 
Strong11  in  any  one  of  four  ways.  The  most 
common  mode  of  transmission  is  through 
water  or  food,  which  has  become  contami- 
nated with  cysts  from  fecal  material.  It 
is  also  known  that  the  droppings  of  flies 
and  cockroaches  can  transmit  the  disease. 
In  some  instances,  epidemics  have  been 
traced  to  the  use  of  human  excrement  in 
fertilizing  vegetable  gardens.  It  is  also 
spread  through  lower  animals,  such  as  mon- 
keys and  rats. 

When  Endamoeba  histolytica  cysts  are 
ingested  into  the  human  intestinal  tract, 
they  undergo  development  in  the  intestines 
and  give  rise  to  four  small  trophozoites. 
These  may  attach  themselves  to  the  epi- 
thelium of  the  crypts  of  the  large  intestine, 
and  some  of  them  may  penetrate  through 
the  mucosa  into  the  submucosa  as  a result 
of  their  ameboid  movement  and  cytolytic 
action.  In  these  areas  they  create  small 
abscesslike  gelatinous  structures,  where  the 
amebae  undergo  development.  These  ab- 
scesses ultimately  rupture,  discharging 
some  of  their  contents  into  the  duodenum 
and  form  ulcers.  In  typical  amebic  ulcers, 
the  edges  are  undermined.  In  some  cases, 
the  ulcer  is  very  deep  and  may  lead  to  a 
perforation  with  subsequent  peritonitis  and 
adhesions.  In  some  cases,  the  vegetative 
ameba  may  migrate  into  the  venous  system 
and  be  carried  to  the  liver,  lung,  spleen, 
brain,  or  other  areas.  As  time  goes  on,  if 
the  infection  is  restricted  to  the  intestinal 
canal,  there  may  be  marked  thickening  of 
the  walls  of  the  gut  with  the  formation  of 
tumorlike  masses.  The  most  characteristic 
pathology  of  amebiasis  restricted  to  the 
intestinal  canal  is  the  formation  of  ulcers 
and  the  thickening  of  the  walls  of  the  large 
intestines. 

The  incubation  period,  as  pointed  out 
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previously,  is  exceedingly  variable.  It  de- 
pends upon  the  susceptibility  of  the  indi- 
vidual and  the  severity  of  the  primary  in- 
fection. It  was  proven  during  the  Chicago 
epidemic  that  in  some  instances  the  incu- 
bation period  was  as  short  as  from  seven 
to  fifteen  days,  while  in  others  traced  to 
the  same  source  the  incubation  period  was 
as  long  as  seventy-seven  days. 

The  symptoms  of  amebiasis  are  exceed- 
ingly variable  and  depend  to  a large  extent 
upon  whether  the  disease  is  limited  to  the 
intestinal  canal  or  whether  complications 
have  developed.  The  most  common  clinical 
conditions  associated  with  the  term  ame- 
biasis is  amebic  dysentery.  The  dysentery 
may  vary  from  a mild  diarrhea  to  an  actual 
active  dysentery.  It  is  my  opinion  that  by 
far  the  large  majority  of  cases  present 
only  mild  forms  of  diarrhea.  Amebic  dys- 
entery is  in  truth  what  Manson-Bahr4  has 
called  “walking  dysentery”  as  contrasted  to 
bacillary  dysentery,  which  he  calls  “lying 
down  dysentery.”  Remissions  are  quite 
characteristic  of  amebic  infections  of  the 
bowels.  The  patient  may  I\ave  looseness 
for  ten  days  or  two  weeks,  and  then  may 
suffer  from  constipation,  only  to  follow 
through  with  another  bout  of  looseness. 
Some  cases  will  have  only  two  or  three  loose 
bowel  movements  in  the  morning,  and 
others  may  have  twelve  or  more  move- 
ments daily.  The  stools  usually  contain 
dark-brown  altered  blood  and  have  a pe- 
culiar penetrating  odor.  Sometimes  there 
are  gangrenous  sloughs  in  the  stools. 

Abdominal  tenderness  may  be  present, 
and  it  is  usually  more  localized  than  is  the 
case  in  bacillary  dysentery.  The  tender- 
ness, when  over  the  secum,  may  simulate 
appendicitis;  when  over  the  transverse 
colon,  it  may  simulate  peptic  ulcer;  and 
when  over  the  sigmoid  may  simulate  diver- 
ticulitis. Unless  there  are  ulcers  in  the 
rectum,  there  is  usually  very  little  strain- 
ing or  tenesmus.  These  patients  usually 
have  little  or  no  fever  unless  there  are  com- 
plications. They  are  not  toxic  and  they 
do  not  have  the  rapid  progressive  emacia- 
tion seen  so  commonly  in  bacillary  dysen- 
tery. Although,  it  is  possible,  there  are 
relatively  few  cases  with  severe  symptoms. 
Many  cases  have  an  enlarged  palpable  liver. 


It  has  been  my  experience  that  intestinal 
amebiasis  may  not  be  accompanied  in  some 
instances  by  either  diarrhea  or  dysentery, 
but  that  it  may  at  times  be  manifested 
clinically  by  marked  constipation  with  var- 
ious types  of  intestinal  pain.  Many  of  these 
patients  develop  mental  lassitude,  neuroses, 
and  some  of  them  have  what  might  be 
called  “uncomfortable  bellies”  or  “growling 
intestines.”  These  are  the  patients  that 
usually  escape  proper  diagnosis  because 
stool  examinations  are  not  made. 

The  most  common  complications  of  ame- 
biasis are  amebic  hepatitis  and  hepatic  ab- 
scess. This  may  occur  at  any  time  during 
the  course  of  the  infection.  There  is  pain 
over  the  liver  area  with  symptoms  of 
toxemia,  fever,  enlarged  liver,  and  usually 
a considerable  leucocytosis.  Hepatic  ab- 
scesses, when  they  develop,  are  most  com- 
monly seen  in  the  upper  and  posterior  por- 
tion of  the  right  lobe.  Such  patients  com- 
plain of  weight  and  fullness  in  the  liver 
area  and  may  have  stabbing  pains  over  the 
hepatic  area.  Some  of  them  have  a dry 
cough  with  referred  pains  to  the  shoulder 
region.  If  the  abscess  is  located  in  certain 
areas,  swelling  may  be  seen  in  the  epigastric 
or  the  hypochondriac  region.  Such  ab- 
scesses may  rupture  in  many  different  di- 
rections, depending  upon  their  location  and 
suri’ounding  structures.  A typical  amebic 
abscess  of  the  liver  contains  a chocolatelike 
or  anchovy  sauce  type  of  pus. 

Amebic  abscesses  may  occur  in  the  lung, 
either  secondary  to  liver  abscesses  or  as 
primary  lesions.  They  are  occasionally 
seen  in  the  brain,  spleen,  bladder  wall, 
ovaries,  uterine  adnexa,  and  even  in  the 
parotid  gland.  Skin  lesions  may  occur  and 
will  respond  to  no  ordinary  dermatological 
treatment  until  their  true  etiology  is  de- 
termined and  proper  antiamebic  therapy 
instituted.  Amebic  appendicitis  is  occa- 
sionally seen  in  areas  where  the  disease  is 
common.  It  is  worth  a note  of  caution  to 
the  surgeon  to  point  out  that  it  is  difficult 
to  operate  successfully  on  intestinal  struc- 
tures that  are  infiltrated  as  a result  of 
amebiasis.  Such  intestines  are  fragile,  do 
not  heal  readily,  and  sometimes  lead  the 
patient  into  very  great  difficulty.  Turner 
and  Beck'  pointed  out  some  of  the  clinical 
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manifestations  of  Endamoeba  histolytica 
in  which  the  development  of  tumor  masses 
in  the  large  intestines  could  be  easily  mis- 
taken for  malignancies  rather  than  ame- 
biasis on  the  basis  of  physical  examination 
alone.  As  a matter  of  fact,  the  infiltration 
of  the  large  intestinal  wall  and  the  tumor- 
like masses  developing  in  a chronically  in- 
fected large  intestine  may  create  a classical 
clinical  picture  of  malignancy.  In  my  own 
experience,  this  has  happened  sufficiently 
frequently  so  that  I feel  that  a thorough 
stool  examination  should  be  made  whenever 
malignancy  of  the  lower  bowel  is  suspected. 
I have  been  saved  from  serious  embarrass- 
ment on  several  occasions  by  the  simple 
expedient  of  careful  stool  examinations, 
finding  that  my  patient  had  chronic  ame- 
biasis rather  than  a carcinoma.  In  such 
cases  it  is  much  more  satisfactory  to  clear 
them  up  with  proper  antiamebic  treatment 
than  it  is  to  resort  to  surgery. 

The  only  positive  way  to  diagnose  ame- 
biasis is  to  look  for  ameba.  The  presence 
of  cysts  or  vegetative  forms  of  Endamoeba 
histolytica  in  the  stool  is  positive  confirma- 
tion. In  my  opinion,  it  is  far  more  reliable 
than  any  other  method.  During  recent 
years,  a number  of  investigators  have 
worked  on  complement  fixation  tests. 
Craig0  used  the  serum  of  patients  tested 
against  alcoholic  extracts  of  cultures  of  En- 
damoeba histolytica  and  reported  that  a 
certain  percentage  of  his  patients  known 
to  be  carriers  of  Endamoeba  histolytica 
gave  positive  tests.  Our  own  Doctors  Frye 
and  Meleney7  and  later  Meleney  and  Mc- 
Grath8 investigated  the  complement  fixa- 
tion test  for  amebiasis  and  Meleney  pointed 
out  the  many  difficulties  in  obtaining  proper 
antigens.  Thus,  at  the  present  time,  there 
is-  no  short  cut  to  carefully  repeated  stool 
examinations  for  confirmation  if  amebiasis 
is  suspected. 

There  are  a number  of  therapeutic  meas- 
ures that  may  be  used  in  the  treatment  of 
amebic  dysentery,  but  for  the  therapy  of 
amebiasis  in  general  emetine  hydrochloride 
is  the  drug  of  choice.  While  other  sub- 
stances used  may  be  satisfactory  for  intes- 
tinal amebiasis,  they  do  not  compare  with 
the  results  obtained  by  emetine  hydrochlo- 
ride when  dealing  with  the  various  com- 


plications of  amebiasis.  We  have  also 
learned  that  a mixed  treatment,  where 
emetine  hydrochloride  is  administered 
along  with  one  of  the  amebicides,  such  as- 
carbarsone,  chiniofon,  vioform  or  diodo- 
quin,  gives  the  best  end  results.  Although 
the  Surgeon  General’s  circular  letter  ad- 
vises the  use  of  emetine  hydrochloride  in 
doses  of  .06  grams  (one  grain)  daily  from 
four  to  six  days,  I personally  believe  that 
the  ten-day  treatment  is  more  satisfactory. 
The  emetine  hydrochloride  should  be  given 
intramuscularly.  It  should  be  recalled  that 
emetine  hydrochloride  may  lower  the  blood 
pressure  and  may  cause  acute  myocardial 
damage  or  peripheral  neuritis  when  used 
improperly.  It  should  never  be  given  in- 
travenously, and  if  the  patient  shows  evi- 
dences of  a toxic  reaction,  it  may  be  neces- 
sary to  discontinue  the  drug. 

Concurrently  with  the  administration  of 
emetine  hydrochloride,  any  one  of  the  fol- 
lowing drugs  may  be  utilized: 

1.  Carbarsone  .25  grams  (four  grains) 
by  mouth  three  times  daily  for  seven  days. 
Toxic  symptoms  from  carbarsone  are  quite 
rare,  although  occasional  abdominal  dis- 
tress, nausea  or  vomiting,  or  even  der- 
matitis may  occur. 

2.  Carbarsone  may  be  followed  by  a 
seven-day  treatment  with  vioform.  This 
drug  is  given  in  doses  of  .25  grams  (four 
grains)  orally  three  times  daily  for  seven 
days.  There  are  practically  no  toxic  symp- 
toms from  this  medication. 

3.  Instead  of  using  vioform,  diodoquin, 
.6  grams  (nine  grains)  may  be  given  orally 
three  times  daily  for  seven  days. 

4.  Chiniofon  (Yatren)  can  be  given  in 
place  of  vioform  or  diodoquin.  If  this  drug 
is  used,  the  dosage  is  one  gram  (fifteen 
grains)  orally  three  times  daily  for  seven 
days.  The  only  toxic  symptom  observed 
from  the  use  of  this  latter  drug  is  an  oc- 
casional watery  diarrhea. 

When  there  are  lesions  in  the  lower  colon 
or  rectum,  carbarsone  or  chiniofon  may  be 
administered  in  the  form  of  retention  ene- 
mas concurrently  with  the  use  of  emetine 
hydrochloride  injections  and  other  medi- 
cations by  mouth.  When  used  as  a reten- 
tion enema,  two  grams  (thirty  grains)  of 
carbarsone  is  dissolved  in  200  cubic  centi- 
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meters  of  a two  per  cent  solution  of  sodium 
bicarbonate.  This  is  given  as  a retention 
enema  following  a cleansing  enema  of  two 
per  cent  sodium  bicarbonate  solution.  If 
chiniofon  is  selected  as  the  drug  to  be  used 
for  the  retention  enema,  four  grams  (sixty 
grains)  may  be  dissolved  in  200  cubic 
centimeters  of  water  and  administered 
after  a cleansing  enema.  Sedation  with 
one  of  the  barbiturates  will  assist  the  pa- 
tient in  retaining  these  enemas.  Neither 
vioform  or  diodoquin  can  be  used  as  a re- 
tention enema,  for  they  are  relatively  in- 
soluble and  are  highly  irritating  to  the 
mucosa  when  placed  in  the  rectum. 

The  complications  of  amebiasis  need  en- 
ergetic treatment.  Amebic  hepatitis  will 
respond  in  most  instances  to  from  eight 
to  ten  days’  treatment  with  emetine  hy- 
drochloride, .06  grams  (one  grain)  admin- 
istered intramuscularly  daily.  Amebic  ab- 
scess of  the  liver  should  be  drained  by 
aspiration.  Open  surgical  drainage  should 
not  be  utilized.  Emetine  hydrochloride 
should  be  used  in  the  same  way  for  amebic 
abscess,  as  it  is  utilized  in  the  treatment 
of  hepatitis  without  abscess. 

Carriers  who  have  no  symptoms  may 
be  treated  with  carbarsone,  vioform,  or 
diodoquin.  At  the  present  time,  the  Army 
suggests  the  use  of  carbarsone  .25  grams 
by  mouth  three  times  daily  for  seven  days 
followed  by  vioform  .25  grams  three  times 
daily  for  seven  days,  or  diodoquin  .6  grams 
by  mouth  three  times  daily  for  seven  days. 
Again  in  the  treatment  of  carriers,  if  nei- 
ther vioform  or  diodoquin  is  available,  one 
gram  of  chiniofon  may  be  administered 
orally  three  times  daily  for  seven  days  fol- 
lowing the  course  of  carbarsone. 

Summary 

In  this  brief  survey  of  amebiasis,  I have 
endeavored  to  point  out  the  clinical  mani- 
festations and  complications  produced  in 
human  beings  as  a result  of  infection  with 
Endamoeba  histolytica.  It  is  my  feeling 
that  there  is  a considerable  amount  of 
amebiasis  in  our  midst,  and  that  many  of 
the  vague  intestinal  disorders,  given  vari- 
ous diagnostic  labels,  are  in  some  instances 
due  to  this  disease.  It  is  rather  important 
that  individuals  suspected  of  malignant 


lesions  in  the  lower  bowel  be  carefully  ex- 
amined so  as  to  rule  out  amebic  infiltration 
prior  to  subjecting  them  to  surgical  inter- 
vention. 

Amebiasis  once  diagnosed  can  be  very 
satisfactorily  treated  through  the  proper 
use  of  emetine  hydrochloride  by  intramus- 
cular injections  combined  with  such  drugs 
as  carbarsone,  vioform,  diodoquin,  or  chin- 
iofon. 
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DISCUSSION 

DR.  W.  E.  BRYAN  (Chattanooga)  : Doctor  Tur- 
ner has  presented  a well-written  and  instructive 
paper  on  the  subject.  He  has  covered  the  subject 
so  well  that  in  the  main  I cannot  but  agree  with 
him.  My  brief  discussion  will  be  confined  to  an 
attempt  to  emphasize  a few  of  his  points. 

There  is  no  doubt  but  that  amebiasis  is  much 
more  prevalent  in  this  section  of  the  country  than 
is  commonly  thought.  Due  to  the  mildness  of  symp- 
toms, many  cases  do  not  seek  medical  advice. 
Many  of  these  merely  explain  their  diarrhea  with 
the  well-known  phrase  “just  that  way.”  Those  of 
us  who  wait  for  a frank,  persistent  diarrhea  before 
we  search  for  ameba  are  going  to  overlook  many 
cases. 

The  disease  is  primarily  one  of  the  intestinal 
tract,  involving  in  the  most  part  the  lower  colon.  In 
many  cases  the  infection  gets  into  the  blood  stream, 
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but  the  liver  and  other  organs  do  not  have  the 
lesions.  Early  death  may  occur  due  to  hemorrhage 
or  perforation  of  an  ulcer. 

Agreement  is  held  with  the  writer  that  emetine 
is  the  drug  of  choice  in  the  treatment,  but  the  fact 
that  the  margin  between  the  toxic  and  therapeutic 
effect  is  small  should  be  kept  in  mind.  The  blood 
pressure  should  be  taken  before  treatment  with 
emetine  is  begun  and  should  be  done  at  frequent 
intervals.  The  treatment  should  be  changed  at  the 
sign  of  falling  blood  pressure  to  one  of  the  ar- 
senicals.  In  the  cases  in  which  the  complications 
such  as  liver  abscess  are  not  evident  or  marked,  it  is 
my  custom  to  give  emetine  hydrochloride  one  grain 
intramuscularly  each  day  for  four  days.  The  treat- 
ment is  continued  with  carbarsone  (four  grains) 
for  seven  days.  In  those  cases  with  low  blood  pres- 
sure and  no  marked  signs  of  liver  abscess,  I begin 
treatment  with  carbarsone  or  chiniofon,  preferably 
the  former.  Cessation  of  symptoms  and  the  failure 
to  find  ameba  in  the  stools  does  not  always  mean 
that  the  patient  is  cured.  Repeated  examination 
of  the  stools  may  reveal  later  that  the  infection 
still  exists.  Repetition  of  the  treatment  should 
be  then  resumed. 

I have  seen  one  case  in  which  chronic  ulcers 
persisted  for  years  following  amebic  dysentery. 
She  was  very  low  when  first  seen  by  me,  having- 
eighteen  to  twenty  bloody  stools  daily.  There  was 
marked  improvement  on  the  administration  intra- 
muscularly of  twenty-four  units  of  liver  weekly. 

DR.  W.  W.  FRYE  (Nashville):  During  the  past 
few  years  there  has  been  an  increase  in  the  in- 
terest in  human  infections  with  the  dysentery 
ameba,  Endamoeba  histolytica,  and  it  is  important 
that  physicians  have  accurate  information  regard- 
ing this  interesting  animal  parasite  and  its  effect 
on  man.  Doctor  Turner  has  presented  an  excel- 
lent description  of  the  various  clinical  manifesta- 
tions, pathology,  complications,  and  the  methods  of 
treatment. 

If  any  of  you  have  ever  had  occasion  to  try  to 
find  this  sort  of  thing  in  textbooks  and  as  complete 
as  Doctor  Turner  has  given  it,  you  will  appreciate 
how  difficult  it  is. 

As  was  stated,  the  clinical  manifestations  may 
be  numerous  and  at  times  bizarre.  There  are  many 
causes  for  the  symptoms  of  dysentery,  and  it  is 
only  by  careful  examination  of  the  stools  that  an 
accurate  diagnosis  can  be  made.  There  are  five 
species  of  amebae  which  inhabit  the  large  intestine 
of  man,  but  only  one  species,  Endamoeba  histoly- 
tica, is  pathogenic.  Due  to  this  fact,  it  is  obviously 
necessary  to  be  able  to  differentiate  the  dysentery 
ameba  from  the  other  intestinal  amebae  and  from 
body  cells  which  are  often  found  in  dysenteric 
stools.  This  is  not  always  as  easy  as  it  sounds. 
The  laboratory  diagnosis  requires  careful  study 
and  training  for  technicians  to  become  reliable  in 
the  identification  of  these  forms.  If  actively  motile 
amebae  showing  typical  rapid  motion  and  contain- 
ing red  blood  cells  can  be  found,  the  diagnosis  is 
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not  difficult,  but  it  is  probable  that  many  cases 
which  are  not  amebic  are  so  diagnosed  through 
lack  of  observation.  On  the  other  hand,  amebae 
are  sometimes  not  numerous  in  the  stools,  especially 
in  chronic  cases,  and  repeated  examinations  of 
freshly  passed  specimens  may  be  necessary  before 
the  amebae  are  found.  In  the  absence  of  active 
dysentery  the  motile  forms  are  usually  not  present 
in  the  stools  and  a careful  search  must  be  made 
for  the  cysts. 

The  complement  fixation  test  as  mentioned  has 
not  been  of  much  value  as  a routine  diagnostic 
method,  as  it  is  not  a practical  nor  readily  avail- 
able diagnostic  procedure  for  the  physicians.  Even 
though  other  diagnostic  methods  are  needed  where 
complications  occur,  such  as  liver  abscess,  none 
will  take  the  place  of  the  careful,  thorough  search 
for  the  motile  amebae  or  cysts  in  the  stool. 

As  Doctor  Turner  pointed  out,  amebiasis  is  not 
diagnosed  more  frequently,  for  the  simple  reason 
that  it  is  not  suspected.  Fortunately,  most  people 
who  become  infected  never  show  any  clinical  symp- 
toms of  the  infection.  Some  suffer  from  mild  gas- 
trointestinal disturbances  that  may  be  diagnosed 
as  diseases  of  the  stomach,  gall  bladder  or  appen- 
dix, or  even  as  neurasthenia.  Only  a small  per 
cent  of  infected  persons  develop  frank  dysentery, 
and  in  most  of  the  instances  where  complications 
result,  such  as  liver  abscess,  there  may  be  no  history 
of  acute  intestinal  involvement. 

There  is  one  important  point  in  Doctor  Turner’s 
discussion  which  cannot  be  overemphasized;  that 
is  the  need  for  careful  stool  examination  whenever 
malignancy  or  other  diseases  of  the  lower  bowel 
are  suspected,  and  the  warning  to  the  surgeon 
regarding  the  danger  involved  in  intestinal  sur- 
gery in  the  presence  of  an  amebic  infection.  Care- 
ful stool  examination  in  such  instances  will  in 
many  cases  be  a lifesaving  procedure. 

At  best,  the  treatment  of  amebiasis  is  difficult. 
Several  courses  of  treatment  are  often  necessary 
to’  assure  a cure.  Early  cases  respond  better  to 
therapy  than  recurrent  or  chronic  cases,  for  in 
the  latter  there  is  usually  thickening  of  the  intes- 
tinal wall  with  the  amebae  deep  in  the  tissue  and 
somewhat  protected  from  the  drug.  Although  the 
amebae  usually  disappear  from  the  stools  during 
treatment,  they  may  reappear  sometime  later.  A 
patient  should  never  be  considered  cured  until  re- 
peated stool  examinations  have  been  negative  for 
a period  of  several  months. 

I have  one  or  two  slides  which  Doctor  Turner 
has  asked  me  to  show  of  amebic  infections  of  the 
skin. 

The  first  is  a patient  who  was  admitted  to  Van- 
dex-bilt  Hospital  on  the  surgical  service  with  an 
involvement  including  almost  the  entire  abdominal 
wall.  (Slide.)  Here  are  the  nipples,  and  the  in- 
volvement comes  down  to  the  pubis.  A few  days 
before  this  picture  was  taken  a complete  debride- 
ment was  done.  This  man  had  an  abscess  over 
the  left  costal  margin,  which  was  opened  and 
drained,  with  resulting  infection  of  the  skin.  By 
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rolling  the  edges  of  this  skin  back,  with  a cotton 
swab  one  could  get  numerous  amebae.  You  can 
see  the  progression  that  has  been  made  since  the 
debridement.  Here  is  the  opening  through  which 
one  could  go  directly  into  the  liver.  There  was 
continuity  into  the  liver  and  one  could  aspirate 
necrotic  liver  cells  and  amebae  from  the  cavity. 

The  patient  was  treated  with  emetine;  was  given 
several  courses  and  local  treatment  of  the  area 
involved. 

(Slide)  This  shows  the  skin  which  has  been 
practically  cleared  and  the  pinch  grafts  applied, 
but  the  opening  into  the  liver  is  still  present. 

(Slide)  This  is  after  the  skin  had  completely 
healed  and  after  the  last  course  of  emetine,  the 
liver  abscess  being  healed  from  below  up  and  the 
opening  closed. 

(Slide)  This  is  the  man  after  he  had  recovered. 
This  was  several  months  after  his  original  ab- 
scess was  lanced.  He  never  had  any  amebae  in 
the  stools  and  had  no  history  of  dysentery. 

(Slide)  This  is  another  patient  that  had  in- 
volvement of  the  rectum  (not  in  Vanderbilt  Hospi- 
tal), a case  of  a food  handler  who  had  never  had 
dysentery.  He  had  some  hemorrhoids  and  an  in- 
volvement of  the  buttocks  which  was  diagnosed  as 
acute  amebic  skin  infection  and  the  organisms  were 
found  both  in  the  sections  and  in  the  smears. 

(Slide)  Here  is  another  patient  who  had  a 
stricture  in  the  upper  portion  of  the  large  bowel; 
the  cecum  was  removed,  a drain  put  in,  and  a few 
days  later  the  lesion  broke  down  and  amebae  were 
found  in  the  skin  smears. 

These  are  not  common,  but  they  are  oftentimes 
overlooked  when  they  do  occur. 

DR.  E.  L.  TURNER  (closing):  If  I may,  I 
should  like  to  illustrate  just  one  point  very  briefly. 
One  of  my  first  experiences  with  amebiasis  simulat- 
ing malignancy  occurred  when  I was  in  the  Near 
East  a good  many  years  ago.  We  had  a lot  of 
amebiasis  there.  One  afternoon  about  5:00  o’clock 
I had  an  old  man  come  into  my  service,  a man  in 
his  sixties,  badly  emaciated,  complaining  of  blood 
in  the  stools,  ribbon  stools,  loss  of  weight,  marked 
and  increasing  constipation.  I went  over  him.  He 
was  badly  dehydrated.  He  looked  as  if  he  were 
on  the  way  out. 

Because  he  was  a Moslem  I worked  with  the 
family  to  get  an  autopsy  permit  before  he  came 
into  the  hospital.  They  are  very  difficult  to  get 
once  the  patient  dies,  and  this  patient  certainly 
looked  as  if  he  were  on  the  way  out,  so  I obtained 
the  permit. 

I found  a palpable  mass  in  the  left  lower  quad- 
rant nodular,  and  it  seemed  to  be  definitely  a ma- 
lignancy. I did  a proctoscopic,  incidentally,  and 
found  a fungating,  bleeding  mass  in  the  lower 


sigmoid.  I called  my  surgical  colleague  and  he 
agreed  with  me  that  something  would  have  to  be 
done,  that  we  had  better  do  surgery  and  do  a 
palliative  colostomy  next  morning.  We  always  did 
stool  examinations  over  there  on  our  patients  be- 
cause we  had  so  much  intestinal  parasite  infection. 
I transferred  him  to  surgery,  and  about  an  hour 
after  I had  done  so  the  laboratory  called  me  and 
said:  “Doctor  Turner,  this  patient  has  the  heaviest 
infection  with  amebae  that  we  have  ever  seen.” 
I went  to  the  laboratory  and  the  slides  were  lit- 
erally teeming  with  amebae.  I went  to  my  sur- 
gical colleague  and  said,  “We  don’t  want  to  operate 
on  that  intestine.  This  patient  has  to  have  treat- 
ment for  amebiasis  before  you  touch  him.”  So  we 
started  in.  As  we  went  ahead  the  patient  began  to 
get  better.  He  had  emetine  hydrochloride,  chinio- 
fon  by  mouth  and  by  retention  enema,  and  six 
weeks  later  my  autopsy  walked  out  of  the  hospital 
without  any  nodular  mass  in  his  left  lower  quad- 
rant and  having  gained  about  thirty  pounds  in 
weight. 

After  that,  I saw  several  cases  like  that  in  the 
Near  East. 

I came  to  Nashville  in  1936  and  I didn’t  think 
about  amebiasis.  One  day  one  of  my  colleagues 
over  at  Hubbard  Hospital  Called  me  in  to  see  a 
patient.  The  patient  had  a beautiful  X-ray  pic- 
ture of  an  obstructive  lesion  in  the  sigmoid  and 
there  was  a palpable  mass.  She  had  every  clinical 
sign  of  a malignancy  of  the  lower  bowel  that  you 
could  want.  The  proctoscopic  showed  a mass, 
rather  easily  made  to  bleed  and  rather  fragile. 
We  talked  to  her  after  consultation  and  suggested 
that  maybe  she  had  better  have  a colostomy.  She 
looked  at  us  and  said,  “If  I have  got  a cancer,  I am 
not  going  to  have  it  operated  on,  I am  going  to  die 
with  it — it  is  just  too  bad.” 

I turned  to  my  colleague  and  said:  “Well,  if  I 
were  back  in  the  Near  East,  the  first  thing  I would 
do  if  I were  you  would  be  to  make  a very  careful 
stool  examination.  Out  there  I would  have  been 
fairly  sure  that  this  might  have  been  an  amebiasis, 
but  here  we  are  in  Tennessee,  and  I do  not  suppose 
we  have  that  sort  of  thing  here;  but  if  I were  you 
I would  do  it  anyway.”  So  he  made  some  stool 
examinations,  and  much  to  my  surprise  we  found 
both  cyst  and  vegetative  forms  of  Endamoeba  his- 
tolytica. That  was  back  in  1936  or  early  1937. 
That  woman  was  given  emetine  hydrochloi’ide  and 
carbarsone.  She  comes  in  from  Paducah  every 
once  in  a while  and  laughs  at  Doctor  Beck  and  me 
for  the  operation  we  wanted  to  do  on  her  large 
intestine.  She  cleared  up  perfectly  beautifully. 
She  had  one  course,  the  amebae  disappeared  abso- 
lutely, and  since  about  early  1937  she  has  had  no 
recurrence  at  all. 
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IMPLICATIONS  OF  THE  IMPORTATION  OF  MALARIA  BY  PERSONNEL 
OF  THE  ARMED  FORCES 


ROBERT  BRIGGS  WATSON,  M.D.  ,*  Memphis 

To  a tremendously  greater  extent  than 
the  last  World  War,  the  current  war  is 
being  and  will  be  fought  in  highly  malari- 
ous situations.  This  means  that  ever-in- 
creasing numbers  of  the  individuals  who 
make  up  our  armed  forces,  and  a smaller 
number  of  civilians  associated  with  them, 
will  become  infected  with  malaria  parasites 
and  inevitably  will  return  with  these  infec- 
tions. These  individuals  will  have  a na- 
tional distribution  and  their  total  number 
will  increase  sharply  with  demobilization. 

The  question,  “What  will  be  the  effect  of 
this  circumstance  on  our  national  public 
health?”  arises  naturally.  With  the  cur- 
rent lack  of  precise  information,  the  ques- 
tion cannot  be  answered  fully  now,  but 
available  knowledge  permits  a reasonable 
definition  of  the  problem  and  suggests  the 
steps  which  should  be  taken  to  solve  it. 
This  knowledge  embraces  general  and  spe- 
cific information  on  the  nature  of  the  im- 
ported infections,  the  current  situation 
with  regard  to  the  epidemiology  of  malaria 
in  this  country,  and  the  methods  for  the 
prevention  of  malaria  transmission  at  our 
disposal. 

The  Characteristics  of  Imported 
Infections 

To  date  approximately  ninety  per  cent 
of  the  malaria  infections  imported  by  re- 
turning Army  personnel  are  with  Plas- 
modium vivax  which  produces  tertian  dis- 
ease (McCoy,  1944).  Unless  areas  where 
Plasmodium  malariae,  which  produces 
quartan  fever,  is  prevalent  are  invaded  in 
great  force,  it  is  logical  to  expect  that  the 
principal  imported  parasite  will  continue 
to  be  Plasmodium  vivax.  This  is  true  in 
spite  of  the  fact  that  the  characteristic  ma- 
laria of  tropical  regions  is  estivo-autumnal 
or  malignant  tertian  fever,  produced  by 
Plasmodium  falciparum;  for  instance,  it  is 
known  that  in  the  Pacific  war  areas  there 
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is  a higher  incidence  of  falciparum  than 
vivax  infections.  The  relative  infrequency 
of  the  importation  of  falciparum  is  due  to 
the  biological  and  clinical  characteristics  of 
these  infections.  In  white  individuals,  un- 
less falciparum  infections  are  brought  un- 
der control  promptly,  death  often  ensues 
rapidly;  but  their  response  to  adequate 
treatment  is  good,  and  it  is  believed  that 
most  infections  with  this  species  do  not 
persist  much  longer  than  a year.  The 
relapses  of  falciparum  infections  tend  to 
recur  at  short  intervals  and  in  general  be- 
gin shortly  after  the  cessation  of  the 
primary  attack.  Consequently,  under  the 
current  policies  of  repatriation  of  casual- 
ties from  malaria  per  se,  most  individuals 
with  falciparum  infection  will  have  com- 
pleted their  experience  with  it  before  re- 
turning to  the  States. 

It  seems  likely  that  many  individuals 
will  have  their  first  clinical  experience  with 
vivax  infections  after  returning  to  this 
country.  It  has  been  shown  (Boyd  and 
Kitchen,  1938)  that  in  simultaneous  inocu- 
lations with  both  species,  a circumstance 
which  probably  occurs  not  infrequently  in 
the  field,  the  falciparum  infection  develops 
and  has  clinical  expression,  apparently 
holding  the  vivax  infection  in  abeyance. 
Later,  sometimes  after  eight  to  ten  months, 
the  vivax  infection  will  develop  and  produce 
clinical  illness  for  the  first  time.  There- 
fore, the  preponderance  of  vivax  infections 
in  individuals  returning  to  this  country  is 
explained  in  part  on  biological  grounds  and 
also  indicates  that  our  troops  in  the  field 
are  receiving  adequate  treatment. 

In  general,  vivax  infections  are  relative- 
ly benign  and  long  lived.  The  average 
length  of  life  during  which  relapses  may 
be  expected  to  occur  probably  is  not  shorter 
than  two  and  one-half  to  three  years,  and 
there  are  reported  instances  of  relapses 
after  ten  or  more  years.  A certain  amount 
of  tolerance  to  vivax  infections  is  developed. 
Very  low  parasitemia  values  will  excite  a 
maximum  clinical  response  early  in  the 
course  of  infections;  later,  after  a series  of 
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untreated  paroxysms,  or  several  relapses, 
high  levels  of  parasitemia  may  exist  with- 
out clinical  expression.  An  important  char- 
acteristic of  Plasmodium  vivax  is  its  abil- 
ity to  exist  in  the  colder  latitudes,  exempli- 
fied by  reports  of  epidemic  foci  within  the 
arctic  circle.  Another  is  the  ability  of 
vivax  cases  to  infect  mosquitoes;  they  are 
often  infectious  almost  from  the  inception 
of  clinical  illness  and  remain  so  while  para- 
sitemia exists  (Boyd  and  Kitchen,  1937). 

With  regard  to  the  clinical  and  parasito- 
logical characteristics  of  imported  vivax 
infections,  little  definitive  information  is 
available.  They  seem  to  be  predisposed  to 
relapse  more  frequently  than  would  be  ex- 
pected on  the  basis  of  information  on  in- 
digenous strains,  even  when  it  is  assumed 
that  some  of  the  reported  early  relapses 
were  in  fact  due  to  falciparum  infections. 
One  study  (Sisk,  1943)  of  a small  group 
of  cases  reported  a relapse  rate  of  4.5  per 
patient,  one  patient  having  experienced 
twelve  relapses.  The  writer  knows  of  in- 
stances where  in  excess  of  twenty  relapses 
have  been  reported  by  patients  in  a period 
of  less  than  twenty  months  from  the  initial 
attack.  These  high  relapse  rates  may  rep- 
resent a biological  characteristic  of  vivax 
strains  from  the  Pacific  areas.  On  the 
other  hand,  they  may  be  an  expression 
of  the  effect  of  multiple  inoculation  of  non- 
immunes  with  sporozoites. 

There  is  no  doubt  that  tolerance  to  these 
infections  is  developed.  Asymptomatic 
parasitemia  of  considerable  duration  is  a 
fairly  common  occurrence  in  returning  sol- 
diers; also  many  soldiers  exhibit  sufficient 
parasitemia  to  infect  mosquitoes  for  sev- 
eral days  prior  to  a clinical  relapse.  Ob- 
servations on  untreated,  sporozoite-induced 
infections  produced  by  three  Pacific  strains 
isolated  by  the  writer  in  1943  did  not  dem- 
onstrate clinical  or  parasitological  char- 
acteristics sufficient  to  set  them  apart 
markedly  from  infections  with  a document- 
ed indigenous  strain  of  reference  (McCoy 
strain,  Plasmodium  vivax;  Boyd,  1940). 
Moreover,  individuals  with  a known,  or 
highly  probable,  history  of  past  infection 
with  indigenous  vivax  strains  demonstrated 
a high  tolerance  to  infection  with  these 
Pacific  strains,  some  patients  being  refrac- 


tory to  infection.  No  similar  information 
has  been  collected  so  far  as  is  known  on  im- 
ported falciparum  or  malariae  infections. 

Studies  on  the  transmissibility  of  im- 
ported vivax  strains  by  Anopheles  quad- 
rimaculatus,  the  only  important  vector  in 
the  eastern  United  States,  either  complete 
or  in  progress,  indicate  that  this  mosquito 
may  serve  as  an  efficient  vector.  Under 
more  or  less  optimum  laboratory  condi- 
tions, transmission  of  the  three  strains 
mentioned  was  accomplished  as  easily  as 
transmission  of  the  indigenous  strain  of 
reference.  Studies  currently  in  progress 
on  the  infectiousness  of  soldiers  with  vivax 
infections  acquired  in  Pacific  war  areas 
indicate  that  many  soldiers  serve  as  ex- 
cellent sources  of  infectious  blood  meals 
for  mosquitoes.  The  highest  infection  rates 
apparently  are  obtained  in  mosquitoes  ap- 
plied to  asymptomatic  infections. 

No  similar  study  has  been  made  of  Af- 
rican, Indian,  or  European  vivax  strains. 
However,  it  should  be  assumed  that  they 
will  be  at  least  as  easily  transmitted  by 
mosquitoes.  In  this  connection  it  should 
be  mentioned  that  every  indigenous  malaria 
parasite  strain  in  this  country  was  import- 
ed, mostly  from  southern  Europe,  England, 
and  Africa. 

It  must  not  be  implied  from  these  state- 
ments that  there  should  be  no  apprehen- 
sion over  the  importation  of  falciparum  or 
malariae  infections,  although  it  is  true  that 
from  an  epidemiological  standpoint  they 
offer  less  concern.  Falciparum  parasites 
are  so  sensitive  to  cold  that  they  have  a 
precarious  existence  in  the  north  temperate 
zone,  particularly  above  thirty  degrees 
north  latitude.  Also,  as  compared  with 
vivax  infections,  mosquito  transmission  is 
influenced  unfavorably  by  the  peculiarities 
of  the  production  of  gametocytes  of  this 
species.  The  first  gametocytes  appear 
about  ten  days  after  the  first  appearance 
of  trophozoites ; however,  once  present  they 
tend  to  persist  in  the  blood  for  long  pe- 
riods. The  peak  prevalence  of  these  in- 
fections in  this  country  is  usually  reached 
in  late  summer  and  early  autumn,  as  the 
name  estivo-autumnal  implies;  consequent- 
ly, there  is  less  opportunity  for  mosquitoes 
to  transmit  falciparum  infections  as  com- 
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pared  with  vivax  infections.  The  incuba- 
tion period  of  malariae,  in  both  mosquito 
and  man,  is  about  twice  as  long  as  for  the 
other  two  species,  requiring  approximately 
sixty  days  for  completion  of  the  man-mos- 
quito-man cycle.  Unusually  favorable  cir- 
cumstances would  be  necessary  for  estab- 
lishment of  epidemic  or  endemic  foci  of 
this  parasite. 

From  a clinical  standpoint,  however,  the 
importation  of  falciparum  infections  is  of 
great  importance.  These  may  include  re- 
lapsing infections  of  some  duration  and 
acute  initial  attacks  of  infections  acquired 
en  route  home.  That  death  may  follow 
failure  to  make  an  early  accurate  diagnosis 
or  to  administer  adequate  treatment  is  il- 
lustrated by  the  recent  report  of  Most  and 
Meleney  (1944). 

Current  Status  of  Indigenous  Malaria 

The  prevalence  of  indigenous  malaria  in 
the  United  States  is  today  lower  than  at 
any  time  in  the  past  100  years.  The  trend 
of  prevalence  has  been  downward  through- 
out much  of  this  period  and  has  been  ac- 
celerated greatly  since  1934.  Today  en- 
demic malaria  exists  only  in  situations 
where  living  conditions  approximate  those 
of  pioneer  times. 

The  principal  endemic  foci  are  found  in 
the  lower  Mississippi  valley  and  the  South- 
eastern States.  North  of  the  Ohio  River, 
save  for  sporadic  cases  and  a few  isolated 
epidemics,  malaria  has  been  almost  un- 
known for  a generation.  Yet  in  this  area 
malaria,  particularly  vivax  infections,  was 
formerly  quite  prevalent.  A similar  sit- 
uation is  found  in  the  Sacramento  and  San 
Joaquin  river  valleys  of  California.  The 
decline  in  prevalence  everywhere  has  been 
due  to  the  combined  operation  of  several 
factors — the  draining  of  land  for  agricul- 
ture and  other  purposes,  lack  of  importa- 
tion of  new  parasite  strains,  improved 
treatment  of  cases,  fixation  of  rural  pop- 
ulations, and  improvement  of  their  hous- 
ing and  general  economic  and  social  con- 
dition. 

While  decline  in  malaria  prevalence  in 
northeastern  and  middle  western  areas 
probably  was  attended  originally  by  dimin- 
ishing prevalence  of  anophelism,  in  recent 


years  there  has  been  evidence  in  rural  areas 
of  widespread  anophelism  without  malaria. 
This  anophelism  has  been  due  to  impound- 
ing water  for  navigation,  flood  control,  hy- 
droelectric power  production,  wild  life  con- 
servation, and  other  purposes ; failure  to 
maintain  old  drainage  projects  or  to  pro- 
vide drainage  where  earth  has  been  bor- 
rowed for  fills;  and  blockage  of  drainage 
by  construction  of  various  types.  Anopheles 
quadrimaculatus  is  found  in  densities  suf- 
ficient for  malaria  transmission  from  the 
Great  Lakes  to  the  Gulf  and  considerably 
west  of  the  Mississippi  and  its  tributaries. 
In  the  far  west,  the  vector  is  Anopheles 
freeborni,  a mosquito  remarkably  similar 
to  Anopheles  quadrimaculatus  in  its  bio- 
nomics. It  is  found  principally  along  the 
Pacific  slope,  but  its  range  extends  into  the 
Northwestern  and  Southwestern  States. 
There  is  every  reason  to  suppose  that  it 
would  serve  as  well  as  Anopheles  quadri- 
maculatus for  the  transmission  of  imported 
parasite  strains.  From  an  epidemiological 
standpoint  the  other  Anopheles  species  are 
of  little  or  no  significance. 

The  coexistence  of  anophelism  and  ma- 
laria nonimmunes,  two  of  the  three  basic 
requirements  for  natural  malaria  trans- 
mission, sets  the  stage  for  epidemic  malar- 
ia. The  introduction  of  the  third  factor, 
gametocyte  carriers,  into  such  a situation 
is  always  followed  by  malaria  transmission 
unless  some  barrier  to  human  and  mosquito 
infection  is  raised.  There  are  many  rec- 
ords of  the  return  of  malaria  to  situations 
which  had  been  free  of  it  for  years.  Re- 
cent examples  are  the  epidemics  of  malaria 
in  Camden  County,  New  Jersey  (Butts, 
1937),  Aurora,  Ohio  (Hoyt  and  Worden, 
1935),  and  at  Terre  Haute,  Indiana  (Le- 
Prince  and  Robertson,  1939;  Graam,  1941). 
In  these  instances  the  outbreaks  followed 
the  introduction  of  a gametocyte  carrier 
into  a community  where  Anopheles  quad- 
rimaculatus was  already  present. 

Measures  to  Combat  the  Results  of 
Imported  Infections 

The  evidence  given  would  appear  to  war- 
rant the  following  inferences  regarding  the 
problem  presented  by  the  importation  of 
malaria  because  of  the  war : 
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1.  Practicing  physicians  everywhere  will 
be  confronted  with  the  necessity  of  con- 
sidering malaria  in  differential  diagnosis. 

2.  There  is  a strong  possibility  that  there 
will  be  a nation-wide  increase  in  malaria 
prevalence,  principally  vivax  infections, 
due  to  infection  of  native  mosquitoes  with 
imported  parasites.  Epidemic  and  endemic 
foci  may  be  established  in  situations  where 
malaria  has  been  unknown  for  many  years. 

Solution  of  the  problem  is  possible,  but 
will  demand  the  vigilance  and  cooperation 
of  practicing  physicians  and  health  officers. 
As  is  the  case  with  all  other  diseases  of 
public  health  importance,  the  first  line  of 
defense  against  the  development  of  malaria 
epidemics  is  composed  of  practicing  phy- 
sicians. From  the  standpoint  of  physi- 
cians, early  diagnosis,  efficient  treatment, 
and  reporting  to  health  agencies  of  all  ma- 
laria cases  are  essential.  The  possibility 
of  malaria  infection  should  be  considered 
in  every  patient  with  a history  of  service 
in  a war  area  where  malaria  was  present. 
Only  service  in  the  artic,  and  perhaps  in 
England,  can  be  excluded  to  date.  There  is 
only  one  pathognomic  sign  of  a malaria  in- 
fection and  that  is  the  identification  of 
parasites  in  blood  films.  Any  fever  of  the 
order  of  101  degrees  Fahrenheit  due  to 
infection  with  Plasmodium  vivax  or  Plas- 
modium malariae  will  be  accompanied  by 
parasitemia.  Unfortunately,  this  is  not  al- 
ways true  of  falciparum  infections,  an  ex- 
tremely important  exception;  these  para- 
sites, while  often  present  in  great  numbers, 
may  be  absent  from  the  peripheral  blood  for 
several  hours  following  a febrile  episode. 
Consequently,  where  malaria  is  suspected 
and  the  blood  film  is  negative,  repeatedly 
negative  blood  films  must  be  obtained  over  a 
period  of  twenty-four  to  forty-eight  hours 
before  the  possibility  of  a falciparum  infec- 
tion can  be  excluded. 

While  no  known  method  of  treatment  will 
prevent  the  possibility  of  relapse,  efficient 
treatment  of  each  attack  tends  to  reduce  the 
number  of  subsequent  relapses  and  will  pre- 
vent the  formation  or  destroy  the  parasite 
forms  which  infect  mosquitoes.  No  other 
drugs  than  those  at  our  disposal — quinine, 
atabrine,  and  plasmochin — are  necessary. 
It  would  be  hard  to  imagine  more  efficient 


drugs  for  the  special  work  each  has  to  do. 
Quinine  and  atabrine  destroy  the  sexual 
forms  very  rapidly,  and  extraordinarily 
large  doses  and  prolonged  treatment  with 
either  are  not  necessary.  Quinine  salts  ad- 
ministered by  mouth  at  the  rate  of  thirty 
grains  (2  grams)  a day  for  two  days  fol- 
lowed by  twenty  grains  (1.3  grams)  a day 
for  five  days  in  the  average  patient  will 
be  followed  promptly  by  a remission  of  clin- 
ical symptoms  and  disappearance  of  para- 
sites from  the  blood.  The  same  effect  can 
be  accomplished  by  the  administration  of 
atabrine  in  doses  of  nine  grains  (.6  gram) 
a day  for  two  days  followed  by  four  and 
one-half  grains  (.3  gram)  a day  for  five  ad- 
ditional days.  It  is  doubtful  that  plas- 
mochin has  any  field  of  clinical  usefulness, 
but  it  does  destroy  the  gametocytes  of 
falciparum  very  efficiently  when  admin- 
istered in  doses  of  one-sixth  grain  (.02 
gram)  a day  for  about  five  days.  This 
drug  is  very  toxic  and  patients  receiving  it 
should  be  kept  under  close  supervision. 

While  efficient  treatment  of  individual 
malaria  cases  will  do  much  to  prevent  the 
establishment  of  epidemic  and  endemic  foci, 
prompt  reporting  of  each  case  is  of  equal 
importance.  Only  through  such  reports  by 
physicians  to  health  agencies  will  it  be  pos- 
sible to  locate  quickly  conditions  responsible 
for  malaria  transmission  and  to  establish 
adequate  preventive  measures. 

From  the  standpoint  of  public  health 
agencies,  it  is  reassuring  to  note  that  posi- 
tive measures  are  being  taken  to  controvert 
the  problems  presented  by  the  importation 
of  malaria.  The  United  State  Public  Health 
Service  is  prepared  to  give  immediate  co- 
operation to  local  health  agencies  in  the 
suppression  of  outbreaks  of  malaria.  Mo- 
bile units  have  been  organized  and  are  pre- 
pared to  undertake  malaria  control  opera- 
tions upon  request  by  state  public  health 
authorities. 

However,  several  additional  steps  need 
to  be  taken  by  state  and  local  health  agen- 
cies. Facilities  for  the  rapid  and  accurate 
examination  of  blood  films  for  malaria  par- 
asites and  prompt  reporting  of  results  to 
physicians  should  be  established  immedi- 
ately. Surveys  on  a state-wide  basis  should 
be  undertaken  to  locate  situations  which 
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might  produce  anopheline  mosquitoes.  Pro- 
grams should  be  established  to  eradicate  as 
many  breeding  places  as  possible.  In  situa- 
tions where  mosquito  production  cannot  be 
controlled,  programs  designed  to  prevent 
biting  through  the  application  of  mosquito- 
proofing of  homes,  the  use  of  insecticide 
sprays,  or  both,  should  be  undertaken. 

These  activities  should  be  accompanied 
by  a continuing  program  of  health  educa- 
tion, for  the  effectiveness  of  these  activities 
depends  in  large  measure  upon  their  intel- 
ligent use  by  the  people  exposed  to  the  haz- 
ard of  malaria.  This  intelligent  use  can 
be  obtained  only  by  an  understanding  of 
the  people  of  why  the  protective  measures 
are  necessary  and  how  they  should  be  used. 

If  these  preventive  measures  could  be 
placed  in  effect  immediately  on  a national 
basis  and  continued  for  a period  of  five 
years,  it  is  likely  that  the  importation  of 
malaria  infections  would  be  of  only  pass- 
ing significance  and  that  much  progress 
would  have  been  made  toward  the  eventual 
eradication  of  malaria  in  this  country. 
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DISCUSSION 

DR.  W.  S.  LEATHERS  (Nashville) : Doctor 
Watson’s  paper  deals  with  three  important  and 
essentially  new  aspects  of  malaria:  (1)  the  general 
and  specific  information  about  imported  infections; 
(2)  current  knowledge  about  the  epidemiology  of 
the  disease;  and  (3)  the  measures  that  may  be 
employed  to  combat  the  transmission  of  imported 
malaria. 

Malaria  has  been  pronounced  the  major  disease 
problem  confronting  our  armed  forces  overseas. 
It  is  rated  by  both  the  Army  and  the  Navy  as  the 
No.  1 disease,  and  it  is  undoubtedly  a medical 
problem  requiring  the  application  of  all  available 
knowledge  and  continuing  research  for  its  solution. 
Doctor  Watson  rightly  emphasizes  the  viewpoint 
that  World  War  II,  unlike  World  War  I,  is  being 
fought  in  the  most  malarious  regions  in  the  world. 
Thousands  of  our  troops  are  being  infected  as  a 
continuing  menace  in  the  important  theatres  of 
war;  namely,  the  Southwest  Pacific,  Southeast  Asia, 
India,  the  Eastern  Mediterranean,  and  equatorial 
Africa.  There  are  also  large  numbers  of  soldiers 
in  tropical  America.  Some  indication  of  the  mag- 
nitude of  the  problem  may  be  visualized  by  the 
fact  that  seventy-five  per  cent  of  malaria  among 
troops  in  continental  United  States  at  this  time  is 
of  foreign  origin. 

The  number  of  cases  of  malaria  occurring  among 
men  returning  from  overseas  will  increase  as  the 
war  progresses.  When  the  armed  forces  are  re- 
turned to  their  homes  to  be  demobilized  following 
hostilities,  the  number  of  latent  cases  will  greatly 
increase  the  magnitude  of  this  problem.  Thou- 
sands of  persons  in  the  Army  and  the  Navy  are 
being  given  suppressive  treatment  with  atabrine, 
and  as  a result  the  clinical  manifestations  of  the 
disease  will  in  many  instances  be  delayed.  There- 
fore, relapses  will  occur  in  scores  of  instances  for 
months  following  demobilization.  This  situation 
has  led  to  exaggerated  and  bizarre  statements  by 
the  public  press  predicting  dire  consequences. 

Even  segregation  has  been  suggested  as  a means 
of  control.  The  practical  difficulties,  however,  of 
this  method  ai'e  many.  In  the  first  place,  there  are 
no  criteria  by  which  a case  of  malaria  can  be 
pronounced  completely  cured.  Experience  shows 
that  a relapse  may  occur  after  many  months  of 
latency.  It  would  be  impracticable,  therefore,  as  a 
control  procedure  to  deny  furloughs  to  returning 
soldiers  for  such  long  periods  of  time.  If  this 
procedure  were  followed,  it  would  cause  enormous 
expense  and  much  dissatisfaction. 

It  has  been  shown  repeatedly  and  conclusively 
that  the  control  of  anopheline  mosquitoes  is  the 
best  method  to  combat  malaria.  This  is  particular- 
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ly  true  in  endemic  or  indigenous  areas.  The  meth- 
ods which  have  been  employed  to  sterilize  the  blood 
of  the  human  being  are  decidedly  of  lesser  im- 
portance. Many  efforts  have  been  made  to  free 
the  blood  of  the  parasite  by  giving  quinine  to 
individuals  en  masse.  Such  experiments  have  been 
conducted,  but  have  not  proved  successful. 

No  attempt  has  been  made  to  control  the  move- 
ment of  human  carriers  of  the  disease.  For  exam- 
ple, during  relatively  recent  years  scores  of  in- 
fected immigrants  from  southern  Europe  have 
been  permitted  to  enter  this  country  and  settle. 
Moreover,  the  migration  of  southern  agricultural 
workers  to  the  northern  states  has  not  only  been 
allowed  but  encouraged.  These  movements  of  pop- 
ulation have  been  fraught  with  no  serious  conse- 
quence in  the  spread  of  the  disease. 

Another  aspect  of  the  problem  deserving  atten- 
tion has  been  the  remarkable  strides  which  have 
been  made  in  the  development  of  effective  repel- 
lents to  protect  against  the  bites  of  mosquitoes. 
The  use  of  aerosol  sprays  to  reduce  the  number  of 
infected  mosquitoes  in  the  shelters  and  quarters  of 
troops  in  mobile  units  has  proved  of  far-reaching 
significance.  In  addition,  the  supply  of  atabrine 
has  reached  a point  where  it  seems  to  be  adequate 
to  meet  the  needs  of  the  armed  forces  and  probably 
the  civilian  population.  Its  effectiveness  as  a sup- 
pressive treatment  is  well  recognized  for  tertian 
malaria  and  also  for  falciparum,  provided  the  blood 
level  is  sufficiently  maintained. 

Another  point  of  practical  interest  is  the  part 
which  ecological  conditions  may  play  in  the  occur- 
rence and  spread  of  malaria.  Many  of  the  factors 
which  make  up  a favorable  situation  for  the  trans- 
mission of  the  disease  are  unknown.  Others  are 
obvious,  such  as  temperature,  humidity,  housing, 
screening,  ,human  carriers,  anopheline  mosquito 
density,  and  other  conditions.  These  details  are 


mentioned  to  emphasize  the  factors  involved  in 
establishing  endemic  foci  of  malaria.  Experience 
shows  that  the  perpetuation  of  malaria  and  its 
degree  of  endemicity  is  a meticulously  well-bal- 
anced relationship  between  mosquito  vectors,  hu- 
man carriers,  nonimmune  individuals,  and  the  eco- 
logical conditions  under  which  they  operate. 

The  frank,  recognized  cases  of  malaria  and  the 
malaria  cases  which  ar-e  concurrent  with  other 
causes  of  hospitalization  will  of  necessity  be  housed 
in  general  hospitals  throughout  the  country.  Such 
patients  will  obviate  the  danger  to  the  community 
since  long  experience  of  both  the  Army  and  Navy 
shows  that  well-regulated  regimes  of  treatment 
and  proper  screening  will  prevent  transmission  of 
the  disease.  Because  there  will  be  many  potential 
carriers  in  all  Army  general  hospitals,  these  sites 
have  all  been  surveyed,  and  if  effective  carriers  are 
present  they  will  be  kept  under  constant  inspection 
and  control  operations. 

However,  the  most  serious  source  of  spread  will 
be  the  apparently  healthy  members  of  the  armed 
forces  who  will  return  to  this  country  for  a rest 
period  or  eventually  for  discharge.  Such  persons 
become  the  most  dangerous  carriers  because  they 
are  not  under  close  medical  supervision  and  are 
permitted  to  mix  freely  with  the  general  popula- 
tion. 

The  United  States  Public  Health  Service,  antici- 
pating the  occurrence  of  new  foci  of  infection  in 
endemic  areas,  has  announced  that  its  services  will 
be  available  for  cooperation  in  the  control  of 
malaria  by  the  use,  if  necessary,  of  mobile  control 
units  equipped  to  inaugurate  antianopheline  meas- 
ures designed  to  decrease  breeding  of  mosquitoes. 
Such  equipment  will  be  available  through  state  and 
local  health  departments  in  cooperation  with  the 
military  and  civil  authorities. 


SCHEDULED  MEETING  OF  THE  STATE  ASSOCIATION  HAS  BEEN 
CANCELLED  BY  ACTION  OF  THE  BOARD  OF  TRUSTEES 

On  account  of  recent  developments  that  have  taken  place  the  Board  of 
Trustees  decided  that  the  regular  meeting  of  the  association  would  not  be 
held  as  scheduled  April  10.  11.  12,  1945.  The  reasons  for  this  action  are 
apparent  to  all. 
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U.  S.  Naval  Reserve  Needs  Physicians 

The  serious  need  for  physicians  in  the 
United  States  Naval  Reserve  is  emphasized 
in  recent  communications  from  the  Bureau 
of  Naval  Personnel  of  the  Navy  Depart- 
ment. 

Since  the  Army  discontinued  the  commis- 
sioning of  physicians,  it  was  anticipated 
that  the  procurement  of  physicians  by  the 
Navy  would  be  increased.  Actually  the 
number  of  physicians  commissioned  in  the 
United  States  Naval  Reserve  has  been  de- 
creasing. Three  thousand  physicians  are 
needed  as  soon  as  possible  to  ease  the  emer- 
gency which  now  exists.  Even  this  number 
will  not  actually  satisfy  the  demand. 

Tennessee  has  already  contributed  more 
than  its  share  of  physicians  to  the  various 
services,  but  it  is  necessary  to  secure  every 
physician  who  is  not  absolutely  essential 
to  the  health  and  welfare  of  Tennessee. 

Many  physical  defects  may  be  waived  for 
commission-  in  the  United  States  Naval 
Medical  Corps  Reserve.  This  is  being  done 
in  order  to  help  fill  the  urgent  need  for 
medical  officers.  The  age  limit  is  now  fifty- 
five.  Doctors  up  to  the  age  of  sixty  may 
apply  for  commission  and  be  assigned  to 
the  United  States  Veterans  Administration. 
Rank  is  based  on  both  age  and  experience. 


Any  applicant  should  consult  the  State 
Chairman  of  Procurement  and  Assignment 
Service  for  Physicians  regarding  his  possi- 
ble release,  and  then  contact  the  Director 
of  Naval  Officer  Procurement,  611  Gravier 
Street,  New  Orleans,  Louisiana. 


Our  Legislative  Program 

The  Committee  on  Public  Policy  and  Leg- 
islation of  the  Association  has  decided  to 
sponsor  three  bills  in  the  Legislature  of 
1945  and  has  endorsed,  in  principle,  a 
fourth. 

The  three  bills  are  as  follows:  first,  an 
amendment  to  the  Basic  Science  Law;  sec- 
ond, an  amendment  to  the  naturopathic 
law ; and,  third,  an  enabling  act  to  permit 
the  formation  and  operation  of  voluntary 
nonprofit  prepayment  medical  service  cor- 
porations. 

The  committee  endorsed,  in  principle,  an 
enabling  act  to  permit  the  formation  and 
operation  of  voluntary  nonprofit  prepay- 
ment hospital  service  corporations. 

Each  of  these  several  measures  deserves 
more  discussion  than  is  possible  in  a short 
editorial. 

An  Amendment  to  the  Basic  Science  Laiv 

The  purpose  of  this  amendment  is  to 
alter  the  provisions  of  the  law  so  as  to 
make  it  apply  to  all  forms  of  the  healing 
art.  The  original  bill,  as  introduced,  con- 
tained such  a provision.  It  was  amended 
so  as'  to  exempt  from  its  provisions  all 
forms  of  the  healing  art  except  medicine. 

The  gross  injustice  of  this  amendment 
has  become  apparent,  surely,  to  all  right 
thinking  people.  All  practitioners  of  the 
several  forms  of  the  healing  art  that  have 
been  recognized  by  the  enactment  of  state 
laws  recognize  and  admit  that  a knowledge 
of  the  basic  sciences  is  essential  to  a proper 
understanding  of  disease  processes. 

The  examining  board  created  by  the  bill 
is  nonmedical.  That  is  to  say,  it  is  not 
composed  of  practitioners  of  medicine. 
Furthermore,  no  applicant  is  required  to 
disclose  information  as  to  the  school  he 
attended  or  the  form  of  the  healing  art  he 
intends  to  practice.  These  provisions  were 
written  into  the  bill  for  the  purpose  of 
removing  all  prejudice  against  the  medical 
profession  and  to  place  all  on  an  equal 
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footing  in  so  far  as  the  basic  sciences  are 
concerned. 

The  Amendment  to  the  Naturopathic  Law 

This  amendment  is  intended  only  to  limit 
those  licensed  to  practice  naturopathy  to 
the  practice  of  naturopathy  as  it  has  been 
defined. 

It  is  apparent  that  the  members  of  the 
Legislature  of  1933  were  deceived  as  to  the 
purpose  and  effect  of  this  bill. 

The  effect  has  been  to  legalize  practi- 
tioners who  are  a danger  to  the  public 
because  of  their  inadequate  training  and 
because  of  their  disposition  to  practice 
medicine. 

From  advertisements  and  from  practice 
it  is  known  that  these  practitioners  do  not 
limit  themselves  to  naturopathy  at  all. 

The  exact  number  of  people  who  have 
been  licensed  is  not  known.  We  do  know 
that  many  hundreds  have  been  licensed. 
Tennessee  has  become  the  dumping  ground 
for  all  forms  of  quackery.  Furthermore, 
this  is  taking  place  while  a large  number  of 
doctors  are  serving  in  the  armed  forces  of 
the  nation  on  every  fighting  front  through- 
out the  world. 

It  is  suggested  that  the  Legislature  con- 
duct an  inquiry  for  the  purpose  of  deter- 
mining if  the  enactment  of  this  legislation 
was  in  the  public  interest  and  what  course 
should  be  pursued  to  correct  the  evils  that 
have  grown  up  under  its  operation. 

The  Enabling  Act  is  to  make  it  possible 
to  form  and  operate  nonprofit  prepayment 
medical  service  corporations  when  and  if 
such  steps  seem  appropriate  in  any  locality 
in  the  state.  The  same  is  true  of  an  en- 
abling act  which  would  apply  to  hospital 
service. 


DEATHS 


Dr.  William  E.  Bryan 
Dr.  William  E.  Bryan,  Chattanooga;  Uni- 
versity of  Tennessee,  School  of  Medicine, 
Memphis,  1917;  aged  fifty-eight;  died  De- 
cember 29,  1944. 


Dr.  E.  A.  Gilbert 

Dr.  E.  A.  Gilbert,  Chattanooga;  Vander- 
bilt University  School  of  Medicine,  Nash- 


ville, 1913;  aged  fifty-five;  died  October  16, 
1944. 


Dr.  W.  E.  Lindsay 

Dr.  W.  E.  Lindsay,  Winchester;  Univer- 
sity of  Tennessee,  School  of  Medicine,  Mem- 
phis, 1905;  aged  sixty-one;  died  December, 
1944.  

Dr.  Lewis  C.  Ramsay 
Dr.  Lewis  C.  Ramsay,  Memphis;  Uni- 
versity of  Tennessee,  School  of  Medicine, 
1936;  aged  thirty-four;  member  of  the 
armed  forces;  killed  in  an  airplane  crash 
November  4,  1944. 


Dr.  Robert  S.  Hearn 
Dr.  Robert  S.  Hearn,  Pinson;  University 
of  Tennessee,  School  of  Medicine,  Memphis, 
1904;  aged  seventy;  died  December  9,  1944. 


RESOLUTIONS 


Dr.  Eugene  A.  Gilbert 

Dr.  Eugene  A.  Gilbert  passed  away  at 
his  winter  home  in  Sarasota,  Florida,  on 
October  16,  1944. 

Doctor  Gilbert  was  born  in  1889.  He 
was  a graduate  of  Vanderbilt  University 
School  of  Medicine  in  1913.  He  was  a Fel- 
low of  the  American  Medical  Association 
and  a member  of  the  American  Society  of 
Anesthetists,  Inc.  He  was  a member  of 
the  staff  of  Erlanger  Hospital,  Children’s 
Hospital,  and  Pine  Breeze  Sanatorium,  and 
a past  president  of  the  Chattanooga  and 
Hamilton  County  Medical  Society. 

His  interests  were  not  confined  to  his 
chosen  profession,  for  he  was  a lover  of 
golf  and  fishing;  but  his  busy,  professional 
life  called  for  the  sacrifice  of  many  personal 
interests,  and  he  gave  it  uncomplainingly. 
He  possessed  an  unusual  capacity  for 
friendship  and  evinced  a keen  appreciation 
of  talents  in  others.  His  death  was  a 
shock  that  will  linger  for  many  a day  in 
the  hearts  of  his  patients  and  friends.  His 
quiet  presence  and  considered  speech  will 
be  greatly  missed  by  all  those  who  have 
been  associated  with  him. 

We,  the  committee  of  the  Chattanooga 
and  Hamilton  County  Medical  Society,  do 
hereby  express  on  behalf  of  the  society  its 
sense  of  personal  and  professional  loss  in 
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the  passing  of  Doctor  Gilbert,  and  do  here- 
by tender  the  following  resolutions: 

Be  it  resolved , That  we  have  lost  in  Doc- 
tor Gilbert  a loyal  and  valued  friend  and 
associate. 

Be  it  further  resolved,  That  we  extend 
to  his  bereaved  daughter  and  family  our 
sincere  sympathy. 

Be  it  further  resolved,  That  a copy  of 
these  resolutions  be  spread  upon  the  min- 
utes, a copy  sent  to  the  family  of  the  de- 
ceased, and  a copy  sent  to  the  State  So- 
ciety. 


J.  B.  Steele 
( Chairman) 

R.  E.  Shelton 
W.  R.  Irish 


C.  H.  Gurney 
J.  E.  Nelson 
R.  P.  Hysinger 
J.  A.  Gentry 


NEWS  NOTES  AND  COMMENTS 


Dr.  Henry  B.  Brackin  announces  the 
opening  of  offices,  Suite  601-603  Doctors 
Building,  Nashville,  specializing  in  neuro- 
psychiatry. 


WOMAN'S  AUXILIARY 


The  Woman’s  Auxiliary  to  the  Memphis 
and  Shelby  County  Medical  Society  had  an 
attendance  of  sixty-eight  at  the  November 
meeting,  the  president,  Mrs.  L.  M.  Graves, 
presiding. 

An  educational  and  entertaining  program 
on  “Hygeia”  was  presented  by  Mrs.  Roland 
Myers,  chairman,  assisted  by  Mrs.  W.  A. 
Ruch  and  Mrs.  W.  D.  Burkhalter.  Mem- 
bers responded  enthusiastically  with  fifty- 
two  subscriptions  to  the  only  magazine 
published  by  the  American  Medical  Asso- 
ciation. Mrs.  Arthur  R.  Porter,  Jr.,  an- 
nounced an  all-time  high  record  of  eighty- 
three  subscriptions  to  the  Bidletin  for  Mem- 
phis and  Shelby  County. 

The  Auxiliary  is  working  as  a unit  in  the 
Sixth  War  Loan  Campaign  and  a quota  of 
$135,000  earmarked  to  buy  equipment  for 
an  overseas  field  hospital.  Mrs.  John  D. 
Hughes,  chairman,  reports  sales  to  date 
totaling  $330,750  with  more  purchases 
promised  to  our  doctors  and  other  friends 
before  the  drive  ends.  We  are  resolved  to 
buy  three  field  hospitals  for  our  service- 
men. 


The  budget  of  the  Auxiliary  for  this  year 
provides  for  continuance  of  magazine  and 
daily  newspaper  subscriptions  for  all  the 
isolated  wards  of  Kennedy  General  Hos- 
pital and  for  refreshments  for  the  USO 
snack  bar  at  the  Tennessee  Club  one  eve- 
ning each  month.  Our  members  are  host- 
esses then  from  six  to  ten  under  the  di- 
rection of  Mrs.  Henry  G.  Hill,  war  service 
chairman.  From  three  to  five  hundred  boys 
are  served.  Other  activities  will  be  re- 
ported next  month. 

Mrs.  J.  Cash  King, 
Publicity  Chairman. 


MEDICAL  SOCIETIES 


Bedford  County: 

The  Bedford  County  Medical  Society  met 
December  21,  1944,  at  which  time  Dr.  H. 
A.  Morgan,  Jr.,  the  retiring  president,  read 
an  interesting  paper  that  was  enjoyed  by 
all  present. 

The  society  has  enjoyed  a splendid  year 
and  we  have  had  good  attendance  and  a 
scientific  paper  at  each  monthly  meeting. 

After  the  reading  of  Doctor  Morgan’s 
paper,  we  went  into  the  election  of  officers 
for  1945,  which  were  as  follows : 

Dr.  J.  T.  Gordon,  Lewisburg,  president ; 
Dr.  B.  L.  Burdette,  Shelbvville,  vice-presi- 
dent; Dr.  W.  H.  Avery,  Shelbyville,  secre- 
tary-treasurer; Dr.  H.  A.  Morgan,  Jr., 
Shelbyville,  delegate;  Dr.  B.  L.  Burdette, 
Shelbyville,  alternate. 

(Signed)  W.  H.  Avery,  M.D., 

Secretary. 

Davidson  County: 

January  2 — “Recent  Advances  in  Con- 
trol of  Communicable  Diseases,”  by  Dr. 
Alvin  E.  Keller.  Discussion  by  Dr.  W.  W. 
Frye  and  Dr.  John  J.  Lentz. 

Newly  elected  officers  for  1945  are  as 
follows : 

Dr.  Beverly  Douglas,  Nashville,  presi- 
dent; Dr.  A.  T.  Sikes,  Nashville,  vice-presi- 
dent; Dr.  Harold  E.  Paty,  Nashville,  sec- 
retary-treasurer. 


Knox  County: 

December  19 — “The  Use  of  Plasma  or 
Human  Serum  in  Conditions  Other  Than 
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Shock,”  by  Dr.  Joe  T.  Smith.  Discussion 
by  Dr.  L.  A.  Brendle. 

January  2 — Presidential  address  by  Dr. 
R.  B.  Wood. 

At  the  meeting  of  the  society  on  De- 
cember 19  the  following  officers  for  1945 
were  elected : 

Dr.  Herbert  Acuff,  Knoxville,  president; 
Dr.  H.  Dewey  Peters,  Knoxville,  vice-presi- 
dent; Dr.  Ralph  H.  Monger,  Knoxville,  sec- 
retary-treasurer; Dr.  R.  B.  Wood,  Knox- 
ville, judicial  council. 


Madison  County: 

The  Madison  County  Medical  Society  met 
in  regular  session  at  the  New  Southern 
Hotel  Tuesday  evening,  January  2,  1945, 
for  dinner.  Dr.  E.  M.  Smith  presided  over 
the  meeting  and  the  minutes  of  the  De- 
cember meeting  were  read  and  approved. 

The  Carroll  County  Medical  Society  was 
welcomed  into  the  membership  of  our  so- 
ciety. 

The  society  voted  unanimously  to  make 
the  name  of  the  organization  the  “Con- 
solidated Medical  Assembly  of  West  Ten- 
nessee.” A committee  composed  of  Doctors 
Crook,  Webb,  and  H.  Herron  was  asked  to 
draw  up  resolutions  on  the  death  of  Doc- 
tor Hearn.  Doctor  Crook  read  a letter  ad- 
dressed to  him  in  regard  to  the  practice  of 
cults  in  our  community  which  was  dis- 
cussed at  length  by  Doctors  Rosenbloom, 
Webb,  Baker,  and  Pearce,  and  resolutions 
were  adopted  to  insist  that  our  representa- 
tives at  the  Tennessee  State  Medical  meet- 
ing will  sponsor  and  vote  to  legislate 
against  all  cult  practice  in  the  state  of  Ten- 
nessee. 

An  invitation  was  given  to  the  Gibson 
County  Society  to  join  our  organization, 
there  being  five  of  the  Gibson  County  mem- 
bers present. 

Mr.  Kibler  explained  fully  the  new  course 
which  will  be  started  in  this  section  on 
January  19.  Pamphlets  were  passed  out 
concerning  the  same. 

An  interesting  program  included  Doctor 
Moore’s  subject,  “Carcinoma  of  the  Blad- 
der,” and  Dr.  Joseph  Alperin’s  talk  on 
“Diabetes  Mellitus.” 

Visitors  present:  Doctors  Clemmer,  Bar- 
ker, Stump,  Morris,  and  Kyle. 


Members  present : Berryhill,  Crook,  H. 
Herron,  J.-  Powers,  Leland  and  Helen  John- 
ston, G.  Jones,  Mabry,  Pearce,  Rosenbloom, 
Saunders,  Webb,  Curry,  Moore,  E.  M. 
Smith,  Stephens,  Ramer,  Wagner,  Lanier, 
McAuley,  Morris,  Douglass,  Massey,  Baker, 
Bishop,  and  S.  M.  Herron. 


Putnam  County: 

The  Putnam  County  Medical  Society  met 
at  Cookeville  on  December  7 and  elected  the 
1945  officers  as  follows: 

Dr.  Z.  L.  Shipley,  president;  Dr.  Lex 
Dyer,  vice-president;  Dr.  Thurman  Ship- 
ley,  secretary-treasurer ; Dr.  W.  A.  Howard, 
delegate;  Dr.  J.  Fred  Terry,  alternate.  All 
1945  officers  are  from  Cookeville. 

At  the  next  meeting  on  January  4,  1945, 
the  society  will  be  guests  of  Dr.  T.  M. 
Crain  in  Monterey. 

(Signed)  Thurman  Shipley,  M.D., 

Secretary. 


Robertson  County: 

The  Robertson  County  Medical  Society 
had  its  regular  December  meeting  on  De- 
cember 12  at  the  Colonial  Hotel  with  its 
usual  fair  attendance.  The  meeting  was 
called  to  order  by  the  retiring  president. 
Dr.  W.  S.  Rude. 

After  the  usual  case  reports,  the  secre- 
tary presented  Dr.  Nat  Shofner  who  spoke 
on  the  “Cancer  of  the  Breast.”  Dr.  0.  N. 
Bryan  was  then  introduced  and  spoke  on 
the  “Neurotic  Patient.”  Both  speeches 
read  were  excellent  papers  and  each  pre- 
sented excellent  points.  The  subjects  were 
freely  discussed  by  the  local  members. 

After  this,  the  inauguration  of  new  of- 
ficers was  held.  The  following  will  hold 
office  for  the  following  year:  Dr.  J.  S.  Haw- 
kins, president;  Dr.  R.  L.  Matthews,  vice- 
president;  Dr.  John  S.  Freeman,  secretary 
and  treasurer.  The  secretary  told  them 
that  he  would  be  needing  the  dues  and  every 
member  present  responded  by  paying  the 
dues. 

It  was  agreed  that  the  society  would  con- 
tinue holding  monthly  meetings  and  would 
meet  at  the  Colonial  Hotel. 

Under  alphabetical  arrangement,  Dr.  C. 
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M.  Banks  will  foster  the  January  meeting 
which  will  be  held  January  9. 

John  S.  Freeman,  Secretary. 


Sevier  County: 

The  newly  elected  officers  for  1945  are 
as  follows: 

Dr.  R.  J.  Ingle,  Sevierville,  president; 
Dr.  R.  A.  McCall,  Sevierville,  vice-presi- 
dent; Dr.  C.  P.  Wilson,  Sevierville,  secre- 
tary. 


Sullivan-J ohnson  Counties : 

Following  is  a list  of  officers  for  the  year 
1945: 

Dr.  George  W.  Leavell,  Bristol,  president ; 
Dr.  J.  V.  Hodge,  Kingsport,  vice-president; 
Dr.  J.  R.  Butler,  Mountain  City,  vice-presi- 
dent; Dr.  Jarrett  E.  Williams,  Kingsport, 
secretary-treasurer. 
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OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


Control  of  Pain  in  Childbirth.  Clifford  B.  Lull,  M.D., 

F.A.C.S.,  and  Robert  A.  Hingson,  M.D. 

Since  medical  literature  is  replete  with  informa- 
tion covering  all  forms  of  anesthesia  and  the  var- 
ious drugs  and  combination  of  drugs  for  the  relief 
of  pain  during  childbirth  it  seems  fitting  and  timely 
that  a compilation  which  incorporates  all  of  these 
methods  should  be  made  available  to  the  physician. 
This  is  unquestionably  the  most  complete  modern 
volume  on  the  control  of  pain  during  labor  and 
delivery.  The  authors  are  imminently  qualified  to 
present  this  subject.  Doctor  Lull  is  clinical  pro- 
fessor of  obstetrics,  Jefferson  Medical  College,  and 
in  charge  of  the  service  on  obstetrics  and  gynecol- 
ogy, Philadelphia  Lying-In  Unit  of  the  Pennsyl- 
vania Hospital.  Doctor  Hingson  is  a specialist  in 
the  field  of  anesthesia  and  his  work  on  caudal  anes- 
thesia is  internationally  known. 

The  text  is  divided  into  three  parts.  The  first 
part  deals  with  the  anatomy  of  the  organs  of 
parturition,  physiopharmacology  of  the  general  an- 
esthetic and  amnesic  agents  and  paravertebral, 
peridural,  regional,  local,  spinal  and  continuous 
caudal  analgesia  and  anesthesia.  This  book  stressed 
the  importance  of  a thorough  knowledge  of  the 
physiologic  and  pharmaceutic  action  of  the  various 
analgesics,  amnesic  and  anesthetic  agents,  and 


very  clearly  demonstrates  the  dangers  associated 
with  the  technic  of  their  administration. 

The  second  part  deals  with  the  history  of  pain 
relief  during  labor  and  delivery. 

The  third  part  discusses  the  control  of  pain  in 
maternal  complications  and  methods  and  drugs 
used  in  the  resuscitation  of  the  newborn. 

Doctors  Lull  and  Hingson  have  collaborated  in 
presenting  a controversial  subject  in  an  under- 
standing fashion.  Every  physician  interested  in 
obstetrics  would  do  well  to  study  it  carefully. 


Acute  Pelvic  Thrombophlebitis  Treated  with  Continuous 

Caudal  Anesthesia.  George  J.  Ellis  and  J.  B.  Sheffery. 

American  Journal  of  Obstetrics  and  Gynecology,  Au- 
gust, No.  48,  241 : 245. 

In  ten  cases  of  acute  pelvic  thrombophlebitis, 
block  of  the  lumbar  sympathetic  chain  by  continu- 
ous caudal  anesthesia  has  proved  a useful  thera- 
peutic method.  The  authors  feel  that  this  is  an- 
other form  of  therapy  to  be  used  in  the  treatment 
of  acute  pelvic  thrombophlebitis  and  that  it  offers 
certain  advantages  over  regional  sympathetic  block. 

Regional  sympathetic  block  of  the  first,  second, 
third,  and  fourth  lumbar  sympathetic  ganglia  re- 
quires four  punctures,  caudal  but  one.  In  caudal 
nerve  block  you  can  tell  when  the  needle  is  cor- 
rectly placed  by  the  classical  signs — i.e.,  sciatic 
pain,  progressive  regional  anesthesia,  sphincter  re- 
laxation, and  finally  by  vasodilatation  of  the  ex- 
tremities. The  same  cannot  be  said  of  sympathetic 
nerve  block  because  one  cannot  be  sure  if  all  the 
ganglia  have  been  correctly  injected.  Continuous 
bathing  of  the  sympathetic  chain  for  several  hours 
is  preferable  to  the  one  injection  technic. 

In  acute  thrombophlebitis  the  authors  give  thirty 
cubic  centimeters  (low  caudal)  every  hour  until 
four  doses  have  been  given.  With  this  intermittent 
method  of  injection,  if  there  is  any  tendency  for 
the  vasoconstriction  to  reestablish  itself  after  the 
effect  of  the  drug  has  worn,  the  next  injection  will 
immediately  release  the  impulse.  Following  the 
last  injection,  the  needle  is  removed.  As  soon  as 
the  swelling  of  the  thrombophlebitic  extremity  and 
the  fever  have  subsided,  usually  in  a few  days, 
patients  are  gotten  out  of  bed.  They  are  in- 
structed to  wear  compression  bandages  afterwards 
for  a few  weeks  until  the  vascular  balance  is  com- 
pletely reestablished. 

The  diagnosis  of  this  disease  entity  is  simple: 
the  patient  is  quite  ill,  has  fever,  a marked  amount 
of  pain  in  the  affected  limb  and  the  extremity  is 
swollen  and  white.  Ordinarily,  with  elevation  of 
the  affected  limb,  rest  and  external  heat,  one  would 
expect  persistence  of  fever  for  several  weeks  and 
of  edema  for  several  months  with  a long  period 
of  partial  disability.  However,  with  the  use  of 
sympathetic  block  by  caudal  anesthesia,  the  time 
element  in  the  alleviation  of  these  symptoms  is 
reduced  to  a matter  of  days. 

Thrombophlebitis  of  the  femoroiliac  vein  is  the 
most  common  form  because  there  is  greater  cir- 
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dilatory  retardation  in  the  lower  extremities  post- 
operatively  or  post  partum  compared  with  the 
upper  extremities.  These  patients  will  lie  quietly 
in  bed,  seldom  moving  their  lower  extremities. 
Also  Fowler’s  position  causes  circulatory  retarda- 
tion in  the  veins  of  the  lower  extremities,  which 
is  made  worse  by  flexing  the  knees.  Another  factor 
in  the  movement  of  blood  in  the  venous  system  is 
the  negative  pressure  in  the  thorax.  Postopera- 
tively  deep  bi’eathing  is  limited  by  the  patient  be- 
cause it  is  painful,  resulting  in  a decrease  in  the 
intrathoracic  negative  pressure  and  so  favoring 
circulatory  stasis.  Increased  abdominal  tension 
also  causes  circulatory  stasis  in  the  lower  ex- 
tremities by  direct  pressure,  due  to  too  tight  band- 
aging, or  to  gas  or  fluid  within  the  intestine  asso- 
ciated with  ileus.  The  clot  occurs  more  often  in 
the  left  lower  extremity  than  the  right  because 
the  left  common  iliac  vein  is  smaller  than  the  right; 
it  joins  the  inferior  vena  cava  at  a more  acute 
angle  than  does  the  right,  and  it  is  crossed  over  by 
the  iliac  artery. 

In  the  thrombophlebitic  segment  impulses  arise, 
are  carried  over  the  sympathetic  nervous  system, 
and  produce  reflexly  a secondary  spasm  of  ar- 
terioles and  venules.  This  leads  to  reduced  capil- 
lary circulation,  local  anoxia,  increased  capillary 
permeability  and  local  edema.  Block  of  the  sym- 
pathetic chain  to  the  extremity,  therefore,  blocks 
this  secondary  reaction.  The  thrombus  is  unaf- 
fected, but  arteriolar  and  venous  spasm  is  relieved 
at  once;  edema  fluid  is  absorbed  and  fever  is  re- 
duced. 


The  Elderly  Primipara.  K.  Kuder  and  D.  G.  Johnson. 

American  Journal  of  Obstetrics,  1944,  47 : 794. 

The  authors  report  the  cases  of  830  patients,  all 
over  thirty-five  years  of  age,  who  were  delivered 
of  their  first  viable  baby  at  the  New  York  Hospital, 
New  York,  during  the  eleven-year  period  ending 
September  1,  1943.  Twelve  and  one-half  per  cent 
of  the  women  were  more  than  forty  years  of  age, 
the  oldest  being  forty-six  years.  In  twenty-seven 
per  cent  of  the  patients  previous  pregnancies  had 
occurred,  but  none  of  the  fetuses  had  been  carried 
to  the  state  of  viability. 

The  incidence  of  complications  in  this  group  of 
patients  was  about  the  same  as  that  noted  in  all 
clinic  patients;  however,  uterine  fibromyomas  were 
found  in  5.9  per  cent  of  the  elderly  primiparas, 
while  there  was  an  incidence  of  only  1.9  per  cent 
in  the  entire  clinic.  Toxemia  of  pregnancy  oc- 
curred in  13.98  per  cent  of  these  patients,  but  in 
only  7.29  per  cent  of  those  in  the  entire  clinic. 
Funnel  pelvis  occurred  in  45.3  per  cent  of  these 
patients,  but  in  only  28.2  per  cent  of  those  in  the 
entire  clinic. 

The  average  length  of  labor  in  the  elderly  pri- 
miparas was  20.4  hours  as  compared  to  eighteen 
hours  for  the  general  clinic,  but  in  patients  whose 
pregnancies  continued  for  more  than  a period  of 
fifteen  days  past  the  expected  date  of  confinement, 


the  length  of  labor  was  increased  by  as  much  as 
four  hours. 

The  incidence  of  breech  presentation  and  occiput- 
posterior  position  was  almost  twice  that  which  is 
expected  in  the  general  average  of  clinic  patients. 
Operative  delivery  was  necessary  in  55.5  per  cent 
of  these  patients,  but  in  only  24.4  per  cent  of  those 
in  the  entire  clinic.  Caesarean  section  was  per- 
formed in  13.4  per  cent  of  the  cases.  The  per- 
centage of  these  patients  who  presented  post- 
partum hemorrhage  was  twice  as  great  as  that  of 
all  the  patients  in  the  clinic  with  this  complication. 

Puerperal  infection  occurred  in  twelve  per  cent 
of  the  elderly  primiparas,  and  puerperal  morbidity 
in  13.6  per  cent;  the  percentages  for  the  entire 
clinic  were  six  and  7.9  per  cent,  respectively.  The 
maternal  mortality  was  .72  per  cent  as  compared 
to  .16  per  cent  for  the  entire  clinic.  Of  a total  of 
six  deaths,  five  followed  Caesarean  section  (three 
patients  died  of  infection,  one  from  hemorrhage, 
and  one  from  cerebral  embolism) ; the  sixth  patient 
died  as  the  result  of  circulatory  collapse  following 
a midforceps  delivery. 

The  average  weight  of  the  infants  was  the  same 
as  that  of  infants  in  the  general  clinic;  however, 
there  were  about  one-third  again  as  many  prema- 
ture infants.  The  fetal  mortality  was  7.65  per 
cent  as  compared  to  an  average  of  3.71  per  cent 
for  the  entire  clinic.  Forty-five  babies  succumbed 
previous  to,  or  during,  labor;  of  these,  twenty-two 
per  cent  died  during  the  second  stage  of  labor,  and 
the  authors  believe  that  they  might  have  been 
saved  by  earlier  delivery.  Of  the  785  babies  that 
were  discharged  from  the  hospital,  sixteen  had  con- 
genital anomalies,  twenty-three  had  traumatic  in- 
juries, four  had  hemorrhagic  disease,  and  eight  had 
infection. 

The  authors  conclude  that  the  elderly  primipara 
presents  a special  problem  and  that  each  patient 
should  be  cai’efully  studied  and  evaluated.  They 
believe  that  operative  delivery  should  be  done  in  a 
greater  number  of  cases,  as  the  increased  hazard 
of  spontaneous  delivery  to  both  mother  and  baby 
often  makes  the  operative  procedure  a conservative 
method  of  terminating  pregnancy. 


OPHTHALMOLOGY 

By  Robert  J.  Warner.  M.D. 
Doctors  Building,  Nashville 


The  Eye  Department  in  a Middle  East  General  Hospital. 

H.  B.  Stallard.  American  Journal  of  Ophthalmology, 

November,  1944. 

A survey  of  the  organization  and  nature  of  the 
work  in  the  eye  department  of  one  of  the  hospitals 
serving  the  Eighth  Army  from  the  autumn  of  1940 
to  the  conclusion  of  the  North  African  campaign 
in  May,  1943,  is  presented.  Refractions  were  the 
main  part  of  the  work  during  active  military  op- 
erations and  in  the  intervals. 

An  average  of  three  sets  of  full  clinical  notes 
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and  two  abstracts  was  kept  for  each  patient.  To 
this  hospital  were  referred  especially  patients  with 
retained  intraocular  foreign  bodies,  retinal  detach- 
ments, and  cases  requiring  plastic  reconstruction 
of  eyelids,  sockets,  and  orbit,  as  well  as  patients 
of  neurologic  interest  and  bizarre  field  defects. 
The  majority  of  extractions  of  intraocular  foreign 
bodies  were  done  by  the  posterior  route.  This  is 
regarded  by  the  author  as  the  operation  of  choice 
for  extracting  war  missiles.  Blind  patients  await- 
ing transfer  to  South  Africa  were  also  cared  for 
in  the  hospital.  Often  they  had  to  wait  three  or 
Tour  months  before  a hospital  ship  was  available. 

The  following  clinical  research  was  carried  out: 

(1)  Penicillin  drops  were  used  on  infected  wounds 
in  the  conjunctival  sac  and  in  sockets.  Bacteria 
were  found  to  disappear  from  cultures  of  the 
wound  and  conjunctiva  after  forty-eight  hours. 

(2)  Cetyl  pyridinium  bromide  was  successfully 
used  in  the  preparation  of  the  field  of  operation. 
Nonirritant  to  the  skin  and  conjunctiva,  it  is  lethal 
to  staphylococci  and  streptococci  outside  the  body 
in  one  in  ten  million  and  in  serum  in  one  in  ten 
Thousand.  (3)  The  value  of  sulphonamide  dusting 
in  wounds  of  lids  and  orbit  and  in  primary  suture 
was  studied.  (4)  New  methods  in  plastic  opera- 
tions were  tried  with  success.  (5)  A technique  of 
extracting  intraocular  foreign  bodies  by  the  pos- 
terior route  was  elaborated  and  successfully  used 
in  seventy-three  cases. 


ROENTGENOLOGY 

By  J.  Marsh  Frere,  M.D. 

Newell  and  Newell  Sanitarium,  Chattanooga 


Fungus  Disease  of  the  Chest.  Captain  Vernon  L.  Peter- 
son, M.C.,  A.U.S.  Radiology,  July,  1944,  Vol.  43, 

No.  1,  p.  14. 

The  author  presents  a group  of  proved  cases  of 
infection  of  the  lungs  due  to  coccidioides,  actino- 
myces,  aspergillus,  monilia  albicans,  torula,  and 
blastomyces. 

“Twenty-four  cases  of  coccidioidomycosis  were 
diagnosed  and  confirmed  by  culture  of  the  causa- 
tive agent,  coccidioides  immitis,  from  the  sputum 
or  by  positive  skin  or  agglutination  tests  on  the 
blood. 

“The  roentgen  evidence  of  pulmonary  disease 
found  in  these  cases  varied  considerably.  The  most 
frequent  lesion  was  a solitary  nodose  area  of  in- 
filtration that  later  broke  down,  leaving  a thin- 
walled  cavity;  such  lesions  ranged  in  size  from 
those  which  were  barely  visible  to  some  several 
centimeters  in  diameter.  At  times  the  nodose 
lesions  were  scattered  throughout  the  lung  so  that 
they  gave  the  appearance  of  metastatic  carcinoma. 

“Several  cases  of  actinomycosis  were  seen.  Nine 
of  these  showed  lesions  in  the  lung  on  roentgen 
examination.  In  all  there  was  early  or  late  pleural 
involvement  and  in  no  case  was  a rib  invaded.  The 
lungs  showed  infiltration  which  was  chronic  in 


appearance  and  could  not  be  differentiated  from 
tuberculosis. 

“A  group  of  cases  classified  as  aspergillus  infec- 
tions were  studied  and  the  lungs  presented  similar 
radiographic  findings.  Only  a few  were  actually 
proved  to  be  due  to  the  fungus.  All,  however,  re- 
sponded favorably  to  iodine  therapy  and,  therefore, 
are  grouped  together. 

“X-rays  revealed  a soft,  irregular,  peribronchial 
or  parenchymal  infiltration.  The  areas  tended  to 
be  discrete  and  scattered  throughout  the  lungs. 
Often  there  was  an  associated  enlargement  of  the 
hilar  lymph  nodes.  The  lesions  were  in  most  in- 
stances first  detected  on  a routine  study  with  little 
or  no  clinical  history  of  illness.  Three  cases,  fol- 
lowed over  a period  of  several  months,  showed 
little  change  until  iodine  therapy  was  instituted. 
Rapid  clearing  was  then  noted  in  each  instance. 

“Four  cases  of  monilia  albicans  have  been  ob- 
served in  this  study.  The  lesion  as  demonstrated 
by  X-ray  was  primarily  a diffuse  peribronchial 
infiltration,  bilateral  and  fairly  symmetrical  on 
the  two  sides.  One  case  showed  a bilateral  apical 
exudative  infiltration  with  similar  infiltration  op- 
posite the  right  midhilum  area.  This  later  resolved 
and  bi'oke  down  with  resultant  cavity  formation. 
If  treated,  the  lesion  resolves  rapidly  with  residual 
fibrosis. 

“Torulosis  and  blastomycosis  are  rare  in  man. 
They  usually  produce  parenchymal  lesions  similar 
to  those  seen  in  tuberculosis.  Cases  have  been  re- 
ported in  which  extensive  infiltration  was  present. 
One  case  of  blastomycosis  was  observed  over  a 
period  of  six  years,  in  which  there  were  small  in- 
filtrative lesions  in  the  upper  lung  field  diagnosed 
as  tuberculosis  despite  repeated  negative  sputum 
tests  for  tubercle  bacilli.  The  patient  died  of  a 
miliary  spread  which  at  autopsy  was  found  to  be 
caused  by  the  fungus. 

“A  case  of  torula  infection  was  also  observed. 
This  showed  infiltration  in  the  right  midlung  with 
pleural  involvement.  The  patient  recovered  fol- 
lowing therapy  and  drainage  of  the  pleural  fluid.” 


UROLOGY 

By  Tom  R.  Barry,  M.D.,  F.A.C.S, 
By  G.  A.  Williamson,  Jr..  M.D. 
307  Doctors  Building,  Knoxville 


Renal  Complications  of  Reiter’s  Disease.  Fletcher  H. 

Colby.  The  Journal  of  Urology,  November,  1944. 

In  1916  Reiter  described  a condition  with  a triad 
of  symptoms  consisting  of  urethritis,  conjunctivitis, 
and  arthritis,  which  was  definitely  not  of  gonor- 
rheal origin.  Reiter  thought  the  causative  organ- 
ism was  a spirillum  in  the  blood  stream,  but  this 
could  not  be  confirmed  by  other  investigators.  The 
etiological  agent  is  still  unknown. 

The  urologist  usually  sees  these  patients  first 
because  the  initial  symptoms  are  usually  related 
to  the  urinary  tract. 

The  object  of  this  article  was  to  bring  this  dis- 
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ease,  consisting-  of  a triad  of  symptoms,  to  more 
general  attention  and  to  describe  involvement  of 
the  upper  urinary  tract,  which  at  times  may  be 
serious  and  has  not  been  called  attention  to  in 
previous  reports. 

Three  cases  are  reported.  The  first  was  a 
twenty-one-year-old  male  student  who  had  an 
urethral  discharge  of  three  weeks’  duration  fol- 
lowed by  dysuria  and  terminal  blood.  Urethral 
smears  contained  no  organisms.  There  was  no  his- 
tory of  exposure.  Eight  days  after  the  urethral 
discharge  began,  a purulent  conjunctivitis  ap- 
peared and  a prostatic  abscess  developed.  During 
the  fourth  week  after  the  onset  the  left  knee,  left 
ankle,  and  the  right  wrist  became  swollen,  painful, 
and  tender.  His  temperature  ran  from  ninety-nine 
to  one  hundred  one  degrees  and  a purulent  urine 


was  present.  No  organisms  were  found  in  the 
urethral  discharge,  urine,  joint  fluids,  or  eyes.  The 
patient  was  treated  with  sulfanilamide  with  ques- 
tionable results.  No  studies  were  made  of  the 
upper  urinary  tract  in  this  case.  He  recovered 
after  seven  weeks  of  illness. 

The  second  and  third  cases  reported  had  similar 
symptoms  as  the  first  and  received  upper  urinary 
tract  examination.  The  second  had  a large  hydro- 
nephrosis and  the  third  had  moderate  bilateral 
hydronephrosis.  The  third  case  received  120,000 
units  of  penicillin  with  no  results. 

This  disease  occurs  in  young  males.  The  char- 
acteristic triad  of  symptoms  are  present  and  the 
upper  urinary  tract  is  involved  in  some  cases.  The 
course  of  the  disease  is  unaffected  by  any  known- 
therapy. 


SCHEDULED  MEETING  OF  THE  STATE  ASSOCIATION  HAS  BEEN 
CANCELLED  BY  ACTION  OF  THE  BOARD  OF  TRUSTEES 

On  account  of  recent  developments  that  have  taken  place  the  Board  of 
Trustees  decided  that  the  regular  meeting  of  the  association  would  not  be 
held  as  scheduled  April  10,  11,  12,  1945.  The  reasons  for  this  action  are 
apparent  to  all. 


ANTHONY’S  MILK 

'Grade  *‘A”  Pasteurized  • Homogenized  *Soft  Curd  • Vitamin  “D” 

With  400  U.S.P.  Vitamin  D Unite  (Activated  Ergosterol)  Added  Per  Quart  Under  A.R.P.I.  Process 
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PRESENTATION  OF  GAVEL 

Dr.  E.  R.  Zemp,  Speaker  of  the  House 
of  Delegates  of  the  Tennessee  State  Medical 
Association,  presented  the  gavel  to  the  re- 
tiring president,  Dr.  0.  N.  Bryan. 

Dr.  E.  R.  Zemp  (Knoxville) : It  seems 
that  in  the  last  year  a pall  of  sadness  has 
come  over  the  medical  profession  and  the 
people  of  the  country.  I have  never  heard 
so  much  gloom  expressed  and  everybody 
looking  so  sad  as  if  some  great  calamity 
were  near  at  hand.  I am  not  one  who  be- 
lieves this.  I believe  that  we  have  difficul- 
ties ahead  of  us  that  we  must  solve,  but  I do 
not  think  we  will  solve  them  best  by  taking 
a gloomy  outlook  or  teaching  the  gospel  of 
despair.  We  should  wake  up  from  this  era 
of  depression  and  assume  a more  cheerful- 
attitude.  No  one  can  work  at  his  best  when 
he  is  depressed  and  has  lost  faith  and  cour- 
age. 

It  is  true  we  are  undergoing  trying  times, 
but  even  these  times  are  bringing  in  results 
already.  The  general  has  told  you  that 
gonorrhea  has  been  raised  from  a loath- 
some disease  to  a most  delightful  experi- 
ence. And  I noticed  this  much  about  the 
general — I think  the  Army  has  made  a 
Christian  out  of  him.  (Laughter.) 

Now,  I am  not  here  tonight  by  choice.  I 
am  drafted.  I have  been  in  so  many  drafts 
lately  that  I am  getting  chilblains.  I had 
a draft  on  March  15  and  I had  another  one 
on  April  15  and  I will  get  another  one  on 
June  15,  and  if  they  do  not  blow  me  en- 
tirely away,  they  will  do  this  much — they 
will  make  the  year  pass  damned  quickly. 


I say  I had  no  choice.  I am  like  the 
young  fellow  who  was  courting  the  girl 
and  who  went  every  night  and  sat  in  the 
parlor  with  the  lights  low,  on  the  sofa,  snug- 
gled up  together,  night  after  night.  Final- 
ly, the  old  man  came  downstairs  one  night 
and  said,  “Look  here,  young  man,  are  your 
intentions  toward  my  daughter  honorable 
or  dishonorable”? 

He  said,  “Have  I got  a choice?”  (Laugh- 
ter.) 

I have  no  choice.  I simply  have  to  do 
the  best  I can  under  the  circumstances  and 
try  to  raise  this  pall  of  gloom  that  has 
fallen  over  the  medical  association.  Doc- 
tor Paullin  and  Doctor  Bryan  are  gloomy. 
See  how  dignified  he  looks,  how  depressed? 
Buie  told  me  once,  “When  a man  looks  that 
way  do  not  think  he  is  buried  in  deep 
thought;  he  may  just  have  hemorrhoids.” 
(Laughter.) 

The  general  has  told  you  how  he  inspected 
these  troops  down  here,  but  he  did  not  tell 
you  about  that  colored  regiment  he  inspect- 
ed down  South.  He  went  all  through  the 
barracks;  everything  was  perfect;  their 
uniforms  were  neat  and  clean ; their  shoes 
were  shined,  and  everything  was  perfect. 
He  told  the  colored  commander  in  charge, 
“Everything  is  fine.  I would  like  to  ask  you 
one  question.  What  is  the  venereal  rate 
here?” 

He  said,  “Twenty-five  cents  for  privates 
and  one  dollar  fifty  cents  for  officers.” 

It  is  always  more  or  less  a sorrowful 
thing  to  be  retired  from  office.  When  we 
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get  to  be  “ex”  anything,  we  are  down  and 
out  if  we  let  ourselves  be  down  and  out. 
I am  not  one  who  does  that.  They  “exed” 
me  some  eight  or  ten  years  ago.  Well,  I 
am  still  alive  and  kicking.  I do  not  believe 
all  these  calamitous  things  that  are  going 
to  happen  to  our  profession,  because  I be- 
lieve in  my  profession  and  I believe  in  the 
American  people  and  I believe  we  are  go- 
ing to  come  through.  Besides,  the  best 
judgment  of  any  and  all  of  us  may  be 
wrong,  may  be  far  from  the  truth,  like  the 
old  darky  woman  who  said: 

“Lawdy,  lawdy!  This  is  a funny  land. 

Ah  jes’  got  a dee-vorce  from  mah  ol’  man, 

An’  ah  laff  an’  ah  laff  at  de  j edge’s  deci- 
sion ; 

He  give  ’im  de  chillun  and  dey  ain’t  even 
hissen.” 

It  is  my  place  tonight,  and  also  my  sor- 
row, to  present  this  gavel  to  our  retiring 
president.  He  has  been  a good  president. 
I hope  that  in  the  years  to  come  he  will 
be  able  to  say  that 


“Beyond  this  place  of  wrath  and  tears 
Looms  but  the  horror  of  the  shade, 

And  yet  the  menace  of  the  years 
Finds,  and  shall  find,  me  unafraid. 

“It  matters  not  how  strait  the  gate, 

How  charged  with  punishments  the 
scroll, 

I am  the  master  of  my  fate: 

I am  the  captain  of  my  soul.” 

Doctor  Bryan,  I present  you  this  gavel. 
(Applause.) 

The  President:  Doctor  Zemp,  I thank 
you  very  much.  You  can  “ex”  me,  but  I 
do  not  believe  you  will  make  me  quit.  In 
my  feeble  way  I shall  continue  on  in  the 
profession  of  medicine  the  best  I can,  as 
I always  have  done,  and  to  my  last  day  I 
will  cherish  this  token  for  some  of  the  feeble 
efforts  I have  made  for  my  profession.  I 
thank  you. 

Good  night. 
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On  December  15,  1944,  120  physicians, 
including  a number  of  distinguished  guests 
from  various  parts  of  the  country,  met  at 
dinner  at  the  Belle  Meade  Country  Club, 
Nashville,  to  celebrate  the  sixtieth  birthday 
of  Dr.  Barney  Brooks,  professor  of  surgery, 
Vanderbilt  University  School  of  Medicine. 

Arrangements  for  the  occasion  were  be- 
gun in  August,  1944,  with  letters  to  nu- 
merous friends,  colleagues,  and  pupils  of 
Doctor  Brooks.  Because  of  the  exigencies 
of  war,  many  were  unable  to  attend  the  din- 
ner, but,  almost  without  exception,  they 
wrote  glowing  letters  of  tribute,  admira- 
tion, and  affection  to  him. 

At  the  dinner  Chancellor  0.  C.  Car- 
michael of  Vanderbilt  University  served  as 
toastmaster.  Brief  speeches  were  made  by 
the  following: 

Dr.  Joe  Beard,  associate  professor  of  sur- 
gery, Duke  University. 

Major  Hubert  Bradburn,  former  resident 
surgeon,  now  of  the  United  States  Army. 

Dr.  Evarts  Graham,  professor  of  sur- 
gery, Washington  University  School  of 
Medicine. 

Dr.  Alton  Ochsner,  professor  of  surgery, 
Tulane  University  School  of  Medicine. 

Dr.  Ernest  Sachs,  professor  of  neurolog- 
ical surgery,  Washington  University  School 
of  Medicine. 

Brigadier  General  Hugh  Morgan,  chief 
consultant  in  medicine,  Office  of  the  Sur- 
geon General;  professor  of  medicine,  Van- 
derbilt University  (in  absentia). 

Dr.  John  Lockwood,  associate  professor 
of  surgery,  Yale  University  School  of  Med- 
icine; chief  of  the  Surgical  Division  of  the 
Committee  on  Medical  Research  of  the  Of- 
fice of  Scientific  Research  and  Development. 

Dr.  W.  H.  Witt,  professor  of  clinical  med- 
icine, Vanderbilt  University  School  of  Med- 
icine. 

Dr.  Harrison  Shoulders,  Speaker  of  the 
House  of  Delegates  of  the  American  Med- 
ical Association. 

Dr.  W.  S.  Leathers,  dean  of  School  of 
Medicine,  Vanderbilt  University. 

Dr.  Ernest  Goodpasture,  professor  of 
pathology,  Vanderbilt  University  School  of 
Medicine. 


Excerpts  from  many  letters  and  tele- 
grams were  read  and  Doctor  Brooks  was 
presented  a watch  by  his  surgical  staff. 

Barney  Brooks  was  born  in  Jacksboro, 
Texas,  on  December  17,  1884.  He  received 
his  B.S.  degree  from  the  University  of 
Texas  in  1905  and  his  M.D.  from  the  Johns 
Hopkins  University  in  1911.  After  an  in- 
ternship under  Dr.  W.  S.  Halsted,  he  moved 
to  St.  Louis  in  1912,  at  the  time  of  the  re- 
organization of  the  Washington  University 
School  of  Medicine.  In  that  institution  he 
rose  progressively  to  become  associate  pro- 
fessor of  surgery. 

In  1925,  he  came  to  Nashville  to  be  the 
professor  of  surgery  in  the  reorganized 
Vanderbilt  University  School  of  Medicine. 

Throughout  his  professional  life,  Doctor 
Brooks’  career  has  been  a distinguished  one. 
A fine  surgeon  of  high  principles,  indomita- 
ble courage,  and  a superb  exponent  of  the 
Halsted  school  of  silk  technic,  he  has  made 
many  contributions  to  clinical  surgery,  par- 
ticularly of  the  stomach,  gall  bladder,  mam- 
mary gland,  bone,  and  blood  vessels. 

No  less  important  have  been  his  experi- 
mental investigations,  the  early  period  of 
which  was  well  summarized  in  a letter  from 
Dr.  Edwin  Lehman,  professor  of  surgery 
at  the  University  of  Virginia: 

“I  wonder  how  many  of  the  younger 
men  who  cluster  around  him  know  that 
among  other  things  he  was  the  first  to 
carry  out  arteriography,  that  he  devised  a 
boot  for  passive  vascular  exercise  ten  years 
before  the  modern  boot  was  developed,  that 
his  distinguished  investigation  of  bone  re- 
generation established  unequivocally  the 
fate  of  the  living  bone  graft,  and  that  he 
developed  by  experimental  study  an  orig- 
inal conception  of  Volkmann’s  contrac- 
ture?” 

In  recent  years  his  studies  have  resulted 
in  valuable  papers  on  the  surgery  of  old  age, 
the  effects  of  temperature  on  wounds  and 
psychosomatic  surgery. 

Perhaps  Doctor  Brooks’  most  important 
metier,  however,  has  lain  in  the  teaching 
of  surgery  and  the  training  of  surgeons. 
His  great  and  widespread  reputation  as  a 
teacher  was  well  shown  by  the  innumerable 
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letters  attesting  the  value  of  his  teaching. 
Professors  and  practitioners  of  surgery  and 
junior  medical  officers  in  Europe  and  the 
Pacific  alike  joined  in  praise  of  this  quality. 

Finally,  despite  a stern  and  sometimes 
distant  manner,  he  has  never  failed  to  gain 
the  lasting  affection  of  those  who  have  come 
to  know  him  well.  This  was  never  better 
shown  than  by  the  scores  of  Nashville  phy- 
sicians who  attended  this  dinner  as  an  ex- 
pression of  respect  and  affection. 

As  a tribute  to  a distinguished  surgeon, 
investigator,  and  teacher,  this  celebration 
becomes  an  important  milestone  in  the 
progress  of  southern  medicine  and  medical 
education. 

Proceedings  of  the  Dinner 

The  dinner  commemorating  the  sixtieth 
birthday  of  Dr.  Barney  Brooks,  professor 
of  surgery,  Vanderbilt  University  School  of 
Medicine,  was  held  at  the  Belle  Meade 
Country  Club,  Nashville,  Tennessee,  on  Fri- 
day evening,  December  15,  1944,  at  7 :00 
o’clock. 

Cocktails  were  served  in  the  music  room 
and  dinner  in  the  ballroom.  The  table 
was  an  open-end  square  with  the  guest  of 
honor  and  speakers  seated  on  the  outside 
of  the  closed  end.  The  table  was  decorated 
with  a theme  of  purple  and  gold  by  the 
wives  of  members  of  the  surgical  staff. 

The  following  were  present: 


DR.  BARNEY  BROOKS 


Dr.  Carl  E.  Adams 
Dr.  J.  S.  Anderson 
Dr.  Roy  Avery 
Dr.  Sidney  W.  Ballard 
Dr.  E.  II.  Barksdale 
Dr.  Scott  Bayer 
Dr.  Joe  Beard 
Dr.  Edmund  Benz 
Dr.  Theodore  G.  Bern- 
thal 

Dr.  W.  C.  Bilbro 
Dr.  E.  L.  Bishop 
Dr.  E.  P.  Bowerman 
Maj.  Hubert  Bradburn 
Dr.  Cloyce  Bradley 
Dr.  Richard  D.  Brasfield 
Dr.  Robert  Brown 
Mrs.  Barney  Brooks 
Miss  Mary  Jane  Brooks 
Dr.  G.  John  Buddingh 
Dr.  Lucius  Burch 
Dr.  B.  F.  Byrd 
Dr.  L.  J.  Caldwell 


Chancellor  O.  C.  Car- 
michael 
Dr.  W.  R.  Cate 
Dr.  Amos  Christie 
Dr.  Sam  Clark 
Mr.  C.  P.  Connell 
Dr.  C.  R.  Crutchfield 
Dr.  M.  M.  Cullom 
Dr.  Rollin  A.  Daniel,  Jr 
Dr.  M.  B.  Davis 
Dr.  Theo  Davis 
Dr.  James  R.  Dawson 
Dr.  W.  A.  Demonbreun 
Dr.  R.  C.  Derivaux 
Dr.  Beverly  Douglas 
Dr.  Raphael  Duke 
Dr.  L.  W.  Edwards 
Dr.  Duncan  Eve 
Dr.  Herbert  Francis 
Dr.  William  Frye 
Dr.  Walter  E.  Garrey 
Dr.  C.  N.  Gessler 
Dr.  Ernest  Goodpasture 


Dr.  Evarts  Graham 
Dr.  Paul  F.  Hahn 
Dr.  C.  M.  Hamilton 
Dr.  Roy  Glenn  Ham- 
monds 

Dr.  O.  S.  Hauk 
Dr.  J.  B.  Hibbitts,  Jr. 

Dr.  G.  W.  Holcomb 
Dr.  J.  M.  Johlin 
Dr.  Hollis  Johnson 
Dr.  Howard  Johnson 
Dr.  Edgar  Jones 
Dr.  R.  H.  Kampmeier 
Dr.  Alvin  Keller 
Dr.  J.  P.  Keller 
Dr.  W.  G.  Kennon 
Dr.  Paul  Lamson 
Dr.  Ralph  Larsen 
Dr.  W.  S.  Leathers 
Dr.  A.  B.  Lipscomb 
Dr.  John  Lockwood 
Dr.  Frank  Luton 
Dr.  Guy  Maness 
Miss  Augusta  Mathieu 
Dr.  W.  M.  McCabe 
Dr.  G.  S.  McClellan 
Dr.  C.  C.  McClure,  Jr. 

Dr.  Thomas  McKinney 
Dr.  C.  S.  McMurray 
Dr.  William  F.  Meacham 
Dr.  G.  R.  Meneely 
Dr.  Ann  Minot 
Gen.  Hugh  Morgan 
Dr.  R.  J.  Morton 
Dr.  O.  G.  Nelson 
Dr.  Alton  Ochsner 
Dr.  William  F.  Orr,  Jr. 
Dr.  J.  C.  Pennington 
Dr.  J.  C.  Peterson 


Dr.  Dorris  H.  Phelps 
Dr.  Cobb  Pilcher 
Dr.  Robert  O.  Pitts 
Dr.  T.  G.  Pollard 
Dr.  Lewis  C.  Powell 
Dr.  Eugene  Regen 
Dr.  Douglas  Riddell 
Dr.  S.  S.  Riven 
Dr.  Howard  Robbins 
Dr.  C.  S.  Robinson 
Dr.  Miles  Robinson 
Dr.  S.  T.  Ross 
Dr.  Ernest  Sachs 
Dr.  N.  S.  Shofner 
Dr.  H.  H.  Shoulders 
Dr.  H.  S.  Shoulders 
Dr.  Ammie  Sikes 
Dr.  T.  E.  Simpkins 
Miss  Naomi  Skogbert 
Dr.  Daugh  Smith 
Dr.  Richard  Strain 
Dr.  David  Strayhorn 
Dr.  Robert  Sullivan 
Dr.  W.  G.  Sumpter 
Dr.  Clarence  Thomas 
Dr.  Holland  M.  Tigert 
Dr.  Harlin  Tucker 
Dr.  Ethel  Walker 
Dr.  James  W.  Ward 
Dr.  Albert  Weinstein 
Dr.  W.  W.  Wilkerson 
Dr.  0.  W.  Wilson 
Dr.  Jack  Witherspoon 
Dr.  W.  H.  Witt 
Dr.  Richard  Woods 
Dr.  Burnett  Wright 
Dr.  Kate  Zerfoss 
Dr.  Thomas  B.  Zerfoss 


Congratulatory  letters  were  received 
from  the  following: 


Dr.  W.  B.  Anderson 
Maj.  Ralph  J.  Angelucci 
Lt.  H.  D.  Atkinson 
Dr.  Walter  W.  Baker 
Dr.  I.  A.  Bigger 
Dr.  R.  W.  Billington 
Dr.  V.  P.  Blair 
Dr.  Smiley  Blanton 
Dr.  Alfred  Blalock 
Lt.  Col.  James  Barrett 
Brown 
Helen  Bowen 
Capt.  Ransom  R.  Buch- 
holz 

Dr.  C.  Sidney  Burwell 
Maj.  Henry  M.  Carney 
Maj.  S.  A.  Collon,  Jr. 
Maj.  John  S.  Crutcher, 
Jr. 

Mrs.  Eileen  Cunningham 
Dr.  Eric  A.  Cunningham 


Dr.  Geoi-ge  Curtis 
Dr.  Walter  E.  Dandy 
Capt.  Walter  Diveley 
Dr.  W.  C.  Dixon 
Col.  D.  C.  Elkin 
Dr.  A.  O.  Fisher 
Capt.  Lee  N.  Hamm 
Dr.  George  J.  Heuer 
Lt.  Thomas  J.  Holbrook 
Dr.  W.  G.  Harrison 
Dr.  Samuel  C.  Harvey 
Maj.  Fowler  Hollabaugh 
Comdr.  G.  S.  Johnson 
Dr.  Chester  M.  Jones 
Capt.  William  G.  Ken- 
non, Jr. 

Lt.  John  E.  Kesterson 
Dr.  C.  E.  King 
Miss  Virginia  Kirk 
Lt.  Col.  James  Kirtley 
Dr.  Joseph  W.  Larimore 
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Dr.  Edwin  P.  Lehman 
Capt.  Rudolph  A.  Light 
Dr.  Drew  Luten 
Dr.  Frank  Luton 
Maj.  James  Major 
Dr.  J.  0.  Manier 
Capt.  Ben  H.  Marshall 
Dr.  Rudolph  Matas 
Dr.  Roy  D.  McClure 
Dr.  Sherwood  Moore 
Dr.  John  Morton 
Lt.  Thad  Mosley 
Lt.  Oscar  Noel 
Dr.  Eugene  Orr 
Maj.  Edward  F.  Parker 
Dr.  D.  B.  Phemister 
Capt.  James  Proffitt 
Col.  G.  W.  Reyer 
Dr.  G.  Canby  Robinson 

A Bibliography  of 
by  Dr.  Bai 


Lt.  Col.  Elkin  L.  Rippy 
Dr.  D.  K.  Rose 
Capt.  Louis  Rosenfeld 
Capt.  Ernest  Sachs,  Jr. 
Maj.  John  M.  Salyer 
Lt.  William  Schaffarzick 
Dr.  Morrison  Schroeder 
Capt.  Jesse  F.  Scott 
Dr.  A.  O.  Singleton 
Mrs.  Sam  Stephens 
Lt.  R.  M.  Taliaferro 
Dr.  W.  S.  Thomas 
Lt.  Col.  Charles  C. 
Trabue 

Dr.  Edward  L.  Turner 
Lt.  Col.  Hayden  W. 
Withers 

Dr.  Nathan  Womack 
Maj.  Thomas  E.  Wyatt 
Col.  John  B.  Youmans 

Articles  Published 
ney  Brooks 


Allison  and  Brooks — “Mobilization  of  Ankylosed 
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HOW  SHOULD  CANCER  OF  THE  PROSTATE  BE  TREATED?* 


BURNETT  W.  WRIGHT,  M.D.,  Nashville 

What  to  do  with  cancer  of  the  prostate 
is  a question  that  is  being  asked  by  many 
internists  and  surgeons  in  practice  today. 
First,  because  of  the  apparent  increased 
frequency  of  the  disease,  and  second,  the 
recent  newer  developments  in  our  knowl- 
edge of  its  nature  and  therapy  have  at- 
tracted attention.  The  widely  quoted  au- 
topsy findings  of  Moore  and  Rich,  who, 
working  independently,  published  almost 
identical  reports  at  approximately  the  same 
time,  indicate  that  nearly  twenty  per  cent 
of  men  past  fifty  years,  dying  from  what- 
ever cause,  will  show  cancerous  changes  in 
their  prostates  if  the  glands  are  sectioned 
and  studied.  Only  a portion  of  these  (one 
out  of  five)  develop  clinical  carcinoma  of 
the  prostate,  but  that  this  number  is  on 
the  increase  is  generally  admitted.  Since 
prostatic  cancer  rarely  occurs  before  the 
fifth  decade,  its  increased  prevalence  can 
be  explained,  partly  at  least,  on  the  length- 
ening span  of  life.  The  early  recognition 
of  the  disease,  on  which  rests  the  only  hope 
for  cure,  is  especially  difficult  because  in 
its  early  stages  it  is  without  symptoms. 
That  it  is  curable  while  still  a nodule  with- 
in the  capsule  of  the  prostate  has  been 
proven  by  the  case  records  of  Young,  Belt, 
George  Gilbert  Smith,  Hinman,  and  others, 
some  of  whose  patients  have  survived  fif- 
teen years  or  more  after  the  radical  re- 
moval of  the  gland  by  Young’s  technic, 
generally  admitted  by  most  authorities  to 
be  the  only  cure  for  the  disease.  Because 
these  early  nodules  produce  neither  pain, 
hemorrhage,  nor  obstruction,  their  discov- 
ery is  usually  made  accidentally.  It  is  very 
difficult  in  early  cases,  to  be  certain  by 
palpation  alone,  that  the  nodule  felt  in  the 
back  of  the  gland  is  a cancer,  and  it  is 
therefore  hard  to  tell  a patient  that  he  may 
have  a disease  for  which  there  is  little  hope 
of  cure.  An  additional  difficulty  is  the  dis- 
agreement that  exists  among  doctors  as  to 
what  can  be  done  for  the  disease.  The  term 
radical  perineal  prostatectomy  signifies  to 
most  doctors  an  extensive,  shocking,  and 


*Read  before  the  Tennessee  State  Medical  As- 
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highly  dangerous  procedure,  when  in  reality 
in  good  hands  it  is  little,  if  any,  more 
severe  than  the  perineal  operation  for  be- 
nign hypertrophy,  which  is  considered  by 
many  to  be  safer  than  the  suprapubic  pros- 
tatectomy. In  fifty  radical  perineal  opera- 
tions for  cancer  Belt  lost  two  patients,  both 
from  pneumonia  before  the  sulfa  drugs 
were  known.  We  have  not  had  an  opera- 
tive death  in  thirteen  cases.  At  the  present 
time  less  than  ten  per  cent  of  the  cancers 
of  the  prostate  one  sees  can  be  classed  as 
sufficiently  early  to  be  operable  by  the  rad- 
ical technic.  Since,  under  the  best  of  cir- 
cumstances, there  is  a recurrence  in  fifty 
per  cent  after  operation  before  five  years 
have  passed,  the  outlook  is  indeed  gloomy. 
In  spite  of  these  obstacles,  the  fact  remains 
that  occasional  cures  can  be  attained,  and 
it  is  our  belief  that  one  should  be  prepared 
to  offer  this  chance  of  life  to  the  patient  for 
whom  the  operation  is  indicated.  X-ray 
evidence  of  metastases,  extension  from 
the  primary  growth  into  the  membranous 
urethra,  the  seminal  vesicles,  the  peripros- 
tatic space  or  the  floor  of  the  bladder  are 
indications  of  inoperability.  When  cancer 
cells  are  found  in  sections  removed  from 
the  middle  or  lateral  lobes  with  the  resecto- 
scope,  the  disease  is  usually  too  advanced 
for  an  attempt  at  cure  by  the  radical 
operation.  Cachexia  is  a definite  contra- 
indication, as  is  an  increase  in  the  blood 
acid  phosphatase  above  four  Bodansky 
units.  Marked  ability  may  likewise  make 
the  operation  inadvisable.  The  cases  best 
suited  for  a surgical  attempt  at  cure  are, 
therefore,  those  with  a small,  hard  nodule 
in  the  posterior  lamella  that  is  felt  rectally, 
the  true  nature  of  which  is  uncertain.  Our 
practice  is  to  properly  drape  and  prepare* 
the  patient  for  a radical  perineal  operation 
and  then  to  expose  the  undersurface  of 
the  gland  through  an  inverted  V incision 
in  the  perineum.  The  nodule  which  is  then 
usually  visible  and  always  easily  palpable 
beneath  the  anterior  layer  of  Denonvil- 
lier’s  fascia  is  excised  widely  by  an  elliptical 
incision,  either  with  the  scalpel  or  the 
cautery  knife.  The  tissue  is  then  inspected 
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and  bisected  to  see  if  it  cuts  and  feels  and 
looks  like  cancer.  Usually  the  impression 
gained  from  this  examination  proves  to  be 
correct,  but  we  routinely  have  an  imme- 
diate frozen  section  made  which  is  reported 
on  by  the  pathologist  in  ten  or  fifteen  min- 
utes. We  prefer  to  have  him  bring  his 
slide  and  scope  to  the  operating  room  to 
give  us  an  opportunity  to  view  the  tissue 
with  him.  If  the  tissue  is  cancerous  and 
no  gross  evidence  of  extracapsular  exten- 
sion has  been  noted,  a radical  removal  is 
then  done.  If  the  verdict  is  against  cancer, 
the  defect  in  the  gland  is  sutured,  the 
wound  closed,  and  no  harm  has  been  done. 
If  an  adenoma  is  present,  it  is  enucleated 
before  closing.  This  method  of  handling 
early  suspected  malignancy  is  similar  to 
that  employed  by  the  general  surgeons  in 
lumps  in  the  female  breast,  where  all  prep- 
arations are  made  before  the  biopsy  is  done. 

In  ninety  per  cent  of  prostatic  cancers 
who  come  to  us  the  above  treatment  is  not 
applicable,  and  we  must  confine  our  efforts 
to  measures  that  will  postpone  death  and 
relieve  suffering.  For  the  vast  majority, 
as  has  been  stated,  only  palliative  treat- 
ment is  applicable.  Formerly  this  con- 
sisted of  measures  to  control  pain  and 
hemorrhage  and  to  relieve  obstruction. 
Opiates  and  deep  X ray,  and  in  rare  in- 
stances a cordotomy,  were  the  measures 
used  to  ameliorate  the  suffering,  which 
becomes  severe  as  bony  metastases  occur. 
Involvement  of  the  perineural  lymphatics 
as  the  disease  spreads  along  the  nerve 
trunks  contributes  to  the  suffering,  often 
causing  a sciatica,  which,  when  bilateral 
in  men  past  fifty,  is  almost  pathognomic 
of  prostatic  cancer.  For  repeated  hemor- 
rhages and  obstruction,  both  due  to  the  ma- 
lignancy invading  the  prostatic  urethra, 
transurethral  resection  has  about  super- 
seded permanent  suprapubic  drainage,  as- 
suming that  the  resectoscope  can  be  in- 
troduced. 

In  1941,  Munger  of  Lincoln,  Nebraska, 
first  reported  his  original  work  on  direct 
radiation  of  the  testes  with  high  voltage 
X ray  in  conjunction  with  transurethral  re- 
section for  inoperable  cancer  of  the  pros- 
tate. At  the  same  time  Huggins  of  Chicago 
with  surgical  castration  and  Herald  of  Chi- 


cago and  Herbst  of  Washington,  D.  C., 
working  with  estrogenic  substances,  were 
all  attempting  to  stay  the  growth  of  pros- 
tatic cancer.  The  sometimes  miraculous  re- 
lief of  pain,  the  recession  of  the  primary 
growth  and  X-ray  changes  in  the  metastases 
were  noted  by  these  workers  and  their 
reports  excited  great  interest.  In  eighty 
per  cent  of  inoperable  carcinoma  these 
measures,  alone  or  combined,  gave  clinical 
improvement.  For  a number  of  years  it 
had  been  known  that  the  blood  serum  phos- 
phatase, especially  the  acid,  were  markedly 
increased  in  prostatic  cancer  with  wide- 
spread bony  metastases.  Likewise,  it  was 
observed  that  androgenic  substances  stimu- 
lated the  adult  type  cancer  cells  in  malig- 
nant prostates  and  that  they  were  retarded 
by  the  administration  of  estrogens.  Hence, 
the  purpose  of  castration,  either  by  X ray 
or  surgically,  and  the  administration  of 
stilbestrol  or  other  estrogenic  substance, 
was  to  diminish  the  amount  of  androgens 
present  in  a given  case  and  to  increase  the 
estrogens.  These  methods  have  now  been 
used  long  enough  to  evaluate  them.  Like 
so  many  new  treatments  that  seem  at  first 
to  offer  hope  for  cure,  we  are  learning  that 
these  too  are  only  palliative,  but  valuable 
nevertheless.  Nesbit  of  Ann  Arbor  has 
recently  summarized  again  the  results  in 
seventy-five  cases  of  cancer  of  the  prostate 
treated  by  castration,  which  he  first  re- 
ported on  fifteen  months  ago — six  months 
after  the  first  patient  was  operated.  He 
stated  that  in  every  case  there  was  residual 
evidence  of  the  disease,  although  marked 
clinical  improvement  had  occurred  in  sev- 
enty-five per  cent  of  them.  In  view  of  these 
findings,  he  concludes  that  it  is  unwise  to 
castrate  until  pain,  weight  loss,  and  de- 
monstrable metastases  occur,  for  fear  of  ex- 
pending these  aids  before  the  greatest  need 
for  them  arises.  With  this  view  we  are 
in  accord,  and  we  are  opposed  to  the  rap- 
idly-spreading practice  of  castrating  and 
administering  estrogens  as  soon  as  a diag- 
nosis of  prostatic  cancer  is  made  or  even 
remotely  suspected. 

When  estrogens  are  administered,  usu- 
ally in  the  form  of  stilbestrol,  enough 
should  be  given  to  produce  changes  in  the 
breast  (gynecomastia)  and  then  continued 
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as  a maintenance  dose.  Enlargement  and 
soreness  in  the  breasts  and  occasional  hot 
flashes  are  the  results  of  estrogenic  therapy. 

DISCUSSION 

DR.  TOM  BARRY  (Knoxville):  Mr.  President, 
Ladies,  and  Gentlemen:  I think  Doctor  Wright 
has  presented  this  subject  very  fairly  and  I think 
few  can  disagree  that  this  probably  holds  out  to 
these  poor  victims  the  best  chance  of  cure. 

Unfortunately,  the  cases  that  can  be  operated 
in  this  way  are  so  few.  Young,  in  a series  of  1,040 
cases,  found  only  3.4  per  cent  that  fall  in  this 
classification.  Bumpus  found  that  twenty-four  per 
cent  out  of  1,000  cases  had  widespread  metastasis 
on  the  initial  examination.  Ferguson  found  thirty 
per  cent  and  Koehler  reports  an  evidence  of 
metastasis  at  autopsy  in  fifty-one  per  cent  of  those 
dying  of  cancer  of  the  prostate. 

Cancer  of  the  prostate,  as  Doctor  Wright  has 
said,  begins  in  a majority  of  cases  in  the  pos- 
terior lobe.  In  the  remaining  five  per  cent,  of 
course,  it  may  begin  in  either  lateral  or  middle 
lobe. 

It  has  been  our  experience  that  patients  who 
have  frequency  and  dysuria  out  of  all  proportion 
to  the  physical  findings  and  cystoscopic  findings, 
even  though  you  do  not  suspect  cancer,  have  cancer 
in  the  large  majority  of  cases.  We  recently  saw 
such  a case  in  a boy  of  twenty-one  years  whose 
prostate  was  perfectly  smooth ; there  was  no 
nodule,  and  after  resection  of  the  prostate  he  had 
no  residual  urine.  He  had  adenocarcinoma  Grade  I. 

Fortunately,  in  most  of  these  cases,  I think, 
that  are  clinically  benign  there  is  a very  much 
better  prognosis  than  in  those  that  are  clinically 
malignant. 

Recently  we  saw  a man  from  whom  we  had 
removed  the  prostate  some  twenty-two  years  ago 
and  the  laboratory  report  was  benign  at  that  time. 
He  had  been  perfectly  well  until  about  a week 
before  we  saw  him,  when  he  came  to  us  complain- 
ing of  initial  hematuria.  He  had  lost  no  weight 
and  had  had  no  pain.  Upon  rectal  examination 
his  whole  pelvis  was  filled  with  an  indurated  mass. 

We  also  have  another  man  who  has  a definite 
malignancy  of  his  prostate  on  whom  nothing  has 
been  done  for  the  last  four  years,  during  which 
time  he  has  been  under  observation.  He  has 
gained  weight;  he  has  had  no  leg  pains,  although 
he  still  carries  thirteen  ounces  of  residual  urine. 

The  treatment  of  prostatic  carcinoma  by  X ray 
and  radium  has  been  disappointing  and  in  most 
clinics  has  been  entirely  abandoned  except  as 
palliative. 

In  a series  of  323  cases  reported  by  Barringer, 
only  three  lived  five  years.  Orchiectomy,  as  first 
suggested  by  Huggins,  has  been  a real  boon  in  the 
relief  of  symptoms  of  this  disease.  In  our  experi- 
ence this  relief  may  be  expected  in  only  about  fifty 
per  cent  of  cases,  while  other  authors  report  as 


high  as  seventy-five  per  cent  of  relief.  This  re- 
lief, we  believe,  is  entirely  temporary. 

As  to  the  incidence  of  carcinoma  of  the  prostate, 
Doctor  Munger  was  good  enough  to  look  up  the 
records  at  one  of  the  local  hospitals.  Out  of  688 
cases  there  were  benign  hypertrophies  in  544,  ade- 
nocarcinoma in  114,  making  a percentage  of  car- 
cinoma of  16.57  per  cent.  Of  these,  there  were 
six  cases  of  Grade  I,  or  five  per  cent;  Grade  II, 
sixty-three  cases,  fifty-five  per  cent;  Grade  III, 
thirty-seven  cases,  thirty-two  per  cent;  and  Grade 
IV,  eight  cases,  or  seven  per  cent. 

I think  if  we  add  to  these  operative  cases,  the 
cases  we  see  in  the  office  which  either  refuse  opera- 
tion or  are  inoperable,  the  percentage  will  increase 
something  like  twenty  or  twenty-five  per  cent  at 
least. 

Stilbestrol,  of  course,  acts  in  the  same  way 
pretty  much  as  castration  and  is  of  great  value 
in  some  of  these  cases.  We  feel  that  castration 
and  stilbestrol  should  not  be  used  at  the  same 
time,  leaving  one  when  the  other  one  fails  to  give 
relief  of  the  symptoms. 

I disagree  with  Doctor  Wright  in  this  respect: 
that  when  you  make  a diagnosis  of  cancer  of  the 
prostate,  I believe  this  man  ought  to  be  castrated, 
because  it  has  been  our  experience  that  if  these 
cases  are  put  off  until  they  have  begun  to  have  pain 
and  lose  weight,  a large  per  cent  of  them  will  not 
I’espond. 

For  the  relief  of  obstruction,  the  resectoscope  is 
invaluable  in  carcinoma  of  the  prostate.  Without 
retention  and  too  far  advanced  for  radical  opera- 
tion, we  believe  more  patients  will  survive  if  only 
orchiectomy  is  employed  with  or  without  stil- 
bestrol later. 

A number  of  years  ago  Dr.  Charles  Mayo  said 
that  whatever  you  do  to  carcinoma  of  the  prostate 
will  be  wrong,  and  that  is  almost  true  today. 

I enjoyed  Doctor  Wright’s  paper. 

DR.  PAUL  G.  MORRISSEY  (Nashville) : Doctor 
Barry  quotes  the  late  Dr.  Charles  Mayo  with  hav- 
ing said:  “That  regardless  of  the  method  of  treat- 
ment for  malignancy  of  the  prostate  gland  the 
treatment  was  wrong.”  We  have,  however,  in  re- 
cent years,  profited  by  the  work  of  Huggins  in 
connecting  the  testicular  hormone  factor  in  the 
development  of  prostatic  carcinoma. 

Doctor  Huggins  was  the  first  to  call  attention 
to  the  endocrine  imbalance  that  played  such  an 
important  role  in  the  control  of  the  matured  pro- 
static cells. 

In  1935,  Kutscher  and  Wolberg  discovered  that 
normal  human  prostate  tissue  was  extremely  rich 
in  an  acid  phosphatase. 

Their  observation  was  given  little  consideration 
at  the  time,  but  further  developments  led  to  the 
discovery  of  a simple  method  whereby  the  blood 
could  be  examined  fox  the  diagnosis  of  a metastasiz- 
ing carcinoma  of  thef  prostate. 

Gomori  four  years  later  added  to  this  contribu- 
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tion  his  histochemical  technique  for  isolating  in 
the  acinar  epithelium  of  the  prostate  gland  the 
amounts  in  unit  activity  per  gram  of  fresh  tissue. 

For  the  first  time  it  seems  that  real  progress 
is  being  made  that  will  give  a better  understand- 
ing of  the  etiology  of  cancer  of  the  prostate  and 
a therapeutic  approach  that  will  not  only  relieve 
much  of  the  sufferings  it  causes,  but  that  life  will 
actually  be  prolonged. 

With  only  five  per  cent  of  the  cases  considered 
operable  and  curable  by  Young’s  radical  perineal 
prostatectomy  leaves  a large  number  to  be  dealt 
with  by  other  measures. 

As  between  surgical  castration  and  castration  by 
the  estrogens,  or  castration  by  irradiation,  it  seems 
that  equally  good  results  are  being  reported. 

In  surgical  removal  of  the  testicles  there  can 
be  no  doubt  that  one  removes  the  androgenic  sub- 
stance that  enters  into  the  carcinoma  factor  by 
so  doing.  This  endocrine  relationship  to  the  can- 
cer is  cut  off. 

The  relief  reported  by  X-ray  castration  has  truly 
been  wonderful. 

The  phenomenal  results  obtained  by  Herbst  and 
others  with  simply  administering  estrogens  in 
large  amounts  over  periods  of  long  times  makes 
the  situation  a puzzle  as  to  which  of  the  three 
methods  will  prolong  life  and  give  the  greatest 
relief  from  the  suffering  of  the  advanced  prostatic 
carcinoma. 

DR.  R.  F.  MAYER  (Memphis):  Gentlemen,  I 
would  like  to  make  just  a few  comments  about 
Doctor  Wright’s  paper  in  regard  to  the  time  when 
an  orchiectomy  should  be  done.  I think  he  gave 
us  a very  excellent  resume  of  what  is  being  done 
for  malignancies  of  the  prostate,  but,  as  he  inti- 
mated, the  procedure  of  orchiectomy  is  something 
that  has  been  done  only  in  the  past  few  years, 
actually  since  1941  to  any  extent.  Of  course,  that 
is  too  short  a time  for  us  to  come  to  any  very 
definite  conclusions  about  a problem  of  this  type. 
His  idea  about  postponing  orchiectomy  as  a sort 
of  boost  at  the  last  was  also  followed  by  us  for 
a short  while  a few  months  ago,  but  since  that 
time  my  chief,  Dr.  Tom  Moore,  has  had  a con- 
ference with  Doctor  Huggins,  and  after  talking 
to  Huggins  again  we  are  back  to  the  point  of 
doing  orchiectomies  now  as  soon  as  the  diagnosis 
of  carcinoma  of  the  prostate  has  been  made,  re- 
gardless of  the  stage  of  the  disease. 

Huggins’  idea,  if  I recall  it  correctly,  is  this: 
in  some  of  these  far-advanced  cases  we  are  as- 
tounded at  the  regression  of  the  actual  local  car- 
cinoma as  well  as  the  metastases  following  orchiec- 
tomy, and  if  orchiectomy  will  bring  about  such 
results  in  the  advanced  stage  of  the  disease,  why 
not  give  the  patient  the  benefit  of  it  in  the  early 
stages  before  any  extensive  damage  has  been  done? 

Doctor  Barry,  I believe,  made  some  reference  to 
the  giving  of  stilbestrol,  even  though  an  orchiec- 
tomy had  been  done.  Recently  there  has  been 
something  in  the  literature — I cannot  recall  now 


just  who  published  the  information — that  when 
a patient  is  castrated,  as  a result  of  the  close  re- 
lationship of  the  different  glands  of  internal  se- 
cretion, it  is  possible  or  probable  that  the  pituitary 
or  adrenals  take  over  the  hormonal  function  of 
the  testicles  and  thus  may  continue  the  stimula- 
tion of  the  carcinoma.  For  that  reason  this  par- 
ticular author  suggested  that  probably  stilbestrol 
should  be  used  in  conjunction  with  the  orchiectomy. 
In  that  way  not  only  getting  rid  of  the  testicular 
hormone,  but  neutralizing  whatever  secondary  effect 
the  pituitary  or  adrenal  might  have. 

I enjoyed  the  paper  very  much  and  I think  Doc- 
tor Wright  is  to  be  complimented  for  bringing 
it  to  us  in  such  a fine  manner. 

DR.  WESLEY  BARTON  (Chattanooga) : I am 
a bit  hesitant  in  appearing  before  this  gathering 
since  this  is  my  first  Tennessee  meeting. 

Doctor  Mayo  has  been  quoted  twice  this  morn- 
ing. Dr.  Otto  Wilhelmi,  I think,  made  a more  sig- 
nificant statement  in  a recent  publication  concern- 
ing this  subject  in  which  he  said:  “For  the  first 
time  we  have  now  pointed  our  finger  at  a significant 
subject,  carcinoma  of  the  prostate,  but  as  yet 
we  have  failed  to  grasp  it  by  the  hand.” 

During  the  last  two  years  in  Chattanooga  I 
have  seen  several  cancers  of  the  prostate,  but 
have  yet  in  Chattanooga  to  do  an  orchiectomy.  I 
came  under  the  influence  of  Rose  in  St.  Louis, 
who  has  stopped  doing  them.  One  can  do  an 
intracapsular  excision  of  the  testicular  substance 
and  get  rid  of  the  androgenic  cells  in  the  testicle 
and  still  leave  little  nubbins  in  the  scrotum,  but  I 
have  seen  some  of  those  old  men  sitting  around 
looking  disconsolate  because  of  the  empty  scrotum. 
When  the  testicle  is  removed,  of  course  the  primary 
androgens  are  also  removed.  There  is  known  to 
be  an  interplay  of  androgens  and  gonadotropic 
hormone  from  the  pituitary,  each  stimulating  and 
each  inhibiting  the  other.  Since  it  is  possible  in  the 
male  to  completely  or  theoretically  completely  in- 
hibit the  production  of  the  androgen  substance  in 
the  testicle  and  also  avoid  the  possibility  after  the 
removal  of  the  testicle  of  an  increase  of  the  gonado- 
tropic hormone  from  the  pituitary  stimulating  some 
other  gland,  perhaps  the  cortex  of  the  adrenal 
gland,  and  producing  androgenic-like  substances, 
it  occui'red  to  me  that  I would  get  rid  of  this 
“looking  at  the  floor  business”  on  the  part  of  these 
old  men  and  do  a hormonal  castration  rather  than 
an  X-ray  attempt  or  an  actual  surgical  removal. 
At  least  to  my  satisfaction  it  has  been  shown  that 
X-ray  inhibits  the  spermatogenic  portion  of  the 
testicular  tissue,  but  has  very  little  effect  on  the 
interstitial  cells  of  the  testicle  and  therefore  does 
not  do  anything  much  by  way  of  removing  the 
androgenic  hormone. 

I will  not  take  too  much  of  your  time,  but  I 
should  like  to  report  one  case  that  illustrates  my 
point.  On  January  12,  1943,  an  old  white  gentle- 
man from  Dalton,  Georgia,  seventy-four  years  old, 
was  brought  into  my  office  on  a stretcher.  He  had 
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been  treated  by  diet,  which,  in  the  main,  seemed 
to  have  been  a starvation  one.  He  was  so  weak 
he  could  not  raise  his  hand.  He  was  taken  to 
Erlanger  Hospital,  where  he  was  given  large 
amounts  of  vitamin  B,  his  stomach  was  kept  as 
full  as  it  could  be  of  food,  and  the  old  gentleman 
finally  got  to  where  he  could  move  his  hands.  His 
strength  was  returning  slowly.  He  was  unable 
to  empty  his  bladder.  An  indwelling  catheter  was 
placed,  and  in  a few  days,  although  he  was  still 
taking  five  grains  of  morphine  a day  to  control 
pain  in  his  back,  it  was  possible  to  get  him  up  on 
his  feet.  During  February,  about  a month  after 
admission,  he  seemed  in  good  enough  condition  so 
that  he  was  taken  to  the  operating  room  and  a 
transurethral  resection  was  performed  and  on 
April  1,  finally,  after  some  delay  because  of  his 
condition,  a KUB  was  done,  and  it  showed  literally 
every  bone  in  that  X ray,  with  the  exception  of  the 
long  bones  of  the  lower  extremities,  to  contain 
much  metastatic  cancer.  Stilbestrol  was  given  this 
man  and  he  is  still  on  it  and  came  in  in  August, 
1943,  with  calluses  on  his  hands,  showing  that  he 
had  been  able  to  produce  a Victory  Garden  that 
summer.  In  October,  1943,  another  KUB  showed 
regression  of  metastasis  of  the  bones.  This  pa- 
tient now  appears  well,  and  he  has  had  no  morphine 
since  three  weeks  after  the  beginning  of  stilbestrol 
therapy. 

DR.  BURNETT  W.  WRIGHT  (closing):  I am 
very  much  obliged  for  the  small  amount  of  ad- 
verse criticism  of  this  more  or  less  controversial 
subject.  It  seems  that  we  are  all  in  agreement 
except  for  when  it  is  best  to  castrate.  In  our  expe- 
rience, our  most  spectacular  results  from  castration 
have  occurred  in  the  far-advanced  cases.  The  first 
patient  we  castrated,  which  I think  was  the  first 
done  here  for  this  purpose,  was  at  the  General 
Hospital — a man  who  was  practically  moribund. 
He  had  metastases  that  were  demonstrated  in  the 
X ray  in  every  bone  that  was  pictured.  We  were 
afraid  that  if  he  turned  over  in  bed  he  would  get 
a pathological  fracture  of  his  pelvis  or  of  his 
femurs.  He  is  in  a barber  shop  now  shaving  peo- 
ple, and  that  was  a little  over  three  years  ago. 

The  most  impressive  argument  in  favor  of 
postponing  castration  and  estrogenic  therapy  is  the 
report  by  Nesbit  which  appeared  in  the  January 
issue  of  the  Journal  of  the  American  Medical  As- 
sociation which  was  referred  to  in  my  paper. 

Of  course,  there  is  a psychic  effect  from  castra- 
tion. These  glands  have  little  practical  value  in 


old  fellows,  but  they  do  add  a finish  to  a gentleman, 
and  when  they  are  taken  away  they  dread  it  and 
become  morose  about  it.  That  was  the  argument 
for  the  subcapsular  castration,  which  has  been 
variously  credited  to  Rieber  and  Herbst  and  Hess 
and  a few  others.  There  is  a possibility  of  leaving 
a certain  amount  of  testicular  substance  in  a sub- 
capsular castration  and,  as  has  been  referred  to 
by  Doctor  Barton  and  Doctor  Morrissey,  there  are 
other  androgenic-like  substances  coming  from  other 
glands  of  internal  secretion,  particularly  the  su- 
prarenal. 

We  have  now  about  abandoned  the  subcapsular 
castration  for  a complete  removal. 

We  must  remember  that  the  average  length  of 
life  in  prostatic  cancer  without  treatment  is  about 
three  and  a half  years.  There  have  been  a few 
cases  that  have  lived  a surprisingly  long  time  after 
a diagnosis  of  frank  clinical  malignancy.  It  is  a 
slow-growing  disease,  especially  the  scirrhus  type. 
A few  of  the  medullary  or  soft  prostatic  cancers, 
which  do  not  feel  hard  and  boardlike,  metastasize 
quite  early  and  are  short-lived,  but  ordinarily  it 
is  a slow-growing  disease,  so  slow,  in  fact,  that 
many  people  live  out  their  expectancies  and  die 
without  ever  having  known  they  were  harboring 
cancer. 

Time  will  tell  what  castration  and  estrogenic 
therapy  will  do.  In  our  opinion,  it  will  not  cure. 
We  come  back  again  to  the  premise  with  which  we 
started  that  neither  X ray  nor  radium  nor  castra- 
tion nor  hormonal  therapy  nor  transurethral  re- 
section nor  prostatectomy,  as  it  is  ordinarily  per- 
formed, offers  any  hope  whatever  for  cure.  It 
remains  for  the  early  diagnosis  of  the  disease  to 
be  made  while  it  is  still  an  isolated  nodule  in  the 
postei'ior  lobe  that  is  surgically  removable,  and 
when  we  think  about  the  licking  the  brain  surgeons 
have  taken,  and  men  who  operate  cancers  of  the 
breast,  we  feel  justified  in  continuing  to  buck 
the  current  in  our  effort  to  get  more  of  these 
people  to  submit  to  this  comparatively  harmless 
operative  procedure  while  there  is  a possibility  of 
cure.  If  we  are  going  to  stand  idly  by  and  say, 
as  has  unfortunately  too  often  been  the  case,  “Here 
is  a case  of  cancer  of  the  prostate  and  nothing 
can  be  done,”  then  we  are  not  practicing  good 
progressive  urological  surgery.  Doctor  Mayo’s 
more  or  less  classical  remark,  in  my  opinion,  now 
is  as  out  of  date  as  the  dodo.  We  have  got  to  keep 
trying  to  educate  the  general  practitioner  and  oth- 
ers to  the  significance  of  a hard  lump  in  the  pros- 
tate of  a man  past  fifty  years  of  age. 
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The  Amendments  to  Basic  Science  and 
Naturopathic  Laws  Were  Passed 

The  following  is  the  definition  of  na- 
turopathy and  the  limitations  on  naturo- 
pathic practice  in  Tennessee  as  provided  in 
the  amendment  which  passed  the  House 
and  Senate  on  February  9,  1945: 

“Section  4.  Be  it  further  enacted,  That 
by  this  Act  naturopathy  is  permitted  to  be 
practiced  in  the  state  of  Tennessee  under 
provisions  of  this  Act  when  a person  is  so 
qualified,  and  means  ‘nature  cure  or  health 
by  natural  methods’  and  is  defined  as  the 
prevention,  diagnosis,  and  treatment  of  hu- 
man injuries,  ailments,  and  diseases  by  the 
use  of  such  physical  forces  as  air,  light, 
water,  vibration,  heat,  electricity,  hydro- 
therapy, psychotherapy,  dietetics,  or  mas- 
sage, and  the  administration  of  botanical 
and  biological  drugs,  but  shall  not  include 
the  administration  of  narcotics,  sulfa  drugs 
and  other  toxic  drugs,  or  powerful  physical 
agents,  such  as  X-ray  and  radium  therapy, 
or  surgery,  the  ‘minor  matters’  mentioned 
in  Section  12  of  this  Act  to  be  construed 
as  not  including  tonsillectomy,  the  opening 
of  the  thoracic  or  abdominal  cavities  or 
other  major  operations  requiring  an  in- 
cision. 

“Provided  that  this  bill  or  any  language 


shall  not  apply  to  or  in  any  way  affect  med- 
ical doctors.” 

The  amendment  to  the  basic  science  law 
passed  without  material  change.  It  pro- 
vides that  the  practitioners  of  all  forms  of 
the  healing  art  stand  the  same  examination 
in  the  basic  sciences.  This  includes  medi- 
cine, osteopathy,  chiropractic,  and  natur- 
opathy. 

Dr.  Barney  Brooks 

The  friends  and  associates  of  Dr.  Barney 
Brooks  found  within  themselves  a desire 
to  honor  him  in  some  appropriate  way  on 
the  occasion  of  his  sixtieth  birthday.  The 
sentiment  in  favor  of  such  a celebration  was 
so  spontaneous  and  so  very  widespread  that 
it  grew  to  large  proportions.  It  is  not  pos- 
sible for  the  Journal  to  carry  in  one  issue 
more  than  a brief  story  of  what  took  place 
at  the  celebration.  This  story  appears  on 
another  page  of  this  issue  under  the  head- 
ing, “Dr.  Barney  Brooks — Celebration  of 
His  Sixtieth  Birthday.” 

It  will  be  noted  there  were  one  hundred 
twenty  places  at  the  dinner.  It  will  be 
noted  also  that  seventy-five  doctors  from 
all  quarters  of  the  globe  sent  messages  of 
hearty  greetings  and  good  wishes. 

A list  of  the  contributions  Doctor  Brooks 
has  made  to  surgical  literature  from  1913 
to  1944  is  included.  His  writings  and  re- 
searches show  a wide  interest  in,  and  knowl- 
edge of,  controversial  subjects.  Finally,  it 
will  be  noted  that  Doctor  Brooks  holds 
membership  in  every  important  surgical 
organization  in  this  country. 

There  are  few  men  in  the  profession  of 
medicine  and  surgery  who  have  earned  their 
way  into  the  affection  and  esteem  of  their 
fellows  to  the  extent  Doctor  Brooks  has, 
and  to  whom  so  many  feel  they  owe  some 
debt. 

Doctor  Brooks  has  touched  the  field  of 
surgery  effectively  and  beneficially  in  every 
way  it  can  be  touched  by  a surgeon. 

He  has  touched  it  with  an  inquiring  mind, 
a skilled  hand,  and  a high  order  of  scien- 
tific honesty.  He  has  touched  it  through  the 
medical  students  he  has  taught  and  trained. 
He  has  touched  it  by  work  in  the  research 
laboratory.  He  has  touched  it  in  the  pages 
of  surgical  literature.  He  has  touched  the 
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organized  profession  with  the  wholesome 
influence  of  a genial  personality. 

This  is  not  an  obituary.  Doctor  Brooks 
is  still  hale  and  hearty.  It  is  particularly 
fitting,  however,  that  an  opportunity  was 
afforded  his  friends  and  well-wishers  to 
give  some  formal  expression  of  their  in- 
terest in  him  while  he  lives. 


Medical  Licensure  in  Tennessee 

The  medical  profession  of  Tennessee  has 
made  a diligent  effort  to  maintain  standards 
of  medical  education  and  practice  commen- 
surate with  the  progress  that  has  taken 
place  in  the  science  and  art  of  medicine. 
These  efforts  have  been  actuated  by  the  best 
of  motives.  The  motives  have  been  to  bene- 
fit the  public.  It  has  never  been  to  benefit 
doctors. 

The  results  from  establishing  and  main- 
taining reasonable  standards  are  beneficial 
to  the  public  in  two  ways:  first,  the  public 
is  protected  against  the  dangerous  prac- 
tices of  those  not  qualified  to  recognize  and 
treat  diseases  of  the  human  body,  and, 
secondly,  the  doctors  so  qualified  are  not 
hampered  by  the  harassing  influence  of  the 
unqualified  and  ignorant.  Those  who  are 
qualified  and  ethical  can  work  in  an  atmos- 
phere that  is  clean. 

The  necessity  for  high  standards  of 
medical  education  and  training  has  been 
recognized  by  the  leadership  in  educational 
foundations  and  by  many  states.  This  rec- 
ognition is  expressed  by  appropriations  for 
the  support  of  medical  education  to  the  end 
that  the  people  get  good  scientific  medical 
care. 

Tennessee  has  three  approved  medical 
schools,  two  of  which  are  supported  by  en- 
dowment and  one  by  the  state. 

There  always  have  been  quacks  of  vari- 
ous sorts  in  medicine,  in  law,  religion,  poli- 
tics, and  business.  Nobody  is  more  aware 
of  this  fact  than  doctors.  The  quack  is 
ofttimes  as  clever  as  he  is  unscrupulous. 
He  advances  the  idea  that  he  is  a poor 
fellow  trying  to  get  along  in  spite  of  abuse 
and  he  portrays  himself  as  the  “underdog.” 
Human  reactions  are  usually  favorable  to 
the  “underdog”  regardless  of  the  merits 
or  demerits  of  the  “underdog.” 


Tennessee  has  recognized,  by  legislative 
acts,  four  forms  of  the  healing  art,  as  fol- 
lows: medicine  and  surgery,  osteopathy, 
chiropractic,  and  naturopathy.  Naturopa- 
thy was  recognized  by  legislative  act  in 
1943. 

One  finds  in  the  literature  and  in  most 
legislative  acts  on  the  subject  of  naturopa- 
thy that  it  is  defined  as  a drugless  method 
of  healing.  In  Tennessee  the  subject  was 
defined  in  the  Act  of  1943  in  such  vague 
language  that  naturopaths  have  assumed  to 
use  drugs  and  perform  other  services  not 
recognized  in  any  other  state  in  the  Union. 
They  have  undertaken  the  practice  of  med- 
icine as  if  they  were  licensed  to  do  so. 

We  have  every  reason  to  believe  that 
approximately  one  thousand  have  been  li- 
censed in  the  state  since  the  law  went  into 
effect  in  June,  1943  (eighteen  months). 

The  amendment  to  the  naturopathic  bill 
now  pending  defines  naturopathy  in  such  a 
way  that  any  citizen  of  the  state  can  under- 
stand what  is  embraced  in  it. 

The  definition  in  this  amendment  is  the 
same  as  the  one  in  effect  in  the  District  of 
Columbia,  but  this  definition  is  not  out  of 
line  with  the  definition  in  most  other  states 
which  have  legislated  on  the  subject  of  na- 
turopathy. 

The  definition  in  the  District  of  Colum- 
bia is  used  for  the  simple  reason  that  it 
has  been  alleged  that  the  Congress  of  the 
United  States  has  defined  naturopathy. 
This  is  not  true.  Furthermore,  it  has  been 
alleged  that  naturopathy  was  defined  by  the 
Supreme  Court  of  the  United  States.  This 
again  is  not  true.  As  all  of  you  know,  the 
District  of  Columbia  is  governed  by  the 
Congress  of  the  United  States.  Certainly 
if  the  Congress  or  the  Supreme  Court  either 
had  defined  naturopathy  in  broad  terms 
that  definition  would  be  in  effect  in  the 
District  of  Columbia.  It  is  also  a fact  that 
the  regulation  of  the  practice  of  any  form 
of  the  healing  ai't  is  a state  government 
function  and  not  a national  government 
function. 

The  Basic  Science  Bill  is  simple  in  design 
and  purpose.  It  requires  that  all  persons 
who  wish  to  practice  any  form  of  the  heal- 
ing art  must  stand  an  examination  in  the 
basic  sciences  by  a board  of  examiners  com- 
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posed  of  persons  with  a knowledge  of  these 
subjects.  The  subjects  are  anatomy,  chem- 
istry, physiology,  bacteriology,  and  pa- 
thology. 

It  is  at  once  recognized  that  no  person 
can  approach  the  diagnosis  and  treatment 
of  human  ailments  without  a knowledge  of 
these  basic  subjects. 

It  is  reasonable  for  the  state  to  require 
that  all  applicants  for  a license  to  practice 
any  one  of  the  four  recognized  forms  of  the 
healing  art  stand  the  same  examination  in 
these  subjects.  A provision  in  the  law  pro- 
hibits any  member  of  the  board  from  being 
an  active  practitioner  of  any  one  of  the 
forms  of  the  healing  art.  Furthermore,  the 
applicant  is  not  required  to  disclose  the 
name  of  the  school  in  which  he  received 
his  education,  nor  the  form  of  practice  he 
intends  to  engage  in.  Certainly  no  preju- 
dice can  exist  against  one  applicant  in  favor 
of  another.  In  Tennessee  the  law  applies 
to  medicine  only.  An  amendment  was  in- 
troduced from  the  floor  two  years  ago  which 
exempted  osteopaths,  naturopaths,  and  chi- 
ropractors from  the  provisions  of  the  Basic 
Science  law  which  was  passed.  The  amend- 
ment now  pending  is  to  remove  these  ex- 
emptions. 

From  every  military  front  around  the 
globe  news  comes  to  the  effect  that  over 
ninety  per  cent  of  our  wounded  sailors  and 
soldiers,  who  are  not  wounded  too  severely 
to  get  to  a dressing  station,  are  saved.  This 
wonderful  result  is  not  an  accident.  It  has 
come  about  as  a result  of  the  establishment 
and  maintenance  of  standards  in  medical 
education,  training,  and  practice.  These 
standards  have  been,  to  some  degree,  main- 
tained in  all  the  states  and  are  maintained 
rather  strictly  by  the  Army  and  Navy.  It 
involves  no  strain  of  the  imagination  to 
visualize  what  would  be  happening  to  these 
wounded  men  if  no  standards,  or  if  low 
standards,  in  education  and  practice  were 
maintained. 

It  is  recognized  by  every  civilized  coun- 
try on  earth  that  the  maintenance  of  mini- 
mum standards  of  professional  fitness  are 
essential  to  good  medical  service  to  the 
people.  The  maintenance  of  these  stand- 
ards is  entitled  to  no  small  measure  of 
credit  for  the  tremendous  progress  that 


has  been  made.  Progress  without  stand- 
ards would  have  been  limited.  The  de- 
struction of  these  standards  would  mean 
chaos  and  tragic  consequences.  Their  main- 
tenance is  a vital  necessity  for  the  protec- 
tion of  the  public,  both  civilian  and  mili- 
tary. 

About  six  hundred  doctors  from  Tennes- 
see are  serving  with  the  armed  forces.  The 
absence  of  these  doctors,  plus  very  poor 
legislation,  has  made  of  this  state  an  in- 
viting field  to  cults,  and  naturopaths  have 
taken  full  advantage  of  this  situation.  The 
people  suffer  the  consequences. 

. :C:-y 


On  account  of  recent  devel- 
opments that  have  taken  place 
the  Board  of  Trustees  decided 
that  the  regular  meeting  of 
the  association  would  not  be 
held  as  scheduled  April  10,  11, 
12,  1945.  The  reasons  for  this 
action  are  apparent  to  all. 
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Special 

Meeting  o-l 
the 

cMo-uAe  ajj 

^beleaateA. 

In  lieu  of  the  cancelled  meet- 
ing of  the  State  Association 
the  trustees  are  calling  a spe- 
cial meeting  of  the  House  of 
Delegates  to  be  held  on  Sun- 
day, April  8,  1945.  Important 
business  is  to  be  transacted 
and  the  smaller  group  can 
meet,  as  there  will  be  fewer 
than  fifty  persons  using  public 
transportation. 


The  Enrichment  of  Flour  and  Bread 
After  the  War 

The  Journal  of  the  American  Medical 
Association  for  January  20  carried  an  edi- 
torial in  support  of  state  legislation  to  re- 
quire the  fortification  of  bread  and  flour. 
The  reasons  for  state  legislation  are  this: 
The  federal  government  has  prescribed  reg- 
ulations requiring  the  fortification  of  flour 
and  bread  during  the  period  of  the  emer- 
gency, but  it  cannot  make  this  regulation 


effective  after  the  war  except  in  case  of 
flour  and  bread  prepared  for  interstate 
shipment. 

A very  large  per  cent  of  flour  and  bread 
is  consumed  within  the  state  in  which  it 
is  manufactured.  For  this  reason  state  leg- 
islation is  necessary  if  the  benefits  of  the 
fortification  are  to  affect  all  the  people  of 
the  United  States. 

This  editorial  is  meant  to  endorse  an  idea. 
It  is  not  intended  as  an  endorsement  of  a 
particular  bill. 

It  is  understood  that  the  National  Re- 
search Council  has  sponsored  a bill  and 
this  council  certainly  deserves  the  confi- 
dence of  the  people  as  a whole.  They  have 
rendered  a magnificent  service  to  the  people 
during  the  period  of  the  war. 


DEATHS 


Dr.  George  W.  Booker 

Dr.  George  W.  Booker,  Knoxville ; Ten- 
nessee Medical  College,  1901 ; aged  eighty- 
two;  died  November  17,  1944. 


Dr.  James  Lewis  Heffernan 
Dr.  James  Lewis  Heffernan,  Jellico;  Uni- 
versity of  Louisville,  School  of  Medicine, 
1887;  aged  seventy-nine;  died  January, 
1945. 


Dr.  William  T.  Eatherly 
Dr.  William  T.  Eatherly,  Nashville;  aged 
eighty-two;  died  January  16,  1945,  follow- 
ing a long  illness. 


Dr.  Robert  R.  Brown 
Dr.  Robert  R.  Brown,  Nashville;  Van- 
derbilt University  School  of  Medicine, 
Nashville,  1914;  aged  fifty-five;  died  sud- 
denly on  February  6,  1945. 


Dr.  Robert  Oliver  Tucker 
Dr.  Robert  Oliver  Tucker,  Nashville; 
Vanderbilt  University  School  of  Medicine, 
Nashville,  1885;  aged  eighty-two;  died  Jan- 
uary 13,  1945. 
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Dr.  James  Knox  Blackburn 

On  October  31,  1944,  Giles  County  and 
Pulaski  lost  one  of  its  most  beloved  and 
respected  citizens  and  physicians  in  the 
person  of  Dr.  James  Knox  Blackburn. 

Doctor  Blackburn  was  born  in  Giles 
County  near  Lynnville,  Tennessee.  He 
graduated  from  Vanderbilt  Medical  School. 
At  the  time  of  his  graduation,  being  too 
young  to  qualify  for  practice  in  the  state 
of  Tennessee,  he  went  to  Ocala,  Florida, 
where  he  practiced  for  a while.  Later  he 
moved  to  Waco,  Tennessee,  and  then  to 
Lynnville,  Tennessee,  and  Lewisburg,  Ten- 
nessee, after  which  he  settled  in  Pulaski, 
where  he  practiced  for  almost  fifty  years. 

He  enjoyed  a large  practice  in  Pulaski, 
where  he  was  universally  loved  and  re- 
spected. He  was  ever  interested  in  the 
progress  of  medicine  and  always  took  an 
active  interest  in  the  medical  societies  of 
the  country.  He  served  as  both  county 
and  city  health  officer  for  a number  of 
years.  For  a number  of  years  he  was  local 
surgeon  for  the  L.  & N.  R.  R.  Company. 

He  also  served  as  a member  of  the  Ten- 
nessee State  Board  of  Medical  Examiners, 
in  which  capacity  he  was  most  efficient 
and  respected. 

Whereas,  the  Supreme  Physician  has  seen 
fit  to  remove  from  our  midst  and  fellow- 
ship this  noble  character,  we,  the  members 
of  the  Giles  County  Medical  Society,  do 
hereby  resolve  that  the  death  of  Doctor 
Blackburn  represents  an  irreparable  loss  to 
this  community  and  our  profession. 

Whereas,  he  gave  of  himself  unselfishly 
and  understandingly  to  the  service  of  his 
patients,  even  though  his  health  was  such 
that  he  should  have  retired  earlier. 

Ncnv,  therefore,  we,  the  members  of  the 
Giles  County  Medical  Society  do  hereby  de- 
plore the  passing  of  our  beloved  friend, 
and  do  hereby  express  our  personal  and 
public  loss  in  his  death  by  requesting  that 
these  resolutions  be  spread  upon  the  min- 
utes of  our  society  and  that  copies  of  said 
resolutions  be  sent  to  the  county  papers, 
the  Journal  of  the  Tennessee  State 


Medical  Association,  and  to  his  bereaved 
family  as  an  expression  of  our  abiding  sym- 
pathy. 

T.  F.  Booth,  M.D. 

J.  U.  Speer,  M.D. 


Dr.  James  L.  Heffernan 

In  the  passing  of  Dr.  James  L.  Heffernan 
of  Jellico,  Tennessee,  the  Anderson-Camp- 
bell  Counties  Medical  Society  lost  the  oldest 
and  one  of  the  most  faithful  members  and 
we  sincerely  deplore  his  passing.  Doctor 
Heffernan  began  his  practice  in  this  moun- 
tain section  when  it  was  a real  hardship 
to  do  much  practice,  and  surgery,  of  which 
he  did  much,  was  all  done  in  the  patient’s 
home,  and  he  was  very  successful  in  this 
work. 

His  business  and  professional  contacts 
were  almost  universally  pleasant,  and  he 
was  truly  loved  by  all  who  knew  him. 

For  over  fifty  years  he  held  high  the 
professional  banner,  and  we  who  knew  him 
mourn  his  loss. 

A copy  of  this  resolution  is  to  be  sent  to 
the  State  Medical  Journal  and  a copy 
to  his  widow. 

James  S.  Hall, 
Roscoe  C.  Pryse, 
Hugh  C.  Chance, 
Committee. 


William  Earl  Bryan 

Dr.  William  Earl  Bryan  died  suddenly 
December  29,  1944,  at  his  home,  111  Ridge- 
side  Road,  Chattanooga,  Tennessee. 

Doctor  Bryan  was  born  in  Memphis, 
Tennessee,  December  7,  1886.  He  was  a 
graduate  of  Tennessee  School  of  Medicine, 
Memphis,  1917.  He  was  assistant  chief  of 
staff,  Baroness  Erlanger  Hospital;  former 
president  of  the  Chattanooga  and  Hamilton 
County  Medical  Society;  former  chairman 
of  the  Board  of  Stewards  of  Centenary 
Methodist  Church  ; and  member  of  the  Civi- 
tan  Club.  Doctor  Bryan  was  a veteran  of 
World  War  I.  He  served  as  lieutenant  com- 
mander in  the  Navy  aboard  the  flagship 
U.  S.  S.  Pennsylvania.  He  was  transferred 
to  the  hospital  ship  Mercy  and  made  five 
trips  overseas.  Doctor  Bryan  had  practiced 
in  Chattanooga  since  1920. 
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Doctor  Bryan  was  a man  of  strong  con- 
victions, but  always  courteous,  and  one  need 
but  see  his  countenance  and  carriage  to 
realize  that  he  was  a gentleman  of  sterling 
qualities  and  a true  friend.  It  might  be 
said  of  him  as  of  an  English  statesman  in 
one  of  the  noblest  epitaphs  ever  written — 
“He  lived  usefully.” 

We,  the  committee  of  the  Chattanooga 
and  Hamilton  County  Medical  Society,  do 
hereby  express  on  behalf  of  the  society  its 
sense  of  personal  and  professional  loss  in 
the  passing  of  Doctor  Bryan,  and  do  hereby 
tender  the  following  resolutions: 

Be  it  resolved,  That  we  have  lost  in  Doc- 
tor Bryan  a loyal  and  valued  friend  and 
associate. 

Be  it  further  resolved,  That  we  extend  to 
his  bereaved  wife  our  sincere  sympathy. 

Be  it  further  resolved,  That  a copy  of 
these  resolutions  be  spread  upon  the  min- 
utes, a copy  sent  to  the  family  of  the  de- 
ceased, and  a copy  sent  to  the  State  Society. 

J.  B.  Steele  (Chmn.) 

R.  E.  Shelton 
C.  H.  Gurney 
P.  R.  Hysinger 
W.  R.  Irish 
J.  E.  Nelson 
J.  A.  Gentry 
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Dr.  W.  D.  Burkhalter,  assistant  health 
officer  of  the  Memphis  and  Shelby  County 
Health  Department,  resigned  on  January 
1,  1945,  to  enter  private  practice  in  Mem- 
phis, Tennessee.  His  office  is  at  1023  Mad- 
ison Avenue,  and  practice  is  limited  to  pe- 
diatrics. 


Cancellation  of  the  Clinical  Confer- 
ence of  the  Chicago  Medical 
Society 

The  Annual  Clinical  Conference  of  the 
Chicago  Medical  Society,  scheduled  to  be 
held  at  the  Palmer  House,  Chicago,  on  Feb- 
ruary 27,  28  and  March  1,  1945,  has  been 
cancelled. 


Cancellation  of  Midwest  Conference 
on  Rehabilitation 

At  the  request  of  the  War  Committee  on 
Conventions,  Washington,  D.  C.,  the  Insti- 
tute of  Medicine  of  Chicago  has  cancelled 
its  Midwest  Conference  on  Rehabilitation 
scheduled  for  Monday,  February  12,  at  the 
Drake  Hotel,  Chicago. 


Congress  on  Industrial  Health 
The  Council  on  Industrial  Health  of  the 
American  Medical  Association  announces 
that  the  Seventh  Annual  Congress  on  In- 
dustrial Health,  scheduled  to  convene  Feb- 
ruary 13-15  will  not  be  held. 


Announcement  of  New  Rheumatic 
Fever  Sound  Film  Strip 

“Jimmy  Beats  Rheumatic  Fever,”  a fif- 
teen-minute sound  film  strip,  has  just  been 
released  by  the  Metropolitan  Life  Insur- 
ance Company.  The  strip  was  made  under 
the  supervision  of  George  M.  Wheatley, 
M.D.,  assistant  medical  director  of  the 
company.  The  script  was  reviewed  by  T. 
Duckett  Jones,  M.D.,  of  the  House  of  the 
Good  Samaritan,  Boston,  Massachusetts, 
and  the  scenes  on  diversional  activities 
were  directed  by  Alice  Burkhardt,  recrea- 
tion consultant,  Visiting  Nurse  Service  of 
New  York.  It  was  first  shown  at  the  an- 
nual meeting  of  the  American  Academy  of 
Pediatrics,  where  it  was  enthusiastically 
received.  Officials  of  the  New  York  City 
Department  of  Health  and  the  Board  of 
Education  are  recommending  it  for  train- 
ing courses  for  nurses  and  teachers  as  well 
as  for  mothers’  clubs. 

The  strip  was  produced  primarily  for 
parents,  teachers,  and  others  who  work 
with  children.  It  is  an  eight-year-old  boy’s 
story  about  his  successful  battle  with  rheu- 
matic fever.  Because  his  mother  was  alert 
to  minor  signs  of  illness,  the  doctor  was 
able  to  diagnose  rheumatic  fever  in  the 
early  stage.  Under  medical  guidance  and 
with  the  assistance  of  the  visiting  nurse, 
Jimmy’s  mother  created  many  diversional 
activities  which  aided  his  recovery  during 
the  months  in  bed.  The  film  strip  also 
stresses  the  importance  of  following  the 
rules  of  healthful  living  and  of  medical 
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supervision  to  prevent  a recurrence  of  rheu- 
matic fever.  “Jimmy  Beats  Rheumatic 
Fever”  is  not  a motion  picture,  but  a single- 
frame thirty-five-millimeter  film  strip  with 
a sixteen-inch  record. 

Other  material  which  will  help  in  round- 
ing out  a program  on  rheumatic  fever  is 
available  from  the  company.  Requests  for 
this  and  the  strip  should  be  addressed  to 
Welfare  Division,  Metropolitan  Life  In- 
surance Company,  1 Madison  Avenue,  New 
York  10,  New  York. 


Bread  Enrichment  Should  Be 
Continued 

The  following  editorial  appeared  in  the 
Journal  of  the  American  Medical  Associa- 
tion for  January  20,  and  is  reproduced  for 
the  information  of  members. 

Among  the  important  applications  of  the 
numerous  advances  in  nutrition  is  the  de- 
velopment of  the  program  for  enrichment 
of  food.  By  order  of  the  War  Food  Ad- 
ministration all  baker’s  white  bread,  white 
rolls,  and  sweet  rolls  must  be  enriched  with 
vitamins  of  the  B complex  and  iron  to 
stated  levels.  The  content  of  enriched 
baked  goods  in  thiamine,  niacin,  and  iron 
is  thus  brought  to  the  desirable  high  levels 
of  these  constituents  found  in  similar  prod- 
ucts made  from  whole  wheat  flour.  The 
value  required  for  riboflavin  slightly  ex- 
ceeds that  of  whole  wheat  preparations. 

The  continuance  of  these  benefits  to  the 
nation’s  nutritional  standard  is  not  now- 
assured  beyond  the  duration  of  the  emer- 
gency. The  compulsory  enrichment  of 
baker’s  white  bread  and  rolls  terminates 
with  the  resolution  of  the  wartime  powers 
of  the  War  Food  Administration.  The  prob- 
lem then  reverts  to  the  individual  states  as 
to  whether  enrichment  of  these  foods  will 
continue  to  be  required.  Legislation  at  the 
federal  level  would  affect  only  those  prod- 
ucts handled  in  interstate  commerce.  Both 
federal  and  state  action  will  be  required  to 
insure  entirely  effective  regulations  for  en- 
richment of  food  throughout  the  country. 

The  need  in  the  American  diet  for  the 
additional  amounts  of  nutrients  supplied 
by  enrichment  of  baked  goods  has  been 
shown  by  dietary  surveys.  A summary  of 


these  surveys  published  by  the  National 
Research  Council1  revealed  a strikingly 
high  proportion  of  the  diets  below  the  rec- 
ommended levels  in  one  or  more  essentials. 
A detailed  study  of  the  average  American 
diet  prior  to  the  advent  of  enriched  flour 
and  bread  showed  the  thiamine  content  to 
be  .8  milligram  per  2,500  calories,2  where- 
as the  National  Research  Council’s  recom- 
mended daily  allowance  for  thiamine  is  1.6 
milligrams  for  this  caloric  intake.  In  an 
extension  of  the  work  mentioned  the  daily 
intake  of  riboflavin  was  determined  to  be 
1.4  milligrams  and  that  of  niacin  11  milli- 
grams per  2,500  calories.3 4  Both  these  fig- 
ures are  beltw  the  value  of  2.2  and  15  mil- 
ligrams respectively  recommended  by  the 
Research  Council  for  these  dietary  essen- 
tials. 

The  enrichment  of  flour  and  bread  is  con- 
sidered particularly  desirable  because  these 
foods  are  consumed  daily  in  significant 
amounts  by  practically  every  one.  They 
are  relatively  cheap  foods  and  are  there- 
fore used  extensively  by  the  low-income 
groups  whose  diets  are  most  in  need  of 
improvement.  The  addition  of  thiamine, 
riboflavin,  niacin,  and  iron  to  white  flour 
and  bread  serves  to  replace  what  has  been 
lost  in  the  milling  process.  The  appear- 
ance and  taste  of  the  original  food  are  not 
changed ; the  consumer  receives  added  nu- 
tritional value  without  change  in  food  hab- 
its or  conscious  effort.  Enriched  w-hite 
bread  is  not  intended  to  supplant  the  use 
of  whole-wheat  bread  by  those  preferring 
the  latter. 

The  effect  of  the  widespread  increase  in 
consumption  of  these  enriching  substances 
on  the  nation’s  nutrition  as  a result  of 
mandatory  enrichment  of  all  white  bread 
and  rolls  is  difficult  to  measure  accurately 
at  this  time.  All  methods  of  appraisal, 

Report  of  the  Committee  on  Diagnosis  and  Pa- 
thology, Food  and  Nutrition  Board,  National  Re- 
search Council,  Bulletin  109  of  the  National  Re- 
search Council,  November,  1943. 

Lane,  R.  L. ; Johnson,  E.;  and  Williams,  R.  R. : 
“Studies  of  the  Average  American  Diet.”  Journal 
of  Nutrition,  23:  613,  1942. 

3Cheldelin,  V.  H.,  and  Williams,  R.  R. : “Studies 
of  the  Average  American  Diet.”  Journal  of  Nu- 
trition, 26:  417,  1943. 

4“The  Facts  About  Enrichment  of  Bread  and 
Flour,”  prepared  by  the  Committee  on  Cereals, 
Food  and  Nutrition  Board,  National  Research 
Council,  September,  1944. 
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however,  indicate  a definitely  beneficial  in- 
fluence. It  has  been  calculated4  that,  if  all 
the  flour  and  white  bread  in  the  average 
prewar  diet  should  be  enriched,  the  aver- 
age thiamine  intake  would  be  increased  to 
1.6  milligrams,  that  of  riboflavin  to  1.6  mil- 
ligrams, and  that  of  niacin  to  17  milligrams 
per  2,500  calories.3  This  would  enable  the 
average  diet  in  this  country  to  meet  the 
recommended  allowances  for  thiamine  and 
niacin,  with  something  to  spare.  The 
amount  of  riboflavin  still  falls  short  of  the 
recommended  level,  but  new  information 
indicates  that  the  daily  allowance  for  ribo- 
flavin may  appropriately  be  lowered.  As 
more  direct  evidence  of  the  contribution 
of  bread  enrichment  to  the  improvement 
of  this  country’s  nutritional  status,  the 
statement  made  by  Doctor  Joliffe  of  the 
New  York  University  College  of  Medicine 
at  a public  hearing  held  by  the  War  Food 
Administration,  January  21,  1943,  is  par- 
ticularly significant: 

“I  attribute  to  bread  enrichment  a marked 
and  unmistakable  decrease  in  florid  beri- 
beri and  florid  pellagra  in  my  wards  at 
Bellevue  Hospital.  In  1938-39  little  bread 
was  enriched ; in  1942-43  seventy-five  per 
cent  or  more  has  been  enriched  in  New 
York  City.  This  has  been  accompanied  by 
a decrease  of  three-fourths  in  our  cases  of 
florid  beriberi  and  two-thirds  in  florid  pel- 
lagra.” 

The  benefits  which  accrue  to  the  vastly 
greater  number  of  individuals  suffering 
from  milder  chronic  degrees  of  these  de- 
ficiency states,  in  many  cases  unrecognized 
or  attributed  to  other  causes,  can  probably 
be  considered  the  greatest  contribution  of 
enrichment.  An  improvement  in  the  gen- 
eral health  and  well-being  and  an  increased 
efficiency  in  the  population  as  a whole  may 
be  anticipated,  since  carefully  controlled 
experimental  groups  have  shown  measur- 
able benefits  as  a result  of  dietary  increases 
of  enrichment  materials  to  enrichment 
levels. 

The  Food  and  Nutrition  Board  of  the 
National  Research  Council  and  the  Council 
on  Foods  and  Nutrition  of  the  American 
Medical  Association,  groups  particularly 
cognizant  of  the  beneficial  effect  of  nation- 


wide enrichment  of  white  bread  on  the 
American  dietary,  have  called  attention  to 
the  necessity  of  making  this  requirement 
permanent  throughout  the  country.  In 
1941  the  Board  of  Trustees  of  the  Ameri- 
can Medical  Association  approved  the  rec- 
ommendations for  bread  enrichment.  The 
American  Public  Health  Association  has 
recently  adopted  a resolution  favoring  ap- 
propriate federal  and  state  action  for  the 
perpetuation  of  the  benefits  of  enrichment. 
South  Carolina,  Louisiana,  Alabama,  Texas, 
Mississippi,  and  Kentucky  have  already 
adopted  legislation  requiring  the  enrich- 
ment of  all  white  bread  and  white  flour  sold 
within  their  borders.  Similar  legislation 
is  being  given  consideration  at  present  in 
other  states.  The  physician,  who  can  give 
effective  support  to  these  measures,  should 
recognize  the  contribution  made  by  the  en- 
richment of  bread  to  the  improvement  of 
our  diets.  If  the  nutritional  gains  thus  far 
made  are  to  be  maintained,  the  active  in- 
terest of  every  informed  person  who  has 
the  public  interest  at  heart  will  be  required. 


Army  Doctors  Say  the  Tick  Is  Important 
Cause  of  Tularemia 

REPORT  FIFTEEN  CASES  OF  THE  DISEASE  IN 

SOLDIERS  FROM  AN  ARMY  MANEUVER 
AREA  IN  TENNESSEE  BETWEEN  MAY 
14  AND  JUNE  12,  1943 

The  tick  is  an  important  cause  of  tulare- 
mia, four  Army  doctors  declare  in  The 
Journal  of  the  American  Medical  Associa- 
tion for  January  27  in  reporting  fifteen 
cases  of  the  disease  in  soldiers  from  an 
Army  maneuver  area  in  Tennessee  between 
the  dates  of  May  14  and  June  12,  1943. 
Tularemia  also  is  known  as  “rabbit  fever” 
and  can  be  contracted  by  handling  with 
bare  hands  the  raw  flesh  and  blood  of 
rabbits. 

“The  cases  we  report  emphasize  the  im- 
portance of  the  tick  as  a cause  of  human 
tularemia,”  Major  George  V.  Byfield,  Cap- 
tain Lawrence  Breslow,  Captain  Roland  R. 
Cross,  Jr.,  and  Captain  Noel  J.  Hershey, 
Medical  Corps,  Army  of  the  United  States, 
say.  “The  tick,  we  believe,  is  too  frequent- 
ly thought  of  primarily  as  an  intermediate 
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host  of  Rocky  Mountain  spotted  fever ; how- 
ever, the  tick  is  receiving  more  recognition 
in  recent  literature  in  connection  with  Colo- 
rado tick  fever,  American  Q fever,  tick 
paralysis,  and  Bullis  fever.  From  a sta- 
tistical point  of  view,  we  noted  with  interest 
that  during  the  same  thirty-day  period  our 
fifteen  cases  of  tularemia  were  seen  only 
two  cases  of  Rocky  Mountain  spotted  fever 
were  admitted  to  the  hospital.  Thus  tula- 
remia in  this  particular  area  was  numerical- 
ly more  prominent  of  the  two  tick  borne 
diseases.  . . .” 

There  were  no  deaths  among  the  fifteen 
cases.  The  severity  of  the  disease  varied 
widely,  being  very  mild  in  some  instances 
and  moderately  severe  and  prolonged  in 
others.  Symptoms  developed  from  one  to 
nine  days  after  the  tick  bite. 

The  four  men  say  that  either  or  both  the 
dog  tick  and  the  lone  star  tick  might  have 
been  the  transmitting  agents  among  the 
soldiers  involved. 

“Presumably,”  they  say,  “the  infected 
tick  bites  its  host  and  feeds  for  an  unde- 
termined period  before  transmission  of  the 
disease  occurs.  The  infectious  agent  can 
penetrate  the  unbroken  skin,  however,  and 
it  is  theoretically  possible  that  simple  con- 
tact of  the  ticks  or  the  accidental  crushing 
of  the  tick  could  cause  transmission  of  the 
infection.  This  might  explain  the  method 
by  which  the  disease  was  produced  in  pa- 
tients not  giving  a definite  history  of  the 
tick  bite. 

“The  number  of  civilians  exposed  to  tick 
bites  and  the  degree  of  their  exposure  are 
usually  considerably  less  than  encountered 
in  a military  problem  such  as  described  in 
this  presentation.  Therefore  tick  borne  tu- 
laremia is  of  relatively  less  importance  in 
the  civilian  population  than  in  the  mili- 
tary service.  The  problem  of  prophylaxis 
against  tick  borne  tularemia  is  important 
to  the  Army  particularly  and  should  be 
approached  in  a manner  similar  to  that  pre- 
scribed by  the  Army  for  prevention  of 
Rocky  Mountain  spotted  fever.  It  is  sug- 
gested that  tick-infested  areas  be  avoided. 
Failing  this,  one  should  remove  ticks  from 
one’s  clothing  and  body  at  least  once  daily. 
. . . Ticks  should  be  removed  by  tweezers 


or  with  cotton  saturated  with  iodine.  The 
tick  should  not  be  crushed  with  the  bare 
fingers.  The  site  of  the  tick  bite  should 
be  painted  with  iodine  and  the  hands 
washed  thoroughly  after  the  removal  of 
ticks.  One  cannot  rely  on  one’s  sensorium 
to  determine  when  ticks  are  attached,  as 
there  is  frequently  an  insignificant  degree 
of  pain  and  irritation. 

“During  the  forty-five  days  following  the 
period  covered  by  our  report,  there  occurred 
eleven  additional  cases  of  tularemia.  The 
number  of  cases  may  seem  relatively  small 
as  compared  with  the  number  of  hospitali- 
zations due  to  all  other  causes  combined. 
However,  each  case  of  tularemia  requires, 
as  a minimum,  approximately  six  to  seven 
weeks  of  hospitalization  and  convalescence. 
The  number  of  days  lost  due  to  this  disease 
is  obviously  great.” 


NEWS  RELEASES  ABOUT  THE  MED- 
ICAL DEPARTMENT  OF  THE  ARMY 


The  Medics 

The  “medic”  is  a must  in  any  fighting 
force.  He  is  likely  to  combine  the  func- 
tions of  Kipling’s  Gunga  Din,  Florence 
Nightingale,  the  Good  Samaritan,  and  the 
most  skillful  surgeon  science  has  produced. 
He  frequently  does  so  at  the  cost  of  his  own 
life.  Unarmed  stretcher-bearers  seek  out 
the  wounded  where  the  shells  are  still  strik- 
ing. Because  they  know  that  time  is  of 
the  essence,  they  are  always  in  a hurry. 
Sometimes  a complicated  operation  has  to 
be  performed  in  a fox  hole.  During  the 
Metz  offensive  a nineteen-year-old  medical 
aid  saved  a doughboy’s  life  by  cutting  a 
fountain-pen  tube  into  his  throat  with  a 
pocketknife.  But  they  try  hard  to  get  the 
victim  to  the  nearest  hospital.  Maybe  it 
is  a blasted  barn  or  an  open  cellar.  It  may 
be  a tent  over  the  brow  of  the  next  hill, 
with  the  surgeons  operating  under  enemy 
fire.  At  Bastogne  two  or  three  surgeons 
had  to  handle  800  patients  with  nothing  to 
dull  their  pain  but  cognac.  Everybody 
cheered  when  five  more  surgeons  got 
through  by  plane  and  glider. 

There  is  little  glory  in  the  Medical  Corps. 
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It  is  just  hard,  dirty  work,  and  mighty 
dangerous.  The  Red  Cross  seems  to  mean 
little  to  the  enemy.  He  has  bombed  hos- 
pital tents  from  Anzio  to  Aachen.  These 
medics  are  tough,  but  among  the  torn  and 
dying  men  learn  to  be  tender,  too.  They 
shun  glory,  but  they  have  their  pride.  They 
are  proud  to  have  saved  ninety-seven  out 
of  every  hundred  wounded.  They  are  proud 
that  their  miracle  drugs  and  blood  banks 
send  from  fifty  to  eighty  back  to  fight  again. 
They  are  proud  because  nobody  in  our  whole 
vast  Army,  not  even  the  foremost  combat 
crew  or  the  deadliest  flying  wing,  has  done 
a finer  job  than  the  Medical  Corps. — Neiv 
York  Times,  January  5,  1945. 


Importance  of  Preventive  Medicine 
War  always  spotlights  the  dramatic  role 
played  by  surgery  and  medicine.  Less  fre- 
quently does  some  unusual  situation  shift 
the  spotlight  to  the  highly  important  role 
played  by  preventive  medicine  as,  for  in- 
stance, when  our  troops  landed  in  the  Phil- 
ippines. There  they  found  that  the  civilian 
population  had  suffered  woefully  for  lack 
of  a preventive  medicine  program  under 
Japanese  domination.  Sanitation  had  de- 
teriorated. Food  was  inadequate.  Great 
numbers  of  the  people  were  suffering  from 
tropical  ulcers,  yaws,  intestinal  diseases, 
and  vitamin  deficiency  diseases.  They  were 
endangered  by  cholera,  smallpox,  and  ty- 
phoid fever.  Now,  with  the  return  of  our 
troops,  preventive  medicine  is  again  being 
practiced  in  the  islands.  Carrying  out 
plans  prepared  by  the  Civil  Public  Health 
Division  of  the  Preventive  Medicine  Serv- 
ice, Office  of  the  Surgeon  General,  sanita- 
tion is  being  restored.  The  people  are 
being  immunized  against  diseases.  Health 
offices  have  been  reestablished  in  the  ma- 
jority of  communities  wrested  from  the 
Japs  and  dental  clinics,  dispensaries,  and 
hospitals  have  been  established. 


Strength  of  the  Army  Medical 
Department 

In  connection  with  the  recent  announce- 
ment that  the  Army  is  no  longer  recruiting 
physicians,  the  following  figures  are  of 
interest ; 


The  Army  Medical  Department  has 
grown  from  8,010  at  the  beginning  of  World 
War  I until  it  now  numbers  680,891.  Of 
this  number  approximately  44,651  are  in 
the  Medical  Corps,  14,948  in  the  Dental 
Corps,  2,012  in  the  Veterinary  Corps,  2,364 
in  the  Sanitary  Corps,  15,078  in  the  Medical 
Administrative  Corps,  59  in  the  Pharmacy 
Corps,  40,305  in  the  Army  Nurse  Corps,  and 
there  are  559,327  enlisted  men,  813  physical 
therapy  aids,  and  1,334  hospital  dietitians. 


Praise  from  Overseas 

Following  is  an  extract  from  a personal 
letter  written  “not  far  from  Germany”  by 
Corporal  J.  C.  Kreamer  of  the  infantry  to 
Colonel  Floyd  L.  Wergeland,  MC,  director 
of  the  Training  Division,  Office  of  the  Sur- 
geon General: 

“My  life  now  rests  in  the  hands  of  God 
and  the  Medical  Corps.  Due  to  the  mud 
and  cold,  I developed  a case  of  GI’s  and 
was  sent  to  the  collecting  station  for  treat- 
ment. I cannot  say  enough  for  the  care  I 
received.  ...  It  was  not  only  the  technical 
skill  that  was  shown  me,  but  more  than 
that — the  unfailing  courtesy,  sympathy, 
and  cheerfulness  of  the  men  in  the  corps. 
You  and  your  staff  should  be  congratulated 
for  the  splendid  training  program  that  you 
have  instituted  and  are  maintaining.  What- 
ever you  may  have  been  told  about  the  aid 
men,  know  that  it  is  all  true.  There  is 
not  a GI  here  who  has  been  up  front  who 
does  not  have  a word  of  praise  for  the  men 
with  the  Red  Cross  brassard.” 


The  Critical  Nurse  Shortage 
“Our  battle  casualties  are  mounting 
daily,”  Major  General  Norman  T.  Kirk,  the 
Surgeon  General,  stated  at  Mayor  La  Guar- 
dia’s  Nurse  Recruiting  Meeting  in  New 
York  City  on  January  4.  “Not  only  has 
this  increased  the  nursing  problem  over- 
seas,” he  continued,  “but  it  increases  the 
problem  of  taking  care  of  those  casualties 
who  are  being  returned  from  overseas. 

“Last  month  over  thirty  thousand  wound- 
ed and  sick  were  returned  to  the  United 
States  by  airplane  and  hospital  ship.  We 
expect  that  this  number  will  be  even  greater 
this  month.  These  men  all  need  nursing 
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care.  We  had  foreseen  this  emergency. 
Since  last  October  the  Army  Medical  De- 
partment has  been  stressing  the  need  for 
10,000  additional  nurses.  We  sent  a per- 
sonal appeal  to  each  one  of  the  27,000 
nurses  that  the  War  Manpower  Commission 
told  us  were  available  for  duty.  Our  re- 
turns from  that  appeal  were  pitiful.  We 
received  760  answers  and  signed  up  227 
nurses  from  that  group. 

“This  same  shortage  of  nurses  is  evident 
in  the  zone  of  the  interior.  On  January  2 
Percy  Jones  General  Hospital  had  3,699  hos- 
pital and  convalescent  patients.  There  were 
eighty-five  army  nurses  there  to  take  care 
of  them.  That  is  a ratio  of  one  nurse  to 
forty-three  patients.  In  addition  to  the 
army  nurses,  there  were  thirty-three  civil- 
ian nurses,  twenty-three  nurse’s  aids,  and 
thirty-six  WAC  technicians.  Including  the 
civilian  nurses,  and  nurse’s  aids,  the  ratio 
is  still  one  to  twenty-six. 

“The  situation  has  grown  so  critical  that 
suggestions  have  been  made  that  the  Army 
draft  nurses  through  Congressional  action. 
It  looks  as  if  this  will  be  necessai’y  to  meet 
the  immediate  demand  for  nurses.” 

Forty-eight  hours  later,  in  his  message 
to  Congress,  President  Roosevelt  said : 
“Since  volunteering  has  not  produced  the 
number  of  nurses  required,  I urge  that  the 
Selective  Service  Act  be  amended  to  pro- 
vide for  the  induction  of  nurses  into  the 
armed  forces.  The  need  is  too  pressing  to 
await  the  outcome  of  further  efforts  at 
recruiting.” 


NEWS  FROM  AND  ABOUT 
TENNESSEE  DOCTORS  IN 
THE  MILITARY  SERVICE 


Lieutenant  H.  B.  Fuqua  (j.g.),  Medical 
Corps,  U.  S.  N.  R.,  Camp  Croft,  South  Caro- 
lina, is  now  located  at  the  Federal  Building, 
Spartanburg,  South  Carolina. 

Captain  D.  J.  John,  Medical  Corps,  is 
now  located  at  the  Welch  Convalescent  Hos- 
pital, Daytona  Beach,  Florida. 

Major  R.  Beverly  Ray,  Medical  Corps, 
Seymour  Johnson  Field,  North  Carolina,  to 
Westover  Field,  Massachusetts. 

Lieutenant  Lyman  A.  Kasselberg,  Station 


Hospital,  Camp  Croft,  South  Carolina,  to 
Station  Hospital,  Camp  Sibert,  Alabama. 

Colonel  Louis  F.  Verdell,  Medical  Corps, 
is  now  manager,  Veterans  Administration 
Facility,  Northport,  Long  Island,  New  York. 

We  have  just  received  the  overseas  postal 
address  of  the  following  physicians  who 
are  serving  as  medical  officers  in  the  armed 
forces:  Captain  J.  C.  Ayres,  Jr.,  Lieutenant 
Jeff  C.  Moore,  Jr.,  Lieutenant  Colonel  R.  B. 
Chrisman,  Jr.,  Lieutenant  Steward  R.  Mort- 
land,  Major  Barton  Etter,  Lieutenant  Com- 
mander R.  E.  Ching,  Lieutenant  Colonel 
Harwell  Wilson. 


The  following  letters  addressed  to  Dr. 
Ralph  H.  Monger,  secretary  of  the  Knox 
County  Medical  Society,  are  reprinted  from 
the  Knox  County  Society  Bulletin: 

A.  P.  O.,  care  Postmaster, 
San  Francisco,  California. 

Dear  Ralph: 

Just  a note  to  let  you  know  that  I am  not 
dead,  am  receiving  the  Tennessee  Med- 
ical Journal  and  reading  all  the  local  news 
contained  therein,  and  am  still  thinking 
about  you  and  all  my  good  doctor  friends 
back  in  Knoxville. 

ft  has  been  eighteen  months  since  I have 
seen  any  of  you.  Overseas  fifteen  months 
now.  Seems  pretty  long;  but  not  long 
enough  to  erase  any  of  my  fond  memories 
of  my  very  pleasant  relations  with  all  you 
fellows  there.  The  news  is  so  good  these 
days  that  I am  confident  I’ll  see  you  within 
the  next  twelve  months. 

My  health  has  been  excellent.  I have 
noted,  with  great  regret,  the  passing  of 
some  good  friends  of  mine  back  there. 

May  all  of  us  be  reunited  some  day  real 
soon.  With  best  wishes  to  all  of  you. 

Sincerely, 

Phil  Thomas,  Major,  M.  C. 

A.  P.  O. — care  Postmaster, 
San  Francisco,  California, 
November  11,  1944. 


Dear  Ralph : 

Well,  I don’t  have  anything  to  write  about 
except  New  Guinea.  Arrived  here  after 
twenty-three  days  on  the  water,  without 
convoy,  safe  and  sou 
eventful  trip. 


February,  1945 
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This  climate  is  like  Florida,  except  that 
we  have  mud  instead  of  sand  and  rocky 
bluffs  instead  of  beaches.  Have  moved  my 
tent  recently  and  am  only  about  ten  feet 
from  the  water’s  edge,  although  fifty  feet 
high.  Plenty  of  fresh  air.  In  some  places 
on  this  island  they  have  212  inches  of  rain 
and  I don’t  think  any  place  has  less  than  167 
inches.  We  use  open-air  showers  and  “out- 
houses” we  call  latrines,  both  on  the  Pacific 
edge.  Our  area  is  “comparatively”  dry. 

Guess  we’ll  be  here  two  or  three  months 
and  then  move  up  closer  to  set  up  our  hos- 
pital. Some  of  us  will  work  in  the  hospital 
here.  As  I see  it,  most  of  the  medical 
cases  will  be  skin  and  neuropsychiatric. 

The  natives  here  are  like  little  short  nig- 
gers. Haven’t  seen  any  of  their  women. 
They  live  in  the  hills  close  by.  I am  going 
to  try  to  visit  one  of  their  villages.  They 
are  willing,  but  the  Army  doesn’t  want  any- 
one to  go  up.  They  live  on  cocoanuts, 
bananas,  and  an  occasional  pig,  also  herbs. 
They  are  very  primitive  and  it  seems  the 
Australians  have  done  little  for  them.  They 
buy  their  wives  with  dogs  and  pigs.  The 
number  depends  on  how  young  and  “pretty” 
they  are. 

If  anyone  in  the  States  tells  you  you  can’t 
get  this  and  that  because  it  is  all  going  to 
the  Army,  tell  them  it’s  the  bunk.  The 
post  exchanges  here  are  bare.  I had  a piece 
of  beef  yesterday,  the  first  meat  (other 
than  canned  hash)  I have  had  in  the  ten 
days  I have  been  here.  We  get  a little 
“tropical”  chocolate  which  is  hard,  but 
good,  also  get  some  “tropical”  butter  which 
doesn’t  get  too  hard  in  winter  or  too  soft 
in  summer.  Haven’t  seen  or  heard  of  chewT- 
ing  gum. 

We  have  movies  three  times  a week.  We 
are  rationed  six  cans  of  beer  a week  and 
a choice  of  one  carton  of  cigarettes  or 
twenty  cigars.  We  use  Australian  money, 
and  I think  it  is  because  this  is  their  terri- 
tory and  they  gain  on  the  exchange.  Our 
theatre  is  open  air.  The  films  are  fairly 
recent. 

You  can’t  realize  the  activity  going  on 
here.  More  ships  in  and  out  than  go  in  and 
out  of  San  Francisco,  it  looks  to  me. 

It  gets  dark  here  at  5:45  P.M.  and  I’m 


always  on  my  cot  under  a mosquito  net  by 
8:00  P.M.  except  on  movie  nights,  when  I 
stay  up  until  9 :00.  I am  beginning  to  turn 
a little  yellow  from  the  atabrine  I’m  tak- 
ing; however,  I have  not  seen  or  heard  but 
one  mosquito  since  I have  been  here. 

Plenty  of  airplanes,  too.  Chiefly  cargo 
planes,  I guess.  The  safety  of  this  place 
is  borne  out  by  the  fact  that  we  don’t  have 
black-outs.  Many  outfits  work  the  night 
through. 

It  takes  straight  mail  about  six  weeks 
to  get  here,  airmail  and  V-mail  about  ten 
days.  I’m  very  well  and  would  be  perfect- 
ly happy  in  this  simple  life  if  I just  had 
my  family  with  me.  Hope  your  family  are 
all  o.k. 

Sincerely, 

George  Henson,  Lt.  Col.,  M.  C. 


WOMAN'S  AUXILIARY 


The  Medical  Auxiliary  of  Knox  County 
held  their  annual  Christmas  dinner,  hon- 
oring their  husbands,  at  the  Andrew  John- 
son Hotel  on  December  14. 

After  the  dinner,  the  party  was  enter- 
tained by  a showing  of  old  photographs  of 
the  various  members  of  the  Medical  Society 
thrown  on  a screen.  Much  guessing  and 
good-natured  fun  was  the  result. 

Toys  and  candy  for  the  patients  at  the 
General  Hospital  were  brought  by  members 
of  the  Auxiliary. 

All  the  regular  meetings  of  the  year  have 
been  held  and  well  attended. 

A tea  and  a book  shower  for  the  nurses 
was  given  in  October.  Mrs.  Dan  Thomas 
as  president  and  her  committees  are  doing 
an  excellent  job. 

(Signed)  Mrs.  H.  E.  Christenberry, 

Assistant  Publicity  Chairman. 


MEDICAL  SOCIETIES 


Officers  for  1945 
Anderson-Campbell  County: 

Dr.  J.  F.  Slemons,  Jellico,  President. 

Dr.  R.  L.  Gallaher,  Caryville,  Vice-Presi- 
dent (for  Campbell  County). 
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Dr.  0.  E.  Ballou,  Clinton,  Vice-President 
(for  Anderson  County). 

Dr.  Roscoe  C.  Pryse,  La  Follette,  Secre- 
tary. 

Giles  County: 

Dr.  W.  K.  Owen,  Pulaski,  President. 

Dr.  G.  C.  Grimes,  Aspen  Hill,  Vice-Presi- 
dent. 

Dr.  J.  U.  Speer,  Pulaski,  Secretary. 


Greene  Comity: 

Dr.  P.  L.  Fisher,  Greeneville,  President. 
Dr.  M.  A.  Blanton,  Mosheim,  Vice-Presi- 
dent. 

Dr.  R.  S.  Cowles,  Greeneville,  Secretary- 
Treasurer. 


Grundy  County: 

Dr.  U.  B.  Bowden,  Pelham,  President. 

Dr.  O.  H.  Clements,  Palmer,  Vice-Presi- 
dent. 

Dr.  T.  F.  Taylor,  Monteagle,  Secretary. 


Hamblen  County: 

Dr.  Y.  A.  Jackson,  Morristown,  Presi- 
dent. 

Dr.  H.  W.  Bennett,  Morristown,  Vice- 
President. 

Dr.  R.  A.  Purvis,  Morristown,  Secretary. 


Knox  County: 

Dr.  Herbert  Acuff,  Knoxville,  President. 
Dr.  H.  Dewey  Peters,  Knoxville,  Vice- 
President. 

Dr.  Ralph  H.  Monger,  Knoxville,  Secre- 
tary. 


McMinn  County: 

Dr.  John  C.  Sharp,  Etowah,  President. 
Dr.  W.  S.  Moore,  Etowah,  Vice-President. 
Dr.  Helen  M.  Richards,  Athens,  Secre- 
tary. 


Putnam  County: 

Dr.  Z.  L.  Shipley,  Cookeville,  President. 
Dr.  Lex  Dyer,  Cookeville,  Vice-President. 
Dr.  Thurman  Shipley,  Cookeville,  Secre- 
tary. 


Sevier  County: 

Dr.  R.  J.  Ingle,  Sevierville,  President. 


Dr.  R.  A.  McCall,  Sevierville,  Vice-Presi- 
dent. 

Dr.  C.  P.  Wilson,  Sevierville,  Secretary. 


Washington,  Carter,  Unicoi  Counties: 

Dr.  W.  G.  Frost,  Elizabethton,  President. 
Dr.  J.  R.  Moody,  Erwin,  Vice-President 
(for  Unicoi  County). 

Dr.  Carroll  H.  Long,  Johnson  City  (for 
Washington  County). 

Dr.  H.  W.  Crouch,  Mountain  Home,  Sec- 
retary. 


Williamson  County: 

Dr.  J.  0.  Walker,  Franklin,  President. 
Dr.  B.  T.  Nolen,  Franklin,  Vice-President. 
Dr.  H.  C.  Stewart,  Franklin,  Secretary. 


At  a meeting  held  in  Jackson,  Tennessee, 
on  Tuesday  evening,  January  2,  physicians 
from  Madison,  Decatur,  Henderson,  Mc- 
Nairy,  Fayette,  Hardeman,  and  Haywood 
Counties  combined  their  medical  societies 
into  one  society  to  be  known  as  the  “Con- 
solidated Medical  Assembly  of  West  Ten- 
nessee.” The  officers  elected  in  December 
to  serve  throughout  1945  were  as  follows : 

Dr.  E.  M.  Smith,  Selmer,  President. 

Dr.  John  Morris,  Somerville,  First  Vice- 
President. 

Dr.  Cornelia  Huntsman,  Lexington,  Sec- 
ond Vice-President. 

Dr.  Roy  Lanier,  Brownsville,  Third  Vice- 
President. 

Dr.  Stanford  Herron,  Jackson,  Secretary- 
Treasurer. 

Dr.  J.  C.  Peterson  and  Dr.  W.  W.  Frye 
of  Vanderbilt  University,  Nashville,  were 
the  principal  speakers  at  the  meeting  held 
on  February  6. 


Knox  County: 

January  16 — “The  Prevention  of  Blind- 
ness in  Pseudotumors,”  by  Dr.  Earl  Dona- 
than.  Discussion  by  Drs.  Kenneth  Chris- 
tenberry  and  R.  L.  Leach.  Case  report  by 
Dr.  George  L.  Inge. 

January  30 — “Some  Psychiatric  Points  of 
Interest  for  the  General  Practitioner,”  by 
Dr.  Jesse  C.  Hill.  Discussion  by  Dr.  Fred 
Dupree.  Case  report  by  Dr.  W.  R.  Cross. 
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By  R.  B.  Wood,  M.D. 

By  D.  R.  Thomas,  M.D. 
Medical  Arts  Building,  Knoxville 


Diabetes  Mellitus  as  Observed  in  One  Hundred  Cases 

for  Ten  or  More  Years.  I.  General  Observations. 

Russell  Richardson,  M.D.,  and  Morris  H.  Bowie. 

American  Journal  of  Medical  Sciences,  January,  1945. 

This  study  is  based  on  100  persons  suffering  with 
diabetes  of  ten  or  longer  years  in  duration.  They 
were  referred  to  the  cardiac,  peripheral  vascular, 
and  ophthalmologic  clinics.  During  their  diabetic 
life  these  patients  had  been  on  a diet  of  Ch.  125 
to  200,  P.  one  gram  per  kilogram  or  above  and  F 
between  seventy  and  110  grams. 

There  were  twenty-five  per  cent  male  and  sev- 
enty-five per  cent  female  in  the  group  and  seventy- 
five  per  cent  had  had  their  diabetes  over  ten  years. 
Eighty-two  per  cent  had  kept  their  weight  at  the 
desired  level  of  slightly  under  normal  standards; 
forty-nine  per  cent  knew  of  diabetes  in  their  fam- 
ily history ; thirty-nine  per  cent  had  not  been  forced 
to  enter  the  hospital  because  of  any  complications; 
twenty-six  per  cent  had  developed  acidosis.  In  the 
series  four  groups  were  recognized  in  reference  to 
severity:  (1)  no  insulin,  comprising  nineteen  per 
cent  of  the  series;  (2)  taking  less  than  twenty-five 
units,  comprising  thirty-one  per  cent;  (3)  taking 
twenty-five  to  fifty  units,  twenty-two  per  cent;  (4) 
those  taking  over  fifty  units  of  insulin  daily,  com- 
prising twenty-eight  per  cent.  In  a similar  manner 
the  series  was  divided  into  four  groups  on  the  basis 
of  control  of  the  diabetes.  Group  1 whose  blood 
sugar  was  below  140  milligrams;  Group  2 with 
blood  sugar  between  140  and  180  milligrams; 
Group  3 with  average  between  180  and  250 ; and 
Group  4 with  blood  sugar  of  250  milligrams  or 
above.  Twenty  per  cent  fell  in  Group  1,  forty  per 
cent  in  Group  2,  thirty-two  per  cent  in  Group  3, 
and  eight  per  cent  in  Group  4. 

A few  patients  developed  other  illnesses  during 
the  course  of  observation,  four  patients  developing 
syphilis,  nine  tuberculosis;  sixty-six  patients  had 
some  arterial  sclerosis;  seven  women  had  hyperthy- 
roidism; sixteen  patients  had  gall-bladder  disease, 
seven  with  stones,  four  of  whom  were  successfully 
operated.  No  special  tendency  to  anemia  was  noted. 

II.  Cardiac  Studies.  Joseph  Edeiken,  M.D. 

The  purpose  of  this  study  was  to  determine  the 
status  of  the  heart  and  aorta  of  patients  who  have 
been  on  low  fat,  high  carbohydrates  for  ten  years 
or  longer.  Of  this  group  of  100,  sixty-nine  per  cent 
were  over  fifty,  though  forty-five  per  cent  had  no 
cardiac  complaints;  eight  persons  had  angina  and 
five  other  women  had  indefinite  chest  pains.  The 
history  or  E.  K.  G.  suggested  coronary  occlusion 


had  occurred  in  four  other  instances.  Thirty-eight 
of  the  entire  group  had  a blood  pressure  over  160 
and  all  of  these  were  over  fifty  and  females  pre- 
dominated two  to  one.  Ten  of  the  thirty-eight  had 
cardiac  enlargement  and  sixteen  showed  abnormali- 
ties of  the  aorta.  E.  K.  G.  changes  were  inverted 
T waves  in  four  cases,  auricular  fibrillation  in  two, 
one  with  rheumatic  heart  disease,  the  other  with 
hyperthyroidism.  Six  showed  conduction  defects, 
and  of  these  all  were  over  fifty  and  five  had  hyper- 
tension. Twenty-three  cases  showed  slurring  of  the 
Q.  R.  S.  Sixty-six  of  the  100  showed  normal  size 
and  nine  doubtful.  “Left  ventricular  strain”  was 
not  noted. 

III.  Ocular  Findings.  Irving  H.  Leopold. 

Conclusions  drawn  by  the  author  are: 

“1.  Closely  controlled  therapy  has  apparently  re- 
duced the  incidence  of  coimeal  wrinkles  in  the 
diabetic. 

“2.  Increased  motility  of  pigment  found  in  the 
diabetic  has  not  been  affected  by  this  form  of  ther- 
apy, and  there  is  no  significant  difference  in  the 
incidence  in  the  treated  diabetic  and  in  the  non- 
diobetic  of  iritis,  muscle  palsies,  optic  neuritis,  optic 
atrophy,  or  of  the  senile  type  of  lens  changes. 

“3.  Complicated  cataracts  are  apparently  fewer 
in  the  ten-year  treated  diabetics  than  in  the  un- 
treated. 

“4.  Subcapsular  ‘snowflake’  cataracts  are  still 
found  in  the  ten-year  treated  diabetic. 

“5.  The  ten-year  treated  diabetic  has  an  inci- 
dence of  sclerosis  similar  to  the  nondiabetic  and 
to  the  diabetic  of  varying  duration  and  therapy. 

“6.  Deep  retinal  hemorrhages  and  exudates  in- 
crease with  the  duration  of  diabetes,  and  may  be 
slightly  decreased  by  closely  observed  therapy. 

“7.  Although  arteriosclerosis,  hypertension,  renal 
disease,  sepsis,  and  hyperglycemia  may  all  influ- 
ence the  incidence  of  deep  punctuate  hemorrhages 
and  waxy  exudates,  no  one  of  them  is  the  basic 
etiologic  factor. 

“8.  Increased  superficial  hemorrhages  can  be  ex- 
pected with  increased  duration  of  diabetes  even 
under  closely  observed  therapy.” 

IV.  Peripheral  Vascular  Findings  in  Eighty-Nine  of 

These  Cases.  Meyer  Naide,  M.D. 

Thirty-three  patients,  three  under  fifty,  showed 

evidence  of  peripheral  vascular  disease,  so  prema- 
ture arteriosclerosis  was  not  present.  There  were 
no  amputations  in  the  group.  Neuritis  occurred 
in  thirty-one  instances. 

Final  summary  of  the  series  of  four  articles  are: 

“1.  In  the  four  preceding  papers  is  presented  a 
study  of  100  patients  with  diabetes  mellitus  of  ten 
or  more  years’  duration  controlled  by  insulin  and 
measured  diets. 

“2.  Observations  show  that  in  at  least  forty-five 
per  cent  of  them  the  severity  of  the  diabetes  did 
not  progress. 

“3.  Neither  the  duration  nor  the  severity  of  the 
diabetes  appears  to  influence  the  incidence  of  hy- 
pertension, infection,  or  ocular  sclerosis.  However, 
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prolonged  diabetes  appears  to  increase  the  incidence 
of  deep  retinal  hemorrhages  and  exudates  and  su- 
perficial hemorrhages  in  the  eyes. 

“4.  The  incidence  of  cardiac  enlai'gement  in  those 
patients  who  had  hypertension  is  about  one-half 
that  observed  in  nondiabetic  hypertensives. 

“5.  In  our  patients  under  fifty  years  of  age  the 
incidence  of  cardiovascular  disease  was  lower  than 
that  previously  found  in  diabetics. 

“6.  Arteriosclerotic  occlusive  disease  of  the  lower 
extremities  was  found  in  forty-six  per  cent  of  the 
women  examined  and  in  twenty-two  per  cent  of  the 
men.  This  much  higher  incidence  in  diabetic 
women  than  in  women  without  diabetes  parallels 
the  greater  frequency  of  coronary  vessel  disease 
in  diabetic  as  compared  with  nondiabetic  women.” 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


A Therapeutic  Regimen  for  Eclampsia.  Rupert  E. 

Arnell.  American  Journal  of  Obstetrics  and  Gyn- 
ecology, Vol.  49,  No.  1,  January,  1945. 

There  is  presented  in  this  paper  a plan  of  man- 
agement of  eclampsia,  as  the  result  of  which  no 
maternal  deaths  occurred  in  142  personally  super- 
vised cases.  So  far  as  can  be  determined,  this  is 
the  largest  successful  series  to  be  recorded. 

The  therapeutic  regimen  outlined  is  neither  new 
nor  original,  but  it  is  believed  that  the  details  of 
its  application  are  not  always  carried  out  with  the 
care  with  which  they  were  applied  in  this  series. 
To  that  unremitting  care  are  attributed  the  suc- 
cesses which  were  achieved. 

The  plan  is  based  on  (a)  an  ultraconservative 
concept  of  management,  in  which  the  dangers  of 
both  overtreatment  and  indiscriminate  treatment 
are  evaluated;  (b)  constant  (in  the  most  literal 
sense  of  the  word)  observation  of  each  eclamptic 
patient  by  an  experienced  staff  throughout  the 
entire  course  of  treatment,  which  permits  (c)  care- 
ful integration  of  the  various  therapeutic  compo- 
nents into  an  individualized  regimen  rather  than 
their  application  as  a standard  routine  of  treat- 
ment. 

Special  factors  of  success  also  include:  (a)  fre- 
quent changes  of  posture,  plus  the  use  of  oxygen 
therapy  and  of  aspiration,  during  the  acute  phases 
of  the  disease;  (b)  limitation  of  sedation  to  the 
dosage  necessary  to  control  convulsions  and  hyper- 
irritability; (c)  limitation  of  dextrose  therapy  to 
the  smallest  amount  necessary  to  insure  a satisfac- 
tory urinary  output,  with  a return  to  oral  fluids 
in  maximum  amount  as  soon  as  the  swallowing 
reflex  returns;  (d)  delaying  labor  (unless  it  ensues 
spontaneously)  until  the  optimum  recovery  from 
the  acute  stage  has  taken  place;  (e)  induction  of 
labor  at  the  optimum  time  and  by  the  simplest 
possible  method,  medical  induction  being  repeated 
if  the  first  attempts  are  not  successful;  (f)  limita- 


tion of  operative  intervention  to  the  irreducible 
minimum,  and  the  use  of  local  analgesia  for  all 
forms  of  operative  work. 

Neither  the  patients’  future  health  nor  then* 
subsequent  pregnancies  are  in  any  way  jeopardized 
by  this  plan  of  management.  This  statement  is 
based  upon  (a)  observation  of  eighty-five  patients 
at  intervals  of  from  five  to  twelve  weeks  after 
delivery;  (b)  of  forty-six  patients  at  intervals  of 
from  one  to  five  years  after  delivery;  (c)  and  of 
thirty-four  patients  in  fifty-six  subsequent  preg- 
nancies. The  incidence  of  residua  was  no  larger  in 
the  intercurrent  group  of  patients  than  in  the 
whole  group  followed  up  and  was  smaller  than  in 
some  of  the  subgroups. 

Adequate  consideration  of  the  baby  yields  high 
dividends  in  fetal  salvage  without  increasing  the 
maternal  risk.  The  fetal  case  fatality  in  this  series 
was  24.2  per  cent;  it  showed  marked  improvement 
in  the  last  two  years,  when  the  principle  of  con- 
sideration for  the  child  was  increasingly  applied. 

Lack  of  adequate  prophylaxis  was  the  factor 
chiefly  responsible  for  the  development  of  eclamp- 
sia in  these  142  cases.  In  this  respect,  adequate 
care  during  gestation  is  not  sufficient.  Intelligent 
care  and  sound  judgment  are  also  needed  during 
labor  at  delivery  and  throughout  the  puerperium. 


The  Failure  of  the  Conservative  Treatment  of  Eclampsia. 

Carl  P.  Huber.  American  Journal  of  Obstetrics  and 

Gynecology,  Vol.  49,  No.  1,  81:  84,  January,  1945. 

All  patients  with  eclampsia  do  not  have  the  same 
serious  prognosis.  The  patient  who  develops  her 
initial  convulsion  during  the  course  of  labor  has, 
in  general,  a better  prognosis  than  the  patient 
with  antepartum  convulsions.  The  postpartum 
eclamptic,  unless  neglected,  has  a still  better  prog- 
nosis. There  is,  in  fact,  a great  variation  in  the 
severity  of  eclampsia  developing  before  the  onset 
of  labor  so  that  some  patients  are  easily  controlled, 
while  others  progress  to  a fatal  termination  in  spite 
of  any  therapy  that  may  be  undertaken. 

During  the  five-year  period  from  January  1, 
1938,  to  December  31,  1943,  there  were  6,994  pa- 
tients delivered  in  the  William  H.  Coleman  Hos- 
pital, Indiana  University  Medical  Center.  There 
were  fifty-one  eclamptic  patients  during  this  time. 
This  represents  a gross  incidence  of  seven  in  each 
1,000  deliveries.  Thirty-seven  of  the  fifty-one 
eclamptic  patients  were  admitted  to  the  hospital  as 
emergencies  and  had  not  been  previously  seen  by 
the  staff.  The  staff  accepted  responsibility  for  the 
development  of  eclampsia  in  the  remaining  fourteen 
patients,  an  incidence  of  two  in  each  1,000  de- 
liveries. 

It  is  perhaps  interesting  to  note  that  eclampsia 
appeared  in  this  service  during  every  month  of  the 
year  but  January.  Thirty-six  per  cent  of  the 
eclamptic  patients,  however,  were  seen  during  the 
months  of  May  and  June.  Only  nine  of  the  fifty- 
one  patients  had  had  more  than  one  previous  de- 
livery and  thirty-five  were  pregnant  for  the  first 
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time.  Eighty-four  per  cent  were  under  thirty  years 
of  age. 

In  the  total  series  there  were  twelve  maternal 
deaths,  a loss  of  23.5  per  cent.  There  were  also 
eighteen  fetal  and  neonatal  deaths,  an  infant  mor- 
tality of  thirty-five  per  cent.  These  results  are  so 
poor  that  further  analysis  of  them  is  imperative. 

The  fourteen  patients  who  developed  eclampsia 
after  receiving  prenatal  care  in  the  clinic  or  in  the 
private  practice  of  the  staff  formed  a distinct 
group.  Eight  of  them  developed  their  initial  con- 
vulsion postpartum  and  none  had  more  than  three 
convulsions.  Thirteen  infants  survived.  The  one 
fetal  death  was  a stillborn  premature  infant  de- 
livered at  thirty  weeks,  twelve  days  following  the 
only  convulsion  the  patient  experienced.  One  ma- 
ternal death  occurred  in  this  group. 

In  comparison  the  remaining  thirty-seven  pa- 
tients formed  a definitely  different  group.  They 
were  all  emergency  admissions  and  had  developed 
eclampsia  before  the  onset  of  labor. 

Eleven  of  the  twelve  maternal  deaths  were  in 
these  thirteen  patients  as  were  nine  of  the  eighteen 
infant  deaths.  Only  two  of  the  pregnancies  in 
this  severe  group  were  less  than  thirty-six  weeks 
in  duration.  In  all  but  one  instance,  the  fetal  heart 
was  present  for  some  hours  after  admission.  Pre- 
maturity was  not  an  important  factor  in  this  group 
of  infant  deaths,  and  they  can  be  looked  upon  with- 
out additional  exception,  as  due  to  the  toxemia. 
There  were  no  maternal  deaths  in  the  remaining 
milder  twenty-four  eclamptic  patients,  and  of  the 
eight  infant  deaths,  six  were  delivered  before  the 
thirty-sixth  week  of  pregnancy. 

The  general  plan  of  therapy  in  this  series  has 
been  one  of  conservative  medical  management  in 
an  attempt  to  control  the  convulsions  and  estab- 
lish an  increasing  urinary  output.  For  this  pur- 
pose sodium  amytal  in  dosages  from  3%  to  7 Vz 
grains  has  been  given  intramuscularly  at  intervals 
of  three  to  six  hours,  dependent  upon  the  response. 
This  has  been  supplemented  by  the  administration 
of  magnesium  sulfate  in  ten  cubic  centimeters  of 
a twenty-five  per  cent  solution  intramuscularly  re- 
peated as  necessary  following  convulsions.  Rarely 
morphine  sulfate  grain  one-sixth  to  one-fourth  has 
been  given,  although  most  of  the  patients  have  re- 
ceived morphine  before  admission  to  the  hospital, 
and  some  have  received  either  chloroform  or  ether 
inhalations  during  transportation  to  the  hospital. 
Intravenous  twenty  per  cent  glucose  in  distilled 
water  has  been  given  in  amounts  of  1,000  to  1,500 
cubic  centimeters  repeated  two  to  three  times  each 
twenty-four  hours.  Where  this  concentration  failed 
to  increase  the  urinary  output,  or  where  there 
was  cardiac  embarrassment  or  evidence  of  pul- 
monary edema,  thirty  per  cent  or  fifty  per  cent 
glucose  solutions  in  smaller  amount  have  been  used. 
Continuous  oxygen  by  nasal  catheter  has  been 
given  to  most  patients.  Veratrum  veride  has  not 
been  used.  Following  these  procedures  labor  has 
been  induced  by  rupture  of  the  membranes  alone 
or  combined  with  the  insertion  of  a bag,  dependent 


upon  the  condition  of  the  cervix  or  with  the  spon- 
taneous onset  of  labor,  it  has  been  hastened  by 
these  procedures.  Delivery  has  usually  been  per- 
formed under  local  infiltration  or  without  anes- 
thesia. 

In  all  but  the  group  of  severe  eclamptics,  this 
general  plan  of  management  has  proved  effective. 
In  the  thirteen  patients  with  severe  eclampsia,  it 
has  failed.  Four  patients  died  undelivered,  four 
died  following  the  delivery  of  stillborn  infants. 
One  patient  survived  following  the  delivery  of  a 
premature  infant  that  died  eighteen  hours  after 
delivery.  One  mother  and  her  infant  survived.  The 
remaining  three  infants  survived  following  their 
delivery  accomplished  by  Caesarean  section,  which 
was  in  each  instance  performed  upon  a moribund 
patient.  Six  of  the  twelve  maternal  deaths  were 
believed  to  be  due  to  cerebral  hemorrhage.  This 
diagnosis  was  based  upon  the  development  of  vary- 
ing degrees  of  hemiplegia,  but  was  proved  by 
necropsy  in  only  one  instance.  The  remaining  ma- 
ternal deaths  were  associated  with  respiratory  or 
cardiac  failure  superimposed  on  what  are  presum- 
ably irreversible  metabolic  changes  of  severe  ec- 
lampsia. 

The  author  believes  that  modification  of  the  gen- 
eral plan  of  therapy  would  not  have  resulted  in 
additional  maternal  or  infant  salvage.  This  group 
of  severe  eclamptic  patients  represents  a failure 
of  conservative  treatment  to  produce  any  sort  of 
satisfactory  result.  It  is  possible  that  any  other 
plan  of  treatment  would  have  been  equally  un- 
satisfactory. If  we  are  to  accept  no  other  alterna- 
tive as  far  as  maternal  salvage  is  concerned,  there 
is  certainly  a possibility  that  a lessened  infant 
mortality  would  result  if  more  rapid  delivery  were 
accomplished.  It  seems  justifiable  with  this  in 
mind  to  undertake  delivery  by  section  in  patients 
of  this  severe  group.  It  is  suggested  that  this  be 
done  as  soon  as  possible  following  the  initial  es- 
tablishment of  conservative  therapy.  It  is  possible 
that  termination  may  also  result  in  the  survival  of 
some  patients  who  might  otherwise  have  been  lost. 

There  seems  no  justification  for  the  consideration 
of  Caesarean  section  in  those  patients  with  eclamp- 
sia who  respond  well  to  medical  management  and 
in  whom  labor  progresses  rapidly.  There  does 
seem  to  be  justification  for  the  considei'ation  of 
it  in  those  patients  who  fail  to  respond  to  con- 
servative management  and  in  whom  the  eclampsia 
had  progressed  to  the  severe  stage. 

The  most  satisfactory  approach  to  the  problem 
presented  by  this  group  of  patients  is  the  earlier 
recognition  of  the  developing  toxemia  and  the  in- 
stitution of  adequate  treatment  before  convulsions 
develop.  It  is  significant  in  this  connection  that  in 
this  series  of  patients  with  severe  eclampsia,  there 
had  been  little  or  no  prenatal  management.  Many 
of  them  were  seen  by  their  local  physician  for  the 
first  time  after  convulsions  had  occurred.  In  all 
of  the  remainder  the  prenatal  care  had  been  in- 
adequate. The  majority  of  these  patients  came 
from  an  area  essentially  rural,  and  were  of  a 
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relatively  low  economic  level.  They  demonstrate 
the  continuing  need  for  additional  public  health  and 
postgraduate  medical  education. 

It  seems  logical  to  make  the  following  conclu- 
sions from  a study  of  this  series  of  patients: 

1.  Conservative  medical  management  followed  by 
vaginal  delivery  is  recommended  for  the  treatment 
of  mild  eclampsia. 

2.  Adequate  prenatal  care,  if  it  does  not  prevent 
the  development  of  eclampsia,  decreases  the  se- 
verity of  the  process  and  greatly  improves  the 
chance  of  survival  of  mother  and  infant. 

3.  Conservative  treatment  of  severe  eclampsia 
gives  unsatisfactory  results. 

4.  In  severe  eclampsia,  the  infant  survival  rate 
would  be  materially  increased  by  the  performance 
of  Caesarean  section  within  a few  hours  following 
the  institution  of  conservative  medical  manage- 
ment. 

5.  In  severe  eclampsia  the  maternal  survival  rate 
is  so  negligible  that  the  performance  of  Caesarean 
section  is  justified  in  the  interests  of  the  infant 
and  might  be  favorably  influenced  by  the  more 
rapid  completion  of  the  delivery. 

6.  Additional  public  health  and  postgraduate 
medical  education  is  essential  for  the  adequate 
prevention  and  control  of  eclampsia. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Marfan’s  Syndrome:  Arachnodactyly  with  Dislocation  of 

the  Crystalline  Lens.  F.  A.  Lawes  and  J.  C.  Halliday. 

American  Journal  of  Ophthalmology,  January,  1945. 

After  an  introduction  regarding  the  history  and 
symptoms  of  the  disease,  the  authors  report  three 
cases  in  one  family.  A woman  aged  fifty-two  years 
had  “trouble  with  her  spine”  at  the  age  of  seven 
years,  and  now  has  a dorsal  curvature  of  the 
upper  thoracic  portion  of  the  spine,  so  that  she  is 
at  present  five  feet  nine  inches  as  against  earlier 
five  feet  eleven  inches.  The  sternum  is  unduly 
prominent,  the  hands  and  feet  much  elongated. 
Each  forefinger  measures  four  inches,  the  second 
finger  five  inches,  the  third  four  and  one-half  inches, 
the  fourth  three  inches.  The  length  of  the  great 
toe  is  three  and  one-half  inches,  that  of  the  second 
toe  also  three  and  one-half  inches.  X-ray  examina- 
tion of  the  thoracic  part  of  the  spine  reveals  a 
destructive  lesion  (probably  healed  tuberculosis) 
at  the  level  of  the  seventh  thoracic  vertebra.  The 
patient  is  now  in  good  health.  Her  ocular  condi- 
tions are:  pronounced  iridodonesis,  dislocation  of 
the  lenses  upward,  visual  acuity  6/36  and  6/24, 
unimproved  by  glasses. 

A girl  aged  fourteen  years,  otherwise  well  built, 
has  rather  long  fingers.  When  her  pupils  are  di- 
lated iridodonesis  can  be  observed,  with  slight  dis- 
location of  both  lenses  upward.  She  has  compound 


myopic  astigmatism,  and  with  correction  her  visual 
acuity  is  6/9. 

The  third  patient,  a boy  aged  six  years,  looks 
older  than  his  age  and  his  face  longer  than  in 
normal  proportion.  Notable  features  are  long  fin- 
gers and  toes  and  winged  scapulas.  The  chief 
complaint  was  of  bad  vision,  and  on  examination 
pronounced  iridodonesis  was  found,  with  dislocation 
of  both  lenses  upward. 


ROENTGENOLOGY 

By  J.  Marsh  Frere,  M.D. 

Newell  and  Newell  Sanitarium,  Chattanooga 


A Statistical  Analysis  of  100,000  Examinations  of  the 
Chest  by  the  Photoroentgen  Method.  Captain  Peter 
Zanca,  M.D.,  A.  U.  S.,  and  Lieutenant  Colonel  Fred- 
erick K.  Herpel,  M.C.,  A.  U.  S.  Radiology,  August, 
1944,  Vol.  43,  No.  2,  p.  122. 

The  authors  present  their  results  in  the  routine 
examination  of  the  chest  by  the  photoroentgen 
method  in  100,000  consecutive  selectees.  They  think 
the  photoroentgen  method  using  four-  by  ten-inch 
film,  on  which  are  obtained  stereoscopic  exposures 
of  the  chest,  has  made  the  older  method  obsolete. 
The  Lysholm  grid  was  used  in  all  examinations  and 
their  technic  consisted  of  using  eighty-five  kilo- 
volts, 175  to  200  milliamperes,  a target-screen  dis- 
tance of  forty  inches,  and  an  average  exposure 
time  of  .25  seconds. 

Out  of  the  100,000  men  examined,  a total  of 
1,351,  or  1.35  per  cent,  were  rejected  because  of 
presence  of  chest  disease  alone;  489  white  (1.07 
per  cent)  and  862  nonwhite  (1.58  per  cent);  also 
578  white  and  684  colored  presented  nondisqualify- 
ing chest  findings. 

It  is  interesting  to  note  that  129  white  and  145 
colored  selectees  were  rejected  for  active  pulmo- 
nary tuberculosis — a total  rejection  rate  of  2.74 
per  thousand.  In  the  group  presenting  arrested 
tuberculosis  lesions,  108  were  white  and  ninety-nine 
colored,  giving  a rejection  rate  of  2.07  per  thou- 
sand. The  rejection  rate  in  this  series  applies  to 
all  types  of  pulmonary  tuberculosis,  from  the  far- 
advanced  active  cases  with  cavitation  to  the  chronic 
minimal  fibrous  or  apparently  arrested  cases  in 
which  stability  of  the  lesions  was  not  yet  demon- 
strated was  4.91  per  thousand. 


UROLOGY 

By  Tom  R.  Barry,  M.D.,  F.A.C.S. 
By  G.  A.  Williamson,  Jr..  M.D. 
307  Doctors  Building,  Knoxville 


Varicocele  Due  to  Anomalous  Renal  Vessel:  An  In- 
stance in  a Thirteen-Year-Old  Boy.  Meredith  F. 
Campbell,  Journal  of  Urology,  December,  1944. 
Varicoceles  in  young  boys  practically  always  re- 
sult from  interference  with  the  spermatic  venous 
return,  usually  from  extravascular  pressure. 


February,  1945 


ABSTRACTS  OF  CURRENT  LITERATURE 


57 


When  a varicocele  is  found  in  a prepubertal  male, 
a complete  urological  examination  should  be  made 
to  determine  whether  or  not  lesions  of  the  urolog- 
ical tract  are  compressing  the  spermatic  vein.  Any 
mechanical  factor  found  obstructing  the  circulation 
should  be  removed  rather  than  varicocelectomy. 
The  varicocele  will  disappear  when  the  causative 
factor  is  removed.  Varicoceles  sometimes  occur  in 
children  with  a Wilms  tumor. 

A case  is  reported  of  a thirteen-year-old  boy  who 
was  referred  to  the  hospital  for  a varicocelectomy. 
Because  of  his  youth  a urological  examination  was 
made  which  revealed  an  asymptomatic  left  hydro- 
nephrosis, secondary  to  ureteral  compression  by  an 
aberrant  renal  artery  which  also  compressed  the 


spermatic  vein.  The  varicosity  extended  all  the 
way  from  the  testicle  to  the  point  of  compression 
of  the  spermatic  vein. 

The  treatment  in  this  case  consisted  of  division 
of  the  obstructing  renal  vessels  and  a division  of 
the  spermatic  vein  at  the  point  of  obstruction.  In 
three  months  after  the  operation  the  scrotal  vari- 
cocele had  completely  disappeared,  but  the  hydro- 
nephrosis still  existed  three  years  later. 

This  communication  was  written  to  direct  atten- 
tion to  the  anomalous  lower  polar  renal  vessel  be- 
ing a potential  cause  of  varicocele  in  the  young 
male.  No  previous  similar  report  has  been  found 
in  literature. 


SCHEDULED  MEETING  OF  THE  STATE  ASSOCIATION  HAS  BEEN 
CANCELLED  BY  ACTION  OF  THE  BOARD  OF  TRUSTEES 

On  account  of  recent  developments  that  have  taken  place  the  Board  of 
Trustees  decided  that  the  regular  meeting  of  the  association  would  not  be 
held  as  scheduled  April  10,  11,  12,  1945.  The  reasons  for  this  action  are 
apparent  to  all. 
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W.  E.  Boyce,  Hohenwald  (Lewis) 

O.  A.  Kirk,  Linden  (Perry) 

J.  T.  Keeton,  Clifton  (Wayne) 

Haywood F.  P.  Hess,  Bells T.  C.  Chapman,  Brownsville Roy  M.  Lanier,  Brownsville 

Henry George  D.  Boone,  Paris Henriette  Veltman,  Paris R.  Graham  Fish,  Paris 

Hickman W.  K.  Edwards,  Centerville 


Humphreys. 

Jackson R.  C.  Gaw,  Gainesboro 

Knox Herbert  Acuff,  Knoxville. 

Lauderdale J.  R.  Lewis,  Ripley. 


__H.  C.  Capps,  Waverly 

L.  R.  Anderson,  Gainesboro 

.H.  Dewey  Peters,  Knoxville Ralph  H.  Monger,  Knoxville 

Joe  B.  Lackey,  Ripley Jas.  L.  Dunavant,  Ripley 

Lincoln T.  A.  Patrick,  Fayetteville J.  E.  Sloan,  Boonshill W.  S.  Joplin,  Petersburg 

Loudon Halbert  Robinson,  Lenoir  City.R.  V.  Taylor,  Lenoir  City W.  B.  Harrison,  Loudon 

Macon D.  D.  Howser,  Lafayette 

Madison Leland  Johnston,  Jackson Henry  N.  Moore,  Bemis S.  M.  Herron,  Jackson 

Maury Geo.  C.  Williamson,  Columbia.O.  J.  Porter,  Columbia D.  B.  Andrews,  Columbia 

McMinn John  C.  Sharp,  Etowah W.  S.  Moore,  Etowah Helen  M.  Richards,  Athens 

Monroe H.  C.  Shearer,  Madisonville B.  W.  Bagwell,  Madisonville R.  C.  Kimbrough,  Madisonville 

Montgomery H.  H.  Edmondson,  Clarksville.Jack  Ross,  Clarksville M.  L.  Shelby,  Clarksville 

Obion M.  T.  Tipton,  Union  City M.  A.  Blanton,  Jr.,  Union  City 

Overton W.  M.  Breeding,  Livingston A.  B.  Qualls,  Livingston 

Putnam Z.  L.  Shipley,  Cookeville Lex  Dyer,  Cookeville Thurman  Shipley,  Cookeville 

Roane R.  F.  Regester,  Rockwood W.  W.  Hill,  Harriman 

Robertson J.  S.  Hawkins,  Springfield R.  L.  Matthews,  Springfield John  S.  Freeman,  Springfield 

Rutherford W.  M.  Bevis,  Murfreesboro J.  K.  Kaufman.  Murfreesboro Lois  M.  Kennedy,  Murfreesboro 

Scott D.  T.  Chambers,  Norma M.  F.  Frazier,  New  River Milford  Thompson,  Oneida 

Sevier R.  J.  Ingle,  Sevierville.. a. R.  A.  McCall,  Sevierville C.  P.  Wlson,  Sevierville 

Shelby E.  G.  Kelly,  Memphis C.  H.  Heacock,  Memphis A.  F.  Cooper,  Memphis 

W.  C.  Colbert.  Memphis,  President-Elect C.  V.  Croswell,  Memphis,  Treasurer 

Smith R.  E.  Key,  Carthage W.  B.  Dalton.  Gordonsville Thayer  S.  Wilson,  Gordonsville 

Sullivan-Johnson George  W.  Leavell,  Bristol T V.  Hodge,  Kingsport Jarrett  E.  Williams,  Kingsport 

J.  R.  Butler,  Mountain  City 

Sumner 1.  H.  Beasley,  Gallatin R.  L.  Johnson,  Portland W.  B.  Farris,  Gallatin 

Tipton „S.  Hurt,  Covington H.  S.  Rule,  Covington 

Washington,  Carter, 

and  Unicoi W.  G.  Frost,  Elizabethton J.  R.  Moody,  Erwin H.  W.  Crouch,  Mountain  Home 

(for  Unicoi  Co.) 

C.  H.  Long,  Johnson  City 
(for  Washington  Co.) 

Weakley R.  W.  Brandon,  Sr.,  Martin 

White W.  H.  Andrews,  Sparta James  H.  Boles,  McMinnville B.  L.  Upchurch,  Sparta,  Executive 

Secretary 

Williamson -J.  O.  Walker,  Franklin B.  T.  Nolen,  Franklin H.  C.  Stewart,  Franklin 

Wilson .J.  R.  Doak,  Watertown Frank  B.  Dunklin,  Lebanon J.  L.  Ames,  Gladeville 
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STANDING  COMMITTEES 


COMMITTEE  ON  POSTGRADUATE  INSTRUC- 
TION IN  SURGICAL  DIAGNOSIS 
Dr.  J.  L.  McGehee,  Chairman,  Memphis 
Dr.  0.  W.  Hyman,  Memphis 
Dr.  John  M.  Lee,  Nashville 
Dr.  W.  L.  Williamson,  Memphis 
Dr.  L.  W.  Edwards,  Nashville 
Dr.  E.  G.  Wood,  Knoxville 
Dr.  A.  M.  Patterson,  Chattanooga 
Dr.  J.  0.  Manier,  Nashville 
Dr.  W.  S.  Leathers,  Nashville 

COMMITTEE  ON  SCIENTIFIC  WORK 
Dr.  H.  H.  Shoulders,  Chairman,  Nashville 
Dr.  Ralph  H.  Monger,  Knoxville  (1945) 

Dr.  Cecil  E.  Newell,  Chattanooga  (1946) 

Dr.  A.  F.  Cooper,  Memphis  (1947) 

STATE  TUBERCULOSIS  COMMITTEE 
Dr.  W.  S.  Rude,  Chairman,  Ridgetop  (1947) 

Dr.  R.  R.  Crowe,  Nashville  (1946) 

Dr.  C.  M.  Oberschmidt,  Memphis  (1945) 

Dr.  E.  A.  Gilbert,  Chattanooga  (1947) 

STATE  HOSPITAL  COMMITTEE 
Dr.  E.  G.  Wood,  Chairman,  Knoxville  (1947) 

Dr.  E.  H.  Baird,  Dyersburg  (1945)  f 
Dr.  Lee  K.  Gibson,  Johnson  City  (1945) 

Dr.  R.  R.  Brown,  Nashville  ( 1947 ) t 
Dr.  J.  H.  Francis,  Memphis  (1946) 

Dr.  John  B.  Steele,  Chattanooga  (1946) 

COMMITTEE  ON  PUBLIC  POLICY  AND 
LEGISLATION 

Dr.  N.  S.  Shofner,  Chairman,  Nashville  (1947) 

Dr.  M.  S.  Roberts,  Knoxville  (1945) 

Dr.  H.  B.  Everett,  Memphis  (1947) 

Dr.  John  B.  Steele,  Chattanooga  (1946) 

Dr.  T.  R.  Ray,  Shelbyville  (1946) 

Dr.  H.  H.  Shoulders,  ex  officio,  Nashville 
Dr.  Kyle  C.  Copenhaver,  ex  officio,  Knoxville 

LIAISON  COMMITTEE 
Dr.  L.  W.  Edwards,  Chairman,  Nashville  (1946) 
Dr.  J.  0.  Manier,  Nashville  (1948) 

Dr.  Walker  L.  Rucks,  Memphis  (1947) 

Dr.  J.  L.  Bibb,  Chattanooga  (1949) 

Dr.  W.  P.  Wood,  Knoxville  (1945) 

INSURANCE  COMMITTEE 
Dr.  A.  F.  Cooper,  Chairman,  Memphis  (1947) 

Dr.  C.  M.  Hamilton,  Nashville  (1945) 

Dr.  Kyle  C.  Copenhaver,  Knoxville  (1946) 

COMMITTEE  ON  MEDICAL  EDUCATION 
Dr.  J.  Marsh  Frere,  Chairman,  Chattanooga  (1946) 
Dr.  John  M.  Lee,  Nashville  (1945) 

Dr.  W.  C.  Chaney,  Memphis  (1945) 

Dr.  R.  B.  Wood,  Knoxville  (1947) 

Dr.  C.  H.  Sanford,  Memphis  (1947) 

Dr.  D.  W.  Smith,  Nashville  (1946) 

COMMITTEE  ON  MEMOIRS 
Dr.  James  O.  Walker,  Chairman,  Franklin  (1945) 
Dr.  D.  W.  Hailey,  Nashville  (1947) 

Dr.  W.  E.  Bryan,  Chattanooga  (1947)f 
Dr.  J.  L.  Crook,  Jackson  (1946) 

Dr.  J.  L.  Hankins,  Johnson  City  (1946) 

COMMITTEE  ON  MATERNAL  WELFARE 
Dr.  W.  T.  Pride,  Memphis  (1947) 

Dr.  D.  T.  Holland,  Newbern  (1945) 

Dr.  J.  E.  Powers,  Jackson  (1945) 

Dr.  John  S.  Cayce,  Nashville  (1947) 

Dr.  J.  B.  Fitts,  Chattanooga  (1947) 

Dr.  M.  L.  Hefley,  Knoxville  (1946) 

Dr.  C.  W.  Friberg,  Johnson  City  (1946) 


COMMITTEE  ON  CHILD  WELFARE 
Dr.  James  C.  Overall,  Chairman,  Nashville  (1947) 
Dr.  Wm.  E.  Van  Order,  Chattanooga  (1945) 

Dr.  W.  D.  Mims,  Memphis  (1945) 

Dr.  W.  R.  Cross,  Knoxville  (1946) 

COMMITTEE  ON  CANCER 
Dr.  C.  H.  Heacock,  Chairman,  Memphis  (1947) 

Dr.  Ralph  H.  Monger,  Knoxville  (1946) 

Dr.  H.  S.  Shoulders,  Nashville  (1945) 

Dr.  W.  Likely  Simpson,  Memphis  (1945) 

Dr.  Stanton  S.  Marchbanks,  Chattanooga  (1947) 
Dr.  Howard  King,  Nashville  (1946) 

COMMITTEE  ON  PHYSICAL  THERAPY 
Dr.  J.  J.  Ashby,  Chairman,  Nashville  (1947) 

Dr.  C.  R.  Thomas,  Chattanooga  (1947) 

Dr.  J.  F.  Hamilton,  Memphis  (1945) 

Dr.  C.  H.  Sanford,  Memphis  (1946) 

Dr.  George  Inge,  Knoxville  (1946) 

COMMITTEE  ON  INDUSTRIAL  HYGIENE 
Dr.  Cecil  E.  Newell,  Chairman,  Chattanooga  (1947) 
Dr.  C.  F.  N.  Schram,  Kingsport  (1945) 

Dr.  A.  R.  McMahan,  Memphis  (1945) 

Dr.  Carrington  Harrison,  Nashville  (1946)* 

COMMITTEE  ON  FRACTURES 
Dr.  E.  M.  Regen,  Nashville  (1947) 

Dr.  E.  T.  Newell,  Chattanooga  (1945) 

Dr.  Edwin  J.  Lipscomb,  Memphis  (1945) 

Dr.  Robert  F.  Patterson,  Knoxville  (1946) 

COMMITTEE  ON  PREPAYMENT  PLANS  FOR 
MEDICAL  AND  HOSPITAL  SERVICES 
Dr.  Arthur  R.  Porter,  Jr.,  Chairman,  Memphis 
Dr.  L.  W.  Edwards,  Nashville 
Dr.  R.  R.  Brown,  Nashvillef 
Dr.  J.  C.  Brooks,  Chattanooga 
Dr.  H.  B.  Everett,  Memphis 
Dr.  M.  S.  Roberts,  Knoxville 

POSTWAR  PLANNING  COMMITTEE 
East  Tennessee — 

Dr.  R.  B.  Wood,  Knoxville 
Dr.  B.  L.  Jacobs,  Chattanooga 
West  Tennessee — 

Dr.  J.  B.  Stanford,  Memphis 
Dr.  E.  H.  Baird,  Dyersburgf 
Middle  Tennessee— 

Dr.  W.  C.  Dixon,  Chairman,  Nashville 
Dr.  C.  M.  Hamilton,  Nashville 
Dr.  H.  H.  Shoulders,  Nashville 

OFFICERS  OF  SECTIONS 
Tennessee  State  Pediatric  Society — 

President — Dr.  Frazier  Binns,  Nashville* 
Vice-President — Dr.  O.  L.  Von  Canon,  Chatta- 
nooga* 

Secretary — Dr.  Gilbert  Eblen,  Knoxville* 
Tennessee  Academy  of  Ophthalmology  and  Oto- 
laryngology— 

President — Dr.  J.  W.  Wilkes,  Columbia 
Vice-President — Dr.  Guy  M.  Maness,  Nashville 
Secretary— Dr.  S.  H.  Sanders,  Memphis 
Tennessee  Radiological  Society — 

President — Dr.  Paul  H.  Dietrich,  Chattanooga 
Vice-President — T)r.  Leon  M.  Lanier,  Nashville 
Secretary-Treasurer — Dr.  J.  Marsh  Frere,  Chat- 
tanooga 

ADVISORY  COMMITTEE  TO  THE  WOMAN’S 
AUXILIARY 

Dr.  Herbert  Acuff,  Knoxville 

Dr.  B.  F.  Byrd,  Nashville 

Dr.  Arthur  R.  Porter,  Jr.,  Memphis 

*In  service. 
tDeceased. 


60 


TENNESSEE  MEDICAL  JOURNAL 


February,  1945 


k 


WAR  BOND 
MAN 

— CLASS  OF  '63 

Someday  you’ll  want  to  see  that  boy,  or 
girl,  of  yours  off  to  college  . . . and  right  now 
is  not  too  early  to  start  making  plans. 

Maybe  your  youngster,  like  so  many  other 
American  boys,  will  work  his  way  through 
school  . . . but  even  in  that  case  you’ll  want 
to  be  in  a position  to  give  him  a little  help 
if  he  needs  it. 


By  what  you  put  aside  in  War  Bonds 

today  you  can  help  make  sure  he  gets  the  same 
chance  as  other  boys,  tomorrow. 

Chances  are  you’re  already  on  the  Payroll 
Savings  Plan.  Saving  as  you’ve  never  been  able 
to  save  before.  This  is  fine  'provided  you  keep 
on  saving. 

But  take  your  dollars  out  of  the  fight — and 
you  will  be  hurting  yourself,  your  boy’s  future, 
and  your  country. 

Try  to  buy  more  bonds  than  you  ever  have 
before.  And  hold  on  to  them  . . . 

For  every  three  dollars  you  invest  today, 
you  get  four  dollars  back  when  your  Bonds  come 
due. 


JOURNAL  TENNESSEE  STATE  MEDICAL 
ASSOCIATION 
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BACKGROUND 

Three  Decades  of  Clinical  Experience 


f B 4HE  use  of  cow’s  milk,  water,  and  carbohydrate  mixtures  repre- 
sents the  one  system  of  infant  feeding  that  consistently,  for 
three  decades,  has  received  universal  pediatric  recognition.  No 
bohydrate  employed  in  this  system  of  infant  feeding  enjov^f?soriBO§TQ/y' 
and  enduring  a background  of  authoritative  clinical  e> 

Dextri-Maltose. 


DEXTRI-MALTOSE  No.  1 (with  2%  sodium  chloride),  for  normal  babies. 
DEXTRI-MALTOSE  No.  2 (plain,  salt  free),  permits  salt  modifications  by  the 
DEXTRI-MALTOSE  No.  3 (with  3%  potassium  bicarbonate),  for  constipated  babies' 


These  products  are  hypo-aller^enic 

DEXTRI-MALTOSE 

Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  vroducts  to  cooverate  in  preventing 
their  reaching  unauthorized  persons.  Mead  Johnson  & Company,  Evansville,  I nd„  U.  S.  A. 
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CHAPTER  NO.  42,  PRIVATE  ACTS  OF  1945,  SENATE  BILL  NO.  238 


DOSSETT  AND  SMITH 

AN  ACT  to  amend  an  Act  entitled:  “AN 
ACT  to  create  a Board  of  Examiners  in 
the  basic  sciences  and  to  provide  more 
effective  requirements  with  respect  to 
examinations  in  basic  sciences  for  the 
practice  of  any  of  the  medical  or  healing 
arts;  and  to  repeal  Section  6908-6917,  in- 
clusive, of  the  1932  Official  Code  of  Ten- 
nessee, all  of  which  sections  of  said  code 
relate  to  preliminary  examinations  for  the 
practice  of  the  medical  or  healing  arts; 
and  to  provide  funds  for  the  administra- 
tion of  said  board,”  being  Chapter  92  of 
the  Public  Acts  of  Tennessee  for  the 
year  1943. 

Section  1.  Be  It  Enacted  by  the  General 
Assembly  of  the  State  of  Tennessee,  That 
Chapter  92  of  the  Public  Acts  of  Tennessee 
for  the  year  1943,  the  caption  of  which  is 
recited  in  the  caption  of  this  Act,  be  and 
the  same  is  hereby  amended  by  striking  out 
Section  14  of  said  Act  and  substituting  in 
lieu  thereof  the  following: 

“Section  14.  Be  It  Further  Enacted, 
That  this  Act  shall  not  be  construed  as 
applying  to  dentists,  nurses,  midwives,  op- 


tometrists, chiropodists,  barbers,  cosmeti- 
cians, or  Christian  Scientists  practicing 
within  the  limits  of  their  respective  call- 
ings ; nor  to  other  persons  licensed  to  prac- 
tice the  healing  art  or  any  branch  thereof 
in  this  state  prior  to  February,  1945 ; nor 
to  persons  specifically  permitted  by  any  law 
to  practice  any  form  of  the  healing  art  in 
restricted  areas  without  license;  nor  to  the 
sale,  manufacture,  or  advertising  of  drugs, 
medicines,  household  remedies,  chemicals, 
and  household  preparations,  provided  that 
the  vendor,  maker,  or  advertiser  refrains 
from  any  attempt  to  diagnose.” 

Section  2.  Be  It  Further  Enacted,  That 
this  Act  shall  take  effect  from  and  after 
its  passage,  the  public  welfare  requiring  it. 
Passed : February  9,  1945. 

Larry  Morgan, 
Speaker  of  the  Senate. 
George  Woods, 

Speaker  of  the  House  of  Representatives. 
Approved:  February,  1945. 

Jim  McCord, 

Governor. 
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CHAPTER  NO.  43,  PUBLIC  ACTS  OF  1945,  SENATE  BILL  NO.  239 


DOSSETT  AND  SMITH 

AN  ACT  to  amend  an  Act  entitled:  “AN 
ACT  to  regulate  and  permit  the  practice 
of  naturopathy  in  Tennessee  and  to  li- 
cense naturopathy  physicians,  to  create 
a board  for  the  purpose;  and  to  provide 
the  manner  and  methods  of  their  opera- 
tion, and  otherwise  allow  them  to  adopt 
by-laws  and  regulations ; and  to  prohibit 
the  practice  of  other  methods  or  systems 
under  the  name  of  naturopathy  and  to 
provide  penalties  for  the  violation  of  this 
Act,”  being  Chapter  49  of  the  Public  Acts 
of  Tennessee  for  the  year  1943. 

Section  1.  Be  It  Enacted  by  the  General 
Assembly  of  the  State  of  Tennessee,  That 
Chapter  49  of  the  Public  Acts  of  Tennessee 
for  the  year  1943,  the  caption  of  which  is 
recited  in  the  caption  of  this  Act,  be  and 
is  hereby  amended  by  striking  out  Section 
4 of  said  Act  and  substituting  in  lieu  there- 
of the  following : 

“Section  4.  Be  It  Further  Eyiacted, 
That  by  this  Act  naturopathy  is  permitted 
to  be  practiced  in  the  state  of  Tennessee 
under  provisions  of  this  Act  when  a person 
is  so  qualified,  and  means  ‘nature  cure  or 
health  by  natural  methods’  and  is  defined 
as  the  prevention,  diagnosis,  and  treatment 
of  human  injuries,  ailments,  and  diseases 


by  the  use  of  such  physical  forces  as  air, 
light,  water,  vibration,  heat,  electricity,  hy- 
drotherapy, psychotherapy,  dietetics,  or 
massage,  and  the  administration  of  botan- 
ical and  biological  drugs,  but  shall  not  in- 
clude the  administration  of  narcotics,  sulfa 
drugs  and  other  toxic  drugs,  or  powerful 
physical  agents,  such  as  X-ray  and  radium 
therapy,  or  surgery,  the  ‘minor  matters’ 
mentioned  in  Section  12  of  this  Act  to  be 
construed  as  not  including  tonsillectomy, 
the  opening  of  the  thoracic  or  abdominal 
cavities  or  other  major  operations  requiring 
an  incision. 

“Provided  that  this  bill  or  any  language 
shall  not  apply  to  or  in  any  way  affect  med- 
ical doctors.” 

Section  2.  Be  It  Further  Enacted,  That 
this  Act  shall  take  effect  from  and  after  its 
passage,  the  public  welfare  requiring  it. 

Passed : February  9,  1945. 

Larry  Morgan, 
Speaker  of  the  Senate. 

George  Woods, 

Speaker  of  the  House  of  Representatives. 

Approved:  February,  1945. 

Jim  McCord, 

Governor. 


THE  HOUSE  OF  DELEGATES  WILL  MEET 
9:30  A.M.,  SUNDAY,  APRIL  8 
MAXWELL  HOUSE 
NASHVILLE,  TENN. 
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AMENDMENTS  TO  THE  MEDICAL  PRACTICE  ACT 
CHAPTER  181,  PUBLIC  ACTS  OF  1945 


A BILL  to  be  entitled : “AN  ACT  to  amend 
Section  6919,  Section  6922,  Section  6923, 
Section  6924,  Section  6925,  Section  6928, 
Section  6933,  Section  6935,  Section  6936, 
Section  6937,  Section  6939  of  the  Official 
Code  of  Tennessee  for  the  year  1932,  all 
of  said  code  sections  relating  to  the  reg- 
ulation of  the  practice  of  medicine  and 
surgery.” 

Section  1.  Be  It  Enacted  by  the  Gen- 
eral Assembly  of  the  State  of  Tennessee, 
That  Section  6919  of  the  Code  of  Tennessee, 
1932,  relating  to  the  regulations  of  the  prac- 
tice of  medicine  or  surgery  in  this  state,  be 
and  the  same  is  hereby  amended  so  that 
the  same  shall  read  as  follows: 

“ Board  of  Medical  Examiners:  There 
shall  be  a board  to  be  known  as  the  State 
Board  of  Medical  Examiners  to  consist  of 
five  physicians  who  have  graduated  from 
medical  schools  whose  curriculum  is  as 
high  as  that  of  the  Medical  Department 
of  the  University  of  Tennessee  as  published 
at  the  time  of  its  catalog  and  of  not  less 
than  six  years’  experience  each  in  the  prac- 
tice of  medicine  or  surgery,  one  or  both, 
and  whose  duty  it  shall  be  to  examine  the 
qualifications  of  all  applicants  for  certifi- 
cates of  license  to  practice  medicine  or  sur- 
gery in  this  state.  No  member  of  said 
board  shall  be  connected  with  any  medical 
college  of  the  state.” 

Section  2.  Be  It  Further  Enacted,  That 
Section  6922  of  the  Code  of  Tennessee,  1932, 
also  relating  to  the  regulation  of  the  prac- 
tice of  medicine  or  surgery  in  this  state, 
be  and  the  same  is  hereby  amended  so  that 
the  same  shall  read  as  follows: 

“All  regular  meetings  of  the  board  shall 
be  held  upon  the  call  of  the  president.  The 
members  of  the  board  shall  be  entitled  to 
a per  diem  of  ten  ($10.00)  dollars  for  each 
day’s  service  in  attending  meetings  of  said 
board,  as  herein  provided,  and  for  conduct- 
ing examinations  for  professional  certifi- 
cates and  necessary  expenses  for  traveling 
and  subsistence  while  attending  such  meet- 
ings, which  per  diem  and  expense  shall  be 
vouchered  and  paid  by  the  state  treasurer 


out  of  the  fund  now'  provided  by  law  for 
the  payment  of  other  obligations  of  said 
board.” 

Section  3.  Be  It  Further  Enacted,  That 
Section  6923  of  the  Code  of  Tennessee,  1932, 
also  relating  to  the  regulations  of  the  prac- 
tice of  medicine  or  surgery  in  this  state, 
be  and  the  same  is  hereby  amended  so  that 
the  same  shall  read  as  follows: 

“Application  for  License — How  and  to 
Whom  Made — Examination:  Persons  de- 

siring to  obtain  a certificate  of  license  to 
practice  medicine  or  surgery  in  this  state 
shall  make  application  in  waiting  to  said 
board,  which  application  shall  be  accompa- 
nied by  a certificate  issued  by  the  Board 
of  Examiners  in  the  Basic  Sciences,  and  a 
certificate  from  a medical  school  w7hose  cur- 
riculum is  as  high  as  that  of  the  Medical 
Department  of  the  University  of  Tennessee 
as  published  at  the  time  of  its  catalog  and 
by  examination  fees  hereinafter  prescribed 
and  by  satisfactory  proof  that  the  applicant 
is  of  good  moral  character.  The  board  shall 
be  the  sole  judge  as  to  w'hether  or  not  the 
applicant  holds  a certificate  from  a medical 
school  with  the  required  curriculum.  The 
applicant  shall  present  himself  before  the 
board  for  examination  upon  the  following 
branches,  viz. : surgery,  obstetrics,  materia 
medica  and  therapeutics,  practice  and  phys- 
ical diagnosis,  gynecology,  and  hygiene.  The 
members  of  the  board  shall  also  have  the 
right  to  examine  all  applicants  in  such  oral 
examinations  as  they  may  deem  necessary.” 

Section  4.  Be  It  Further  Enacted,  That 
Section  6924  of  the  Code  of  Tennessee,  1932, 
also  relating  to  the  regulations  of  the  prac- 
tice of  medicine  or  surgery  in  this  state,  be 
and  the  same  is  hereby  amended  so  that 
the  same  shall  read  as  follows: 

“License  Upon  Certificates  of  Other 
States,  Fees:  The  board  is  permitted  to  ac- 
cept certificates  of  license  from  other  states 
requiring  the  same  or  higher  standards  of 
medical  examinations  in  lieu  of  an  examina- 
tion, but  of  this  matter  of  reciprocity  of 
licensure  the  board  shall  be  the  sole  judge. 
The  fees  for  verifying  certificates  of  license 
from  other  states  and  issuing  license  to 
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applicants  shall  be  fifty  ($50.00)  dollars  for 
each  license  so  verified  or  issued.” 

Section  5.  Be  It  Further  Enacted,  That 
Section  6925  of  the  Code  of  Tennessee,  1932, 
also  relating  to  the  regulation  of  the  prac- 
tice of  medicine  or  surgery  in  this  state, 
be  and  the  same  is  hereby  amended  so  that 
the  same  shall  read  as  follows : 

“ Meetings  for  Examinations,  Questions, 
Answers,  Examined  by  Members  of  the 
Board:  Members  of  said  board  shall,  at  such 
time  or  times  as  the  board  may  direct, 
meet  at  some  convenient  point  for  the  pur- 
pose of  examining  applicants  for  perma- 
nent licenses.  Such  meetings  shall  be  held 
at  stated  periods,  and  the  questions  to  be 
propounded  upon  such  examinations  shall 
have  been  determined  upon  in  advance  by 
the  board,  and  shall  be  identical  in  each 
place  where  examinations  are  held,  and 
such  examination  shall  be  held  on  the  same 
day  in  each  place,  and  under  uniform  rules 
and  regulations  to  be  adopted  by  the  board. 
The  examination  papers  shall  be  graded 
and  passed  upon  by  the  board,  and  the  re- 
sults declared  and  certificates  issued  to 
those  entitled  to  receive  them.” 

Section  6.  Be  It  Further  Enacted,  That 
Section  6928  of  the  Code  of  Tennessee,  1932, 
also  relating  to  the  regulation  of  the  prac- 
tice of  medicine  or  surgery  in  this  state,  be 
and  the  same  is  hereby  amended  so  that 
the  same  shall  read  as  follows: 

“Fees  for  Examinations  and  Certificates: 
The  board  is  empowered  to  demand  a fee 
of  twenty  ($20.00)  dollars  for  an  examina- 
tion for  a certificate  of  permanent  license 
and  to  demand  for  the  issuance  of  a certifi- 
cate of  permanent  license  five  ($5.00)  dol- 
lars.” 

Section  7.  Be  It  Further  Enacted,  That 
Section  6933  of  the  Code  of  Tennessee,  1932, 
also  relating  to  the  regulation  of  the  prac- 
tice of  medicine  or  surgery  in  this  state,  be 
and  the  same  is  hereby  amended  so  that  the 
same  shall  read  as  follows: 

“Unprofessional  or  Dishonorable  Conduct 
Defined:  The  words,  unprofessional  or  dis- 
honorable conduct,  as  used  in  the  preced- 
ing section  mean : 

“First:  By  procuring  or  aiding  or  abet- 
ting in  procuring  a criminal  abortion. 


“Second:  Obtaining  of  any  fees  on  the 
assurance  that  a manifestly  incurable  dis- 
ease can  be  permanently  cured. 

“Third:  The  willful  betraying  of  a pro- 
fessional secret. 

“Fourth:  All  advertising  or  medical  busi- 
ness in  which  untrue  and  improbable  state- 
ments are  made. 

“Fifth:  All  advertising  of  medicine  or 
means  whereby  the  monthly  periods  of 
women  can  be  regulated  or  menses  reestab- 
lished if  suppressed. 

“Sixth:  It  shall  be  unlawful  for  any  li- 
censed physician  to  be  connected  with  or 
employed  by  any  man,  corporation,  com- 
pany, or  clinic  that  advertises  by  the  use 
of  handbills,  posters,  circulars,  cards,  neon 
or  other  electric  signs,  radio,  newspapers 
or  any  kind  of  printed  or  written  publica- 
tions to  make  examinations  of  the  eyes  for 
glasses,  cure  or  treat  cancer  or  any  other 
disease. 

“Seventh:  It  shall  be  unlawful  for  any  li- 
censed physician  or  any  other  person  using 
the  name  doctor  ‘and  purporting  to  practice 
medicine  or  surgery’  to  advertise  by  the  use 
of  handbills,  posters,  circulars,  cards,  neon 
or  other  electric  signs,  radio,  newspapers 
or  any  kind  of  written  publications. 

“Eighth:  Conviction  of  any  offense  in- 
volving moral  turpitude. 

“Ninth:  Habitual  intemperance  or  exces- 
sive use  of  narcotics. 

“Tenth:  The  practice  of  making  or  sign- 
ing in  his  professional  capacity  of  any 
certificate  that  is  known  to  be  false  by  the 
licensed  physician  at  the  time  he  makes 
or  signs  such  certificate. 

“Eleventh:  The  dispensing,  prescribing 
or  distribution  of  any  opium,  cocoa  (coca) 
leaves,  or  any  compound,  manufacture,  salt 
derivative  or  preparation  thereof,  not  in 
the  course  of  his  professional  practice  only, 
or  not  in  good  faith  to  relieve  pain  and 
suffering,  or  to  cure  an  ailment,  physical 
infirmity  or  disease. 

“Twelfth:  To  dispense,  prescribe  or  dis- 
tribute to  any  patient  opium,  cocoa  (coca) 
leaves,  or  any  compound,  manufacture,  salt 
derivative  or  preparation  thereof,  if  such 
patient  is  addicted  to  the  habit  of  using 
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said  drugs  without  making  a bona  fide  ef-] 
fort  to  cure  habit  of  such  patient.  I 

“Thirteenth:  To  dispense,  prescribe  or 
distribute  any  opium,  cocoa  (coca)  leaves, 
or  any  compound,  manufacture,  salt  deriva- 
tive or  preparation  thereof  to  any  person 
in  violation  of  any  law  of  the  state  or  the 
United  States  of  America.” 

Section  8.  Be  It  Further  Enacted,  That 
Section  6935  of  the  Code  of  Tennessee,  1932, 
also  relating  to  the  regulation  of  the  prac- 
tice of  medicine  or  surgery  in  this  state, 
be  and  the  same  is  hereby  amended  so  that 
the  same  shall  read  as  follows : 

“Itinerant  Physicians  and  Vendors  Shall 
Not  Sell  and  Apply  Nor  Profess  to  Cure; 
Untrained  Physicians  Shall  Not  Be  Em- 
ployed to  Do  Special  Work:  It  shall  be  un- 
lawful for  any  itinerant  physician  or  ven- 
dor of  any  drug,  nostrum,  ointment  or 
application  of  any  kind  intended  for  treat- 
ment of  disease  or  injury  to  sell  or  apply 
the  same  or  for  such  itinerant  physician 
or  vendor,  by  writing,  printing  or  other 
methods,  to  profess  to  cure  or  treat  dis- 
eases or  deformity  by  any  drug,  nostrum, 
manipulation  or  other  expedient  in  this 
state,  and  whoever  shall  violate  the  provi- 
sion of  this  section  shall  be  guilty  of  a mis- 
demeanor and  be  fined  in  any  sum  not 
less  than  one  hundred  ($100.00)  dollars  and 
not  exceeding  four  hundred  ($400.00)  dol- 
lars, or  imprisoned  in  the  county  jail  not 
more  than  eleven  months  and  twenty-nine 
days,  or  both,  in  the  discretion  of  the  judge 
trying  the  case ; and  each  time  any  person 
shall  violate  any  part  of  this  section  shall 
constitute  a separate  offense.” 

Section  9.  Be  It  Further  Enacted,  That 
Section  6936  of  the  Code  of  Tennessee,  1932, 
also  relating  to  the  regulation  of  the  prac- 
tice of  medicine  or  surgery  in  this  state, 
be  and  the  same  is  hereby  amended  so  that 
the  same  shall  read  as  follows: 

“Misdemeanor  Not  Comply;  Fine  Goes  to 
Board;  Filmy  Diploma  of  Another,  etc.; 
Felony:  Any  person  (except  as  above)  who 
shall  practice  medicine  or  surgery  in  this 
state  without  having  first  complied  with 
the  provisions  of  this  chapter  shall,  for  each 
instance  of  such  practice,  be  guilty  of  a 
misdemeanor  and  shall  be  fined  not  less 


than  one  hundred  ($100.00)  dollars  and  not 
exceeding  four  hundred  ($400.00)  dollars  or 
imprisoned  in  the  county  jail  not  more  than 
eleven  months  and  twenty-nine  days,  or 
both,  in  the  discretion  of  the  judge  trying 
the  case,  and  each  time  any  person  shall 
practice  medicine  without  first  obtaining 
a valid  certificate  shall  constitute  a sep- 
arate offense;  and  any  person  filing  or  at- 
tempting to  file,  as  his  own,  a diploma  or 
license  of  another  or  forged  affidavit  of 
identification  shall  be  guilty  of  a felony  and 
be  subject  to  the  punishment  prescribed 
by  law  for  the  crime  of  forgery.  All  fines 
for  offenses  under  this  chapter  shall  be 
paid  over  to  the  Board  of  Medical  Exam- 
iners to  constitute  a part  of  the  funds  of 
said  board  to  be  paid  into  the  state  treas- 
ury.” 

Section  10.  Be  It  Further  Enacted,  That 
Section  6937  of  the  Code  of  Tennessee,  1932, 
also  relating  to  the  regulation  of  the  prac- 
tice of  medicine  or  surgery  in  this  state, 
be  and  the  same  is  hereby  amended  so  that 
the  same  shall  read  as  follows: 

“To  Whom  Lain  Applies;  to  Whom  Not: 
Any  person  shall  be  regarded  as  practicing 
medicine  within  the  meaning  of  this  chap- 
ter who  shall  treat  or  profess  to  treat,  op- 
erate on,  or  prescribe  for  any  physical  ail- 
ment or  any  physical  injury  to  or  deformity 
of  another ; provided,  that  nothing  in  this 
section  shall  be  construed  to  apply  to  the 
administration  of  domestic  or  family  reme- 
dies in  cases  of  emergency,  or  to  the  laws 
regulating  the  practice  of  dentistry;  and 
this  chapter  shall  not  apply  to  surgeons  of 
the  United  States  Army,  Navy,  or  Marine 
Hospital  Service,  or  to  any  registered  phy- 
sician or  surgeon  of  other  states  when 
called  in  consultation  by  a registered  physi- 
cian of  this  state,  or  to  midwives,  or  to 
veterinary  surgeons,  or  to  osteopaths  or 
chiropractors  or  naturopaths  not  giving  or 
using  medicine  in  their  practice,  or  to  op- 
ticians, optometrists,  chiropodists,  or  to 
Christian  Scientists.” 

Section  11.  Be  It  Further  Enacted,  That 
Section  6939  of  the  Code  of  Tennessee,  1932, 
also  relating  to  the  practice  of  medicine 
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or  surgery  in  this  state,  be  and  the  same 
is  hereby  amended  so  that  the  same  shall 
read  as  follows: 

“Members  to  Report  Violations:  The 
members  of  the  Board  of  Medical  Exam- 
iners shall  investigate  any  supposed  vio- 
lation of  this  Act  and  report  to  the  proper 
district  attorney  general  all  the  cases  that 


in  the  judgment  of  such  member  or  mem- 
bers warrant  prosecution.  It  shall  be  the 
duty  of  the  attorney  general  of  the  sev- 
eral districts  to  prosecute  violators  of  this 
Act.” 

Section  12.  Be  It  Further  Enacted,  That 
this  Act  take  effect  from  and  after  its  pas- 
sage, the  public  welfare  requiring  it. 


THE  HOUSE  OF  DELEGATES  OF  THE  TENNESSEE 
STATE  MEDICAL  ASSOCIATION 

WILL  MEET 

9:30  A.M.,  SUNDAY,  APRIL  8 
MAXWELL  HOUSE 


NASHVILLE 
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SENATE  JOINT  RESOLUTION  NO.  13 

ALLEN  AND  MORGAN 

Whereas,  clue  to  war  conditions  and  the 
unusual  response  of  Tennessee  to  patriotic 
appeals,  there  is  an  acute  shortage  in  Ten- 
nessee of  persons  licensed  to  practice  the 
healing  art  in  its  various  branches;  and 
Whereas,  there  is  likewise  a pronounced 
shortage  of  hospital  facilities,  including 
nurses,  technicians,  and  others;  and 

Whereas,  these  conditions  have  become 
an  invitation  to  unscrupulous  persons  to 
unlawfully  hold  themselves  out  as  licensed 
to  practice  the  healing  art,  and  various 
branches  thereof ; and 

Whereas,  such  conditions  are  vitally  af- 
fecting the  health  and  welfare  of  the  citi- 
zens of  the  state,  subjecting  them  to  haz- 
ards and  dangers  of  a most  subtle  nature; 

Now,  therefore  be  it  resolved  by  the  Sen- 
ate of  the  Seventy-Fourth  General  Assem- 
bly, the  House  of  Representatives  concur- 
ring therein: 


That  the  governor  of  Tennessee  is  hereby 
requested  and  authorized  to  appoint  at  the 
earliest  practicable  time  a Committee  on 
Unauthorized  Practices  of  the  Healing  Art 
consisting  of  five  members,  one  of  whom 
shall  be  the  Commissioner  of  Public  Health, 
for  the  purpose  of  investigating  all  such 
conditions  suggested  by  the  preamble  of 
this  resolution,  and  to  make  recommenda- 
tions in  the  form  of  a report  to  the  Seventy- 
Fifth  General  Assembly. 

Be  it  further  resolved,  That  for  the  pur- 
pose of  defraying  the  expense  incident  to 
the  making  of  the  investigation  herein 
authorized  and  the  expense  of  compiling 
and  printing  its  report,  the  Miscellaneous 
Appropriation  Bill  shall  contain  a provision 
appropriating  not  to  exceed  $5,000.00  for 
the  biennium  to  be  added  to  the  General 
Appropriation  for  Public  Health  and  ex- 
pended upon  the  certification  of  the  Com- 
missioner of  Public  Health. 
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SURGICAL  ACTIVITIES  OF  AN  OVERSEAS  GENERAL  HOSPITAL 

JAMES  A.  KIRTLEY,  JR.,  Lieutenant  Colonel,  Medical  Corps 
CHARLES  C.  TRABUE  IV,  Major,  Medical  Corps 


Introduction 

During  the  past  nine  months  beginning 
in  mid-November,  1943,  our  hospital  has 
served  in  the  Italian  theatre  of  operations. 
For  the  first  few  months  the  front  was  so 
close  that  the  hospital  functioned  more  as 
an  evacuation  hospital  than  a general  hos- 
pital. Early  in  1944  all  patients  who  could 
be  expected  to  return  to  duty  within  three 
to  four  months  were  held  in  this  theatre. 
This  change  permitted  definitive  treatment 
for  many  types  of  patients.  Some  of  the 
activities  of  the  surgical  service  are  pre- 
sented at  this  time. 

Anesthetics  and  Operations 

It  is  believed  that  a review  of  the  opera- 
tions performed  and  the  anesthetics  used 
during  this  period  will  be  of  general  in- 
terest and  value.  The  total  number  of  pa- 
tients operated  upon  during  this  period 
was  6,648.  It  should  be  pointed  out  that 
in  almost  all  of  these  cases  there  were  mul- 
tiple injuries.  Many  had  from  twenty  to 
forty  wounds  and  a large  number  had  as- 
sociated fractures.  It  was  necessary  to 
debride  or  suture  these  wounds,  graft  oth- 
ers, and  at  the  same  time  treat  the  frac- 
tures usually  by  skeletal  traction  or  internal 
fixation.  Such  procedures  are  actually  sev- 
eral operations,  but  have  been  considered 
in  this  report  as  one  operation,  since  they 
were  all  carried  out  under  one  anesthetic. 
For  example,  an  operation  listed  in  Table  I 
as  skeletal  traction  for  fracture  may  actual- 
ly represent  debridement  of  one  wound, 
suture  of  several  others,  skin  graft  over 
the  fracture  site  and  the  insertion  of  a 
Kirschner  wire  for  skeletal  traction.  The 
total  would  undoubtedly  be  nearer  20,000 
operations. 

Anesthetics  used  have  been  divided  into 
the  following  six  groups  in  order  to  sim- 
plify the  tabulations : 

I.  Sodium  pentothal  plus  oxygen. 

II.  Sodium  pentothal  plus  nitrous  oxide 
with  or  without  supplemental  ether. 

III.  Nitrous  oxide-oxygen  and/or  ether. 

IV.  Spinal  anesthesia. 


V.  Spinal  plus  pentothal  and/or  gas  or 
ether. 

VI.  Local  anesthesia. 

I.  Sodium  pentothal  has  been  the  anes- 
thetic agent  most  frequently  used  (Table 
I).  In  the  total  of  6,130  operations,  in 
which  complete  anesthetic  records  are  now 
available,  pentothal  and  oxygen  were  used 
in  3,458  instances,  or  fifty-six  per  cent. 
There  are  several  reasons  for  the  high  per- 
centage of  pentothals  in  this  series.  It  is 
the  anesthetic  of  choice  in  short  procedures 
and  many  of  our  wound  closures  and  de- 
bridements fall  into  this  class.  It  is  also 
the  anesthetic  of  choice  in  cases  not  re- 
quiring complete  muscular  relaxation.  Of 
the  few  contraindications  to  the  use  of 
pentothal,  shock  and  anemia  are  the  most 
important,  and  it  is  for  this  reason  that 
the  drug  has  been  condemned  by  many  as 
unsuitable  for  war  surgery.  This  opinion 
is  valid  and  of  the  greatest  importance  to 
the  hospitals  operating  in  the  immediate 
battle  zone,  but  the  majority  of  our  pa- 
tients have  overcome  their  shock  before 
being  admitted  here  and  their  anemia  has 
been  or  will  be  treated  before  operation. 
Pentothal  can  be  administered  quickly  and 
the  induction  stage  is  short.  This  factor 
is  not  insignificant  in  handling  from  one 
hundred  to  two  hundred  patients  within  a 
twenty-four-hour  period.  Moreover,  the 
patients  react  quickly  with  little  or  no  nau- 
sea, making  their  postoperative  care  much 
simpler  for  a ward  nurse  who  may  have 
twenty  or  more  reacting  patients  within  a 
few  hours. 

Sodium  pentothal  is  made  up  in  distilled 
water  in  2.5  per  cent  solution.  Our  an- 
esthetists have  found  it  practical  to  pre- 
pare each  morning  sufficient  amounts  of 
the  solution  for  the  day,  especially  on 
those  days  when  the  anticipated  number  of 
anesthetics  is  to  exceed  seventy-five  or  a 
hundred.  Any  unused  portions  are  dis- 
carded at  the  end  of  the  day.  The  solution 
is  aspirated  into  thirty  cubic  centimeter 
syringes  equipped  with  an  eight-inch  length 
of  small  rubber  tubing  with  glass  adapter 
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and  needle.  The  syringe  is  held  by  various 
modifications  of  the  Rudder  apparatus 
which  have  been  built  by  friendly  ordnance 
shops.  This  allows  the  anesthetist  to  be 
in  the  proper  position  to  support  the  pa- 
tient’s chin,  insert  an  airway  and  check 
pulse  and  blood  pressure.  The  introduc- 
tion of  a two-way  stop  cock  permits  the 
administration  of  blood,  plasma  or  other 
intravenous  solutions. 

In  general,  the  preoperative  medication 
consists  of  a barbiturate  at  bedtime  and 
this  repeated  early  the  following  morning 
and  followed  by  morphine  .01  gram  and 
atropine  .0004  gram  given  thirty  minutes 
before  operation.  The  average  amount  of 
pentothal  required  for  induction  is  .5  gram. 
As  pointed  out  by  Lundy1  the  amount  re- 
quired to  prevent  phonation  indicates  the 
patient’s  tolerance  to  the  drug.  The  sur- 
geon then  stimulates  the  skin  with  an  Allis 
forceps  or  by  beginning  the  incision.  Frac- 
tional amounts  of  the  drug  are  given 
throughout  the  operation  as  needed  to 
prevent  the  patient  from  moving  his  ex- 
tremities. The  maximum  dosage  of  pen- 
tothal has  been  2.2  grams.  The  use  of 
supplemental  gas,  or  gas  and  ether,  has 
been  demonstrated  by  the  general  condi- 
tion of  the  patient  and  the  necessity  for 
complete  relaxation  rather  than  because 
of  any  conviction  that  only  a certain 
amount  of  pentothal  should  be  used  or  that 
it  should  be  continued  for  only  a certain 
period  of  time.  It  should  be  emphasized 
that  100  per  cent  oxygen  is  administered 
in  all  cases  to  prevent  anoxia  and  respira- 
tory depression,  and  should  the  operation 
prove  more  extensive  than  anticipated  ni- 
trous oxide  or  ether  is  added. 

II.  There  has  been  a definite  trend  to- 
ward the  combination  of  anesthetics  in 
all  but  the  simpler  operations.  The  large 
number  of  this  combination,  623  cases,  or 
fourteen  per  cent  of  the  total  number  of 
anesthetics  exclusive  of  locals,  is  partly  ex- 
plained by  the  fact  that  pentothal  is  used 
purely  as  an  induction  agent  in  many  of 
the  decortications  of  the  lung,  abdominal 
operations,  amputations,  open  reductions, 
and  major  vascular  injuries.  The  average 
amount  of  pentothal  used  for  this  induction 


is  .5  gram  or  twenty  cubic  centimeters  of 
the  2.5  per  cent  solution.  At  the  end  of 
induction,  blood  or  plasma  may  be  con- 
nected to  the  intravenous  needle  and  the 
pentothal  discontinued.  In  hospitals  in  the 
theatres  of  operations,  limited  space  often 
requires  that  two  or  more  tables  be  placed 
in  the  same  room,  which  means  two  or 
more  teams  working  in  close  proximity. 
A rapid  silent  induction  decreases  the  con- 
fusion and  excitement,  both  for  the  patient 
being  anesthetized  and  for  other  patients 
who  may  have  a local  anesthesia.  It  is 
often  difficult  to  anesthetize  a young  adult 
with  nitrous  oxide  without  using  a danger- 
ously high  percentage  of  the  gas. 

After  a rapid  induction  with  pentothal, 
it  is  relatively  easy  to  introduce  an  endo- 
tracheal tube  for  the  inhalation  anesthesia. 
Endotracheal  catheters  were  inserted  in 
107  cases  in  this  group  and  in  thirteen  cases 
with  gas  and  ether  alone,  or  a total  of  120 
cases.  Endotracheal  anesthesia  has  been 
employed  in  many  of  the  thoracotomies, 
laparotomies,  lesions  of  the  great  vessels 
of  the  neck,  laminectomies,  and  lumbar 
ganglionectomies.  The  endotracheal  tube 
allows  much  quicker  administration  and 
better  control  of  whatever  inhalation  agent 
is  needed  for  anesthesia  or  for  positive 
gaseous  pressure  within  the  lung  which 
is  a necessary  adjunct  of  all  major  tho- 
racic surgery.  The  anesthetist  can  easily 
carry  out  artificial  respiration  by  alternate- 
ly compressing  and  releasing  the  bag.  With 
the  tube  in  place  a suction  catheter  may 
be  used  to  aspirate  the  upper  bronchi,  pre- 
venting atelectasis  and  making  respirations 
smooth  and  quiet.  Because  of  these  ad- 
vantages its  general  use  is  increasing  and 
our  anesthetists  have  become  quite  pro- 
ficient in  its  technique. 

III.  Nitrous  oxide-oxygen  and/or  ether 
was  used  only  fifty-two  times,  or  one- 
twelfth  as  often  as  the  same  combination 
plus  pentothal  induction.  Twenty-five  dif- 
ferent types  of  operation  were  performed 
under  GOE  which  indicates  its  wide  range 
as  well  as  the  fact  that  it  was  not  consid- 
ered the  anesthetic  of  choice  in  the  more 
frequent  operations.  In  thirteen  of  these 
operations  endotracheal  tubes  were  used. 
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IV.  Spinal  anesthesia  was  used  alone  in 
267  cases,  about  four  per  cent  of  the  total 
operations.  The  agent  used  was  procaine 
hydrochloride,  ranging  from  50  to  175  mil- 
ligrams. It  was  used  for  27  appendecto- 
mies, 10  colostomy  closures,  22  pilonidal 
cyst  excisions,  85  hemorrhoidectomies,  61 
herniorrhaphies,  and  21  miscellaneous  op- 
erations (Table  I).  Pontocaine  was  used 
in  one  abdomino-perineal  resection  for  car- 
cinoma of  the  upper  rectus.  Spinal  anes- 
thesia has  not  been  used  in  the  presence 
of  shock  or  hemorrhage. 

V.  In  forty-two  instances  spinal  has  been 
supplemented  by  pentothal  or  inhalation 
anesthetics.  Pentothal  was  given  in  most 
instances  to  decrease  nausea  and  allay  ap- 
prehension in  an  excited  patient.  The 
amount  of  pentothal  used  for  this  purpose 
is  very  small  and  does  not  cause  complete 
loss  of  consciousness. 

VI.  Local  anesthesia  was  sufficient  in 
1,688  instances.  Closure  of  wounds  (744), 
skin  grafts  (166),  E.E.N.T.  operations 
(284),  cystoscopies  (183),(  removal  of  for- 
eign bodies  (48),  and  thoracotomies  for 
empyema  (34)  comprise  most  of  the  opera- 
tions of  this  group.  A breakdown  of  the 
operations  done  each  month  has  shown  a 
marked  trend  away  from  local  anesthesia 
for  the  closure  of  wounds.  It  was  found 
that  better  results  were  obtained  when  the 
operation  was  done  under  pentothal. 

Postoperative  Complications 

There  has  been  only  one  fatality  that 
could  be  attributed  to  the  anesthetic  alone 
and  one  other  case  in  which  anesthetic  was 
probably  the  major  factor  in  the  death  of 
the  patient.  Surgical  deaths  are  discussed 
under  a separate  heading,  but  these  two 
protocols  are  abstracted  here. 

Case  1.  E.  E.  J.,  A-24,  wounded  in  ac- 
tion on  June  1,  1944,  by  a sniper’s  bullet. 
The  missile  entered  at  the  right  shoulder, 
fracturing  the  humerus,  passing  through 
the  axilla  and  penetrating  the  right  lower 
pleura  and  lung,  finally  lodging  near  the 
spinous  process  of  the  seventh  dorsal  ver- 
tebra. The  following  day  the  wound  was 
debrided  and  a catheter  inserted  in  the  sec- 
ond interspace  on  the  right  through  an 
intercostal  thoracostomy.  Approximately 


100  cubic  centimeters  of  blood  was  removed. 
On  the  fourth  day  a right  thoracentesis 
yielded  350  cubic  centimeters  of  blood.  The 
patient  was  admitted  to  this  hospital  June 
6,  at  which  time  he  had  an  occasional 
cough  productive  of  blood-tinged  sputum. 
His  temperature  was  101.4,  pulse  100,  and 
respirations  22.  Thoracentesis  yielded  only 
ten  cubic  centimeters  of  dark,  bloody 
fluid.  On  June  8 the  foreign  body  was 
removed,  the  debrided  wound  closed,  and  a 
plaster  cast  applied.  A total  of  1.2  grams 
of  sodium  pentothal  was  used  for  anesthe- 
sia. The  patient  left  the  operating  room 
in  excellent  condition.  While  being  re- 
turned to  the  ward  he  became  cyanotic  and 
respirations  became  irregular  and  the  air- 
way was  momentarily  removed  and  then 
replaced  and  an  adequate  airway  main- 
tained. Respirations  ceased,  however,  and 
despite  prolonged  artificial  respiration,  oxy- 
gen, coramine,  and  intracardiac  adrenalin, 
respirations  were  not  resumed.  Autopsy 
showed  the  right  lung  to  be  collapsed,  with 
blood-tinged  fluid  in  the  pleural  cavity. 
Death  was  attributed  to  asphyxiation  fol- 
lowing pentothal  anesthesia. 

Comment. — Due  to  the  great  number  of 
operations  being  performed  daily  at  this 
time,  the  attendants  returning  this  patient 
to  the  ward  were  not  anesthetists.  It 
seems  possible  that,  had  an  uninterrupted 
airway  been  maintained,  the  outcome  might 
have  been  different.  The  fixed  policy  of 
having  the  anesthetist  superintend  the  re- 
turn of  the  patient  to  his  bed  and  place  him 
under  the  care  of  the  ward  nurse  was  re- 
sumed despite  the  delay  caused  by  this  rule. 

Case  2.  R.  S.,  A-32,  wounded  in  action 
May  24,  1944,  sustaining  a perforating 
wound  of  the  abdomen  with  perforations 
of  the  ileum  and  transverse  colon.  Six 
inches  of  ileum  were  resected  and  end-to- 
end  anastomosis  done  and  the  perforated 
portion  of  the  colon  was  exteriorized.  The 
patient  received  one  unit  of  plasma  and 
1,500  cubic  centimeters  of  whole  blood  and 
penicillin,  25,000  units  every  four  hours, 
was  started.  On  July  1,  1944,  the  colostomy 
was  mobilized  and  an  end-to-end  anastomo- 
sis carried  out.  Four  and  a half  hours  later 
there  was  some  bleeding  from  the  incision 
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and  the  patient  returned  to  the  operating 
room  where,  under  pentothal  anesthesia, 
the  wound  was  reopened,  a small  hematoma 
evacuated,  and  several  small  vessels  ligated. 
Hemostasis  was  completed  and  the  abdomen 
was  being  closed  when  the  patient  sud- 
denly became  cyanotic,  his  blood  pressure, 
which  had  been  134/86,  fell  rapidly,  and 
despite  the  usual  resuscitative  measures  he 
expired  within  a few  minutes.  The  find- 
ings at  autopsy  are  insufficient  to  be  con- 
sidered as  a cause  of  death.  The  end-to- 
end  anastomosis  of  both  the  colon  and  ileum 
appeared  in  excellent  condition.  The 
amount  of  bleeding  in  the  peritoneal  cavity 
was  only  slight.  The  cause  of  death  must 
be  due  to  anesthesia,  as  was  considered 
clinically. 

Comment. — This  patient  lost  several  hun- 
dred cubic  centimeters  of  blood  from  his 
wound,  but  his  blood  pressure  was  110/80 
when  he  returned  to  the  operating  room 
at  1:10  P.M.  He  received  .4  grams  pen- 
tothal followed  by  nitrous  oxide  and  oxygen. 
At  1 :30  P.M.  his  blood  pressure  was  134/86 
and  his  pulse  124.  There  was  no  blood  loss 
after  onset  of  the  anesthetic  and  one  unit 
of  plasma  was  given.  Because  the  patient’s 
color  was  poor  nitrous  oxide  was  discon- 
tinued and  oxygen  alone  was  given.  Volun- 
tary respirations  ceased  and  cyanosis  stead- 
ily increased  until  death  ensued  at  2 :00  P.M. 
The  amount  of  pentothal  given  may  or  may 
not  have  depressed  the  respiratory  center 
in  this  case,  but  clearly  the  patient  did 
not  die  from  shock  or  hemorrhage,  though 
they  may  have  been  factors  in  the  unfor- 
tunate outcome. 

There  have  been  no  other  serious  post- 
operative complications  attributable  to  the 
anesthestic  other  than  the  two  cases  out- 
lined above.  There  have  been  a few  in- 
stances of  partial  atelectasis,  but  no  cases 
of  pneumonia,  massive  collapse  or  lung- 
abscess.  Immediate  postoperative  bron- 
choscopy is  done  after  all  major  chest  oper- 
ations such  as  decortication  of  clotted  hemo- 
thoraces  or  removal  of  intrapulmonary  for- 
eign bodies.  The  relative  infrequency  of 
postoperative  complications  is  probably  due 
to  the  fact  that  most  of  the  patients  are 
of  an  ideal  age  and  have  been  through  a 


lengthy  period  of  physical  hardening.  It 
is  difficult  to  keep  most  of  these  young 
men  quiet,  but  if  they  do  show  such  a 
tendency  they  are  turned  frequently  and  a 
rebreathing  bag  is  used. 

The  two  “anesthetic  deaths”  in  6,130  an- 
esthesias constitute  a rate  of  .32  per  thou- 
sand (or  .032  per  cent).  This  compares 
favorably  with  the  figure  of  .677  deaths 
per  thousand  as  recently  published  by  Trent 
and  Gaster-  and  of  .68  per  thousand  in  the 
series  of  Schmidt  and  Waters.2 

Delayed  Closure  of  Wounds 

Our  present  policy  regarding  closure  of 
debrided  wounds  was  gradually  formed 
early  in  1944.  We  found  that  these  wounds 
were  best  closed  with  interrupted  vertical 
mattress  sutures  on  the  fourth  or  fifth  day 
following  adequate  debridement  at  the  for- 
ward hospital.  The  majority  of  such 
wounds  healed  normally  without  either  sul- 
fonamides or  penicillin,  and  in  a consecu- 
tive series  of  seventy-one  wounds  closed 
4.3  days  (average)  after  injury  the  inci- 
dence of  infection  was  4.2  per  cent.3 

The  initial  inspection  of  the  wound  is 
done  in  the  operating  room  and  usually 
closure  of  skin  grafting  is  done  at  that 
time.  The  part  involved  is  immobilized, 
and  unless  indicated  by  pain  or  fever  the 
wound  is  not  dressed  for  four  or  five  days. 

Use  of  Penicillin  in  Surgical  Patients 

Until  February,  1944,  penicillin  admin- 
istration was  limited  to  patients  with 
staphylococcus  bacteremia  or  gas  gangrene. 
As  the  supply  in  this  theatre  was  increased 
the  indications  for  its  use  were  extended. 
In  general,  penicillin  has  been  used:  first, 
to  combat  established  sepsis,  local  or  gen- 
eral, in  which  the  sulfonamides  were  of 
no  value,  and,  second,  as  a prophylactic 
measure  in  the  closure  of  wounds  commu- 
nicating with  fractures,  joints,  fascia,  ten- 
dons, and  large  blood  vessels.  These  struc- 
tures are  especially  susceptible  to  the 
proteolytic  flora  found  to  dominate  infec- 
tions in  this  area.  Since  the  incidence  of 
gas  gangrene  here  is  roughly  three  times 
as  high  as  in  the  North  African  campaign 
and  twice  as  high  as  in  the  Sicilian  cam- 
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paign,  ample  stocks  of  penicillin  have  been 
of  great  value  in  conserving  both  lives  and 
limbs. 

Approximately  one  thousand  of  our  pa- 
tients have  received  penicillin  and  the  clin- 
ical absti’acts  on  985  will  be  the  subject 
of  a later  report.  Table  II,  showing  the 
use  of  the  drug  during  May,  1944,  serves 
as  an  example  of  the  types  of  cases  for 
which  is  is  now  being  used.  Our  experi- 
ence with  penicillin  in  battle  casualties 
shows  that  its  greatest  value  is  in  com- 
bating proteolytic  clostridial  myositis,  in 
sterilizing  streptococcal  and  staphylococcal 
blood  stream  infections,  in  the  treatment 
of  chest  injuries,  and  in  affording  a margin 
of  safety  in  converting  large  compound 
fractures  into  closed  fractures,  with  or 
without  internal  fixation.  It  should  be  em- 
phasized that  penicillin  does  not  take  the 
place  of  thorough  surgery  and  that  gentle 
handling  of  tissues,  hemostasis,  avoidance 
of  undue  tension,  of  obliteration  of  dead 
space  (especially  in  the  care  of  fractures) 
are  of  equal  or  greater  importance. 

Penicillin  has  been  given  intramuscularly 
in  doses  of  25,000  units  every  three  hours 
in  the  majority  of  cases.  It  was  also  given 
intrathecallv  on  two  cases  of  staphylo- 
coccus aureus  meningitis,  with  recovery, 
and  in  two  cases  of  septic  cerebral  embolism 
from  empyemata  of  the  pleural  cavity,  also 
with  recovery.  It  has  been  used  in  many 
cases  requiring  redebridement  of  the  brain 
with  closure  without  any  sequelae. 

The  marked  decrease  in  “septic”  femoral 
shaft  fractures  after  penicillin  became 
available  is  seen  in  Table  III.  This  fifty 
per  cent  decrease  in  septic  fractures  will 
become  greater  as  the  number  of  patients 
treated  by  penicillin  increases. 

During  the  past  four  months  527  chest 
casualties  have  been  triaged  to  this  hospi- 
tal. A detailed  study  is  now  being  com- 
piled. In  about  ten  per  cent  of  patients 
with  hemothorax,  clotting  occurs  and  or- 
ganization of  the  clot  begins.  About  half 
of  these  cases  will  develop  empyema  in 
six  to  eight  weeks,  and  due  to  the  large 
amount  of  fibrin  undergoing  fibroplasis  a 
constricting  envelope  is  found  on  the  vis- 
ceral and  parietal  pleura  which  prevents  re- 
expansion. In  a convincing  series  of  cases 


this  fibroplastic  membrane,  even  in  the 
presence  of  pus,  and  without  preliminary 
drainage,  has  been  removed  with  good  re- 
sults. The  preoperative  and  postoperative 
use  of  penicillin  has  made  this  procedure 
much  safer,  especially  when  intrapulmo- 
nary  infections  of  foreign  bodies  are  also 
present. 

Blood  Bank 

The  advantage  of  having  large  quanti- 
ties of  blood  always  ready  for  use  induced 
us  to  establish  our  own  blood  bank  with- 
in a few  days  after  opening  the  hospital. 
In  so  far  as  possible  we  have  used  am- 
bulatory patients  for  donors,  but  at  times 
we  have  had  to  call  on  service  troops  in 
the  vicinity.  The  blood  is  drawn  by  sur- 
gical technicians  in  the  operating  room. 
Vacoliters  containing  citrate  are  used, 
maintaining  a closed  system  and  approxi- 
mately a pint  of  blood  is  taken  from  each 
donor.  These  bottles  of  blood  are  kept 
stored  in  an  ordinary  refrigerator,  the 
temperature  of  which  is  kept  constantly 
between  two  and  four  degrees  centigrade. 
This  storage  period  is  never  allowed  to 
exceed  seven  days.  An  effort  is  made  to 
keep  specimens  of  each  of  the  four  blood 
types  available  at  all  times,  but  we  have 
not  hesitated  to  use  universal  donors  when 
necessary.  The  “dog  tag”  record  of  the 
soldier’s  blood  type  has  been  disregarded 
and  no  transfusion  has  been  given  until 
the  blood  has  been  typed  and  cross  matched. 

We  have  come  to  believe  that  the  main- 
tenance of  a normal  hemoglobin,  red  cell 
count,  and  serum  protein  level  in  the  blood 
is  as  important  in  the  treatment  of  war 
wounds  and  their  complications  as  the  use 
of  sulfa  drugs  or  penicillin.  This  fact  is 
strikingly  true  in  compound  fractures  of 
the  long  bones,  especially  the  femur,  and 
we  have  learned  that  a satisfactory  amount 
of  callus  is  not  likely  to  be  produced  if  the 
patient  is  anemic.  It  has  been  our  policy 
not  to  operate  upon  patients  who  have  a 
hematocrit  level  below  thirty-five,  or  if  op- 
eration is  immediately  necessary  an  effort 
is  made  to  bring  the  level  up  by  transfu- 
sions during  operations. 

Severe  war  wounds  are  always  accompa- 
nied by  some  degree  of  anemia  due  to  the 


March,  1945 


SURGICAL  ACTIVITIES  OF  AN  OVERSEAS  GENERAL  HOSPITAL 


73 


loss  of  blood  from  the  wound  and  in  some 
cases  to  the  destruction  of  blood  that  ac- 
companies any  wound  infection.  If  the 
infection  be  due  to  any  of  the  clostridial 
group  of  organisms,  the  anemia  will  be 
severe  and  rapidly  progressive.  In  the 
presence  of  gas  gangrene  we  have  usually 
found  it  necessary  to  give  a minimum  of 
1,000  cubic  centimeters  of  blood  daily  to 
equalize  the  blood  destruction.  In  the  for- 
ward hospitals  there  is  not  always  time  or 
facilities  for  the  diagnosis  and  complete 
correction  of  the  anemia,  and  consequently 
we  have  often  received  patients  who  had 
a red  cell  count  of  less  than  two  million. 
Secondary  hemorrhage  is  a not  uncommon 
complication  of  war  wounds,  and  we  have 
had  to  deal  with  hemorrhages  from  the 
popliteal,  femoral,  brachial,  and  carotoid 
arteries.  At  such  times  the  availability  of 
unlimited  quantities  of  whole  blood  has 
been  a great  comfort  and  aid  to  the  sur- 
geon. There  have  been  many  other  opera- 
tions in  which  four  to  five  transfusions 
have  been  used  to  prevent  the  development 
of  shock  on  the  table.  It  is  not  unusual  for 
the  surgeon  to  start  fluids  in  two  separate 
veins  before  operations  so  that  very  large 
quantities  of  blood  or  plasma  can  be  given 
in  a short  period  of  time  if  the  occasion 
arises.  Npt  infrequently  it  is  difficult  to 
find  a patient  vein,  and  we  have  found  the 
intrasternal  route  very  satisfactory. 

We  have  given  3,889  transfusions  from 
our  own  bank  during  the  past  nine  months, 
and  in  no  case  has  there  been  a death  which 
could  in  any  way  be  attributable  to  trans- 
fusion. The  only  serious  reaction  has  been 
a hemolytic  one  that  occurred  in  a man 
with  compound  comminuted  fractures  of 
the  femur  and  the  humerus,  and  who  had  a 
clostridial  infection  of  his  arm  wound.  This 
man  received  10,000  cubic  centimeters  of 
blood  and  eight  units  of  plasma  in  an 
eleven-day  period.  He  developed  a tran- 
sient hemoglobinuria,  oliduria,  and  jaun- 
dice, all  of  which  cleared  up  completely 
within  a few  days.  Subsequent  examina- 
tion showed  the  blood  of  this  patient  to  be 
Rh  positive,  thus  eliminating  the  possibility 
of  this  type  of  reaction.  It  is  thought  that 
his  reaction  was  due  to  an  accumulation 


of  antigens  from  the  large  number  of  type 
0 bloods  that  he  had  received.  Since  that 
time  only  type  0 blood  with  titre  of  less 
than  1 :65  has  been  used  for  recipients  in 
other  groups.  The  high  titre  type  of  blood 
is  used  for  type  0 recipients.  In  Table 
IV  is  shown  a death  presumably  due  to  a 
blood  transfusion.  However,  since  the 
blood  used  in  the  prisoner-of-war  section 
did  not  come  from  our  blood  bank,  the 
transfusions  given  in  that  section  are  not 
included  in  the  present  series  of  3,889  trans- 
fusions. 

During  this  nine  months’  period  we  have 
used  only  389  units  of  plasma  (a  ratio  of 
one  unit  of  plasma  to  each  ten  pints  of 
blood  used)  and  this  has  been  used  chief- 
ly in  two  groups  of  cases:  first,  for  the 
treatment  of  shock  or  impending  shock 
during  the  twenty  to  thirty  mintues  that 
is  required  to  cross  match  the  blood  and 
get  it  started ; second,  in  those  cases  who 
have  a normal  or  high  hematocrit  with  a 
subnormal  serum  protein  level.  In  this 
latter  group  fall  the  burn  cases  during  the 
first  few  days  after  their  injury,  and  also 
cases  of  peritonitis,  partial  intestinal  ob- 
struction or  other  conditions  preventing  the 
normal  ingestion  or  digestion  of  proteins. 
In  some  of  these  latter  cases  Amigen,  a 
commercial  preparation  of  amino  acids,  has 
been  used  instead  of  plasma,  but  a distinct 
disadvantage  of  this  agent  is  the  fact  that 
febrile  reactions  with  chills  are  common 
sequelae. 

Deaths 

There  have  been  thirty-two  deaths  on 
the  surgical  service,  three  on  the  medical 
service,  and  three  in  the  prisoner-of-war 
section  among  18,500  consecutive  admis- 
sions during  a nine  months’  period.  This  is 
a mortality  rate  of  .2  per  cent  or  two  per 
thousand  hospital  admissions.  The  main 
cause  of  death  is  shown  in  Table  IV.  It 
should  be  mentioned  again  that  over  sev- 
enty-five per  cent  of  admissions  are  sur- 
gical, and  that  many  of  the  battle  casualties 
were  admitted  within  less  than  twenty-four 
hours  after  injury.  An  autopsy  was  per- 
formed on  all  but  one  patient.12 

In  summary  a few  of  the  activities  of  the 
surgical  service  of  a general  hospital  in  the 
theatre  of  operations  are  presented. 
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The  anesthetics,  operations,  transfusions, 
and  deaths  listed  cover  the  period  from  No- 
vember 16,  1943,  to  August  16,  1944,  or 
nine  months. 
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TABLE  I 


e 

je  „ 
oO 


Aneurysm  or  A-V  Fistula,  excision  of  1 

Amputation  36 

Appendectomy 1 

Artery,  ligation  of 2 

Arthrotomy  21 

Cholecystectomy  

Closure  of  colostomy 7 

Craniotomy  7 

Debridement  322 

Excision  pilonidal  cyst 

Excision  of  tumor 14 

Fasciotomy  7 

Foreign  body,  removal  167 

Fracture,  closed  reduction  of 64 

Fracture,  open  reduction  of 21 

Fracture,  skeletal  traction  of 95 

Hemorrhoidectomy 2 

Herniorrhaphy  5 

Infection,  incision  and  drainage  of  106 

Laminectomy 1 

Laparotomy 7 

Lumbar  ganglionectomy  

Neurolysis  1 

Operation  on  upper  G.-U.  tract 

Skin  graft  270 

Pericardotomy  1 

Suture  of  wound  2039 

Tenoplasty 10 

Thoracotomy  11 

Thyroidectomy  

Miscellaneous  240 


Total  3458 


C/i 


Spinal  pit 
pentothal 
GOE  or  bi 

sd’° 

O 

So 

•I 

ft 

co 

Local 

Total 

7 

2 

10 

34 

I 

1 

72 

1 

27 

8 

37 

8 

i 

11 

6 

i 

3 

31 

5 

5 

10 

8 

3 

10 

4 

32 

6 

17 

25 

1 

21 

369 

4 

22 

1 

27 

10 

1 

21 

46 

2 

1 

10 

12 

4 

1 

3 

48 

235 

8 

1 

1 

74 

57 

1 

79 

18 

1 

1 

2 

16 

133 

85 

2 

3 

92 

3 

1 

61 

4 
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2 

2 

2 

16 

128 

6 

7 

17 

2 

2 

3 

1 

32 

17 

2 

8 

12 

39 

12 

1 

4 

18 

11 

2 

13 

102 

8 

7 

• 166 

553 

1 

2 

126 

4 

7 

1 

744 

2921 

3 

1 

1 

15 

81 

5 

34 

131 

1 

6 

7 

33 

4 

21 

2 

605 

905 

623 

52 

267 

42 

1688 

6130 

E.E.N.T.  operations  and  other  relatively  minor  procedures  are  included  in  this  classification  for  the 
sake  of  brevity. 


TABLE  II 

Surgical  Patients  Treated  with  Penicillin 
During  May,  1944 


Delayed  primary  closure  of  extensive  wounds  168 
Closure  of  wounds  over  compound  fractures  52 
Skin  grafts  on  previously  infected  surfaces  18 
Infections  of  lungs  or  pleural  cavities,  operative  17 
Open  reduction  of  fracture  with  internal  fixation  3 

Amputations  6 

Sulfonamide-resistant  gonorrhea  6 

Regional  infections  40 

Clostridial  myositis  2 

Infected  penetrating  wounds  of  the  brain  4 

Peritoneal  infections 13 

Agranulocytosis  1 

Pilonidal  cysts,  operative  9 

Acute  suppurative  arthritis 1 


Total  340 


TABLE  III 

Fractures  of  the  Shaft  of  the  Femur 
November  16,  1943,  to  May  27,  1944 


Simple  Compound 
Fractures  Fractures 

“ Septic 
Femurs” 

Total 

Group  A 

. . . 4 

59 

20  (34%) 

63 

Group  B 

3 

30 

5*(16%) 

33 

Total 

7 

89 

25  (26%) 

96 

Group 

A indicates 

period  before  penicillin 

was 

available. 

Group 

B indicates 

period 

after  penicillin 

was 

available. 

*A11  five  of  these  cases  were  septic  on  admission 
to  this  hospital. 
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TABLE  IV 

Causes  of  Death  No.  Cases 

1.  Penetrating  high  explosive  wounds  of  brain  6 

2.  Penetrating  high  explosive  wounds  of  thorax 

and  liver  5 

3.  Complications  of  extensive  shell  fragment 

wounds  as  pneumonia  and  embolic  brain 
abscess  5 

4.  Pulmonary  embolism  .4 

5.  Traumatic  transaction  of  spinal  cord  4 

6.  Peritonitis  — two  following  penetrating 

wounds  of  abdomen  and  one  following  ame- 
bic liver  abscess 3 

7.  Anesthetic  deaths  2 


8.  Fat  embolism  following  compound  fracture 

radius  1 

9.  Extensive  third  degree  burn  with  coronary 

atherosclerosis  1 

10.  Secondary  hemorrhage  from  femoral  artery, 

recurrent  1 

11.  Crushing  injury  of  chest  and  rupture  of 

spleen  1 

12.  Gas  gangrene  of  arm  and  chest  wall  1 

13.  Anaphylactic  transfusion  reaction  (pris- 
oner of  war  section)  1 

14.  Acute  yellow  atrophy  of  liver  (medical)  1 

15.  Meningitis  (medical)  1 

16.  Intracranial  hemorrhage  1 

Total  deaths  in  the  hospital 38 


SCHEDULED  MEETING  OF  THE  STATE  ASSOCIATION  HAS  BEEN 
CANCELLED  BY  ACTION  OF  THE  BOARD  OF  TRUSTEES 

On  account  of  recent  developments  that  have  taken  place  the  Board  of 
Trustees  decided  that  the  regular  meeting  of  the  association  would  not  be 
held  as  scheduled  April  10,  11,  12,  1945.  The  reasons  for  this  action  are 
apparent  to  all. 
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Gov.  James  N.  McCord  and  the 
Medical  Profession 
Soon  after  Governor  McCord  was  in- 
augurated a committee  of  the  Tennessee 
State  Medical  Association  requested  an  in- 
terview with  him.  The  request  was  grant- 
ed. At  the  time  appointed  the  committee 
was  received  courteously  and  cordially  by 
Governor  McCord. 

Some  problems  which  have  arisen  in  Ten- 
nessee were  discussed  frankly.  Governor 
McCord  at  once  displayed  a keen  interest 
in  the  subject  and  a deep  insight  into  the 
problems.  Without  his  cooperation  and  the 
cooperation  of  his  floor  leaders  our  legisla- 
tive program  might  not  have  been  enacted. 
He  is  entitled  to  a full  measure  of  credit 
for  the  passage  of  wholesome  legislation 
touching  the  practice  of  medicine  in  Ten- 
nessee. 

The  people  of  Tennessee  may  feel  assured 
that  the  new  governor  has  the  interest  of 
the  people  at  heart;  that  he  has  an  intelli- 
gent insight  into  their  problems;  and  that 
he  has  the  unbending  courage  of  his  con- 
victions. 

Credit  to  Whom  Credit  Is  Due 
It  is  appropriate  that  the  medical  pro- 
fession of  Tennessee  recognize  a large 


number  of  individuals  who  cooperated  so 
wholeheartedly  and  effectively  in  making 
the  legislative  program  a success  this  year. 

Our  bills  were  introduced  in  the  Senate 
by  Senators  Dossett  and  Smith  and  in  the 
lower  House  by  Representatives  Winters 
and  Lentz. 

Senator  Dossett  is  none  other  than  Dr. 
Robert  Lee  Dossett  of  Tullahoma,  Tennes- 
see— a distinguished  member  of  the  Ten- 
nessee State  Medical  Association  for  a long 
period  of  years.  His  energy,  enthusiasm, 
and  popularity  with  his  fellows  made  him 
most  effective. 

Senator  Smith  is  Dr.  R.  W.  Smith  of 
Cocke  County,  a Republican.  He  and  his 
associates  on  the  Republican  side  of  the 
Senate  were  thoroughly  cooperative. 

Representative  Lentz  is  Mr.  Ned  Lentz 
of  Nashville,  the  son  of  Dr.  John  J.  Lentz, 
county  health  officer  for  Davidson  County. 

Representative  Winters  is  Dr.  W.  H.  Win- 
ters, an  outstanding  druggist  in  Nashville. 

Senator  Louis  Allen  and  Representative 
McAllen  Fouth,  administration  leaders  in 
the  Senate  and  House,  respectively,  were 
very  cooperative  at  all  times. 

Dr.  R.  H.  Hutcheson,  the  Commissioner 
of  Health,  was  most  cooperative  and  ef- 
fective. 

The  entire  delegation  from  Shelby  Coun- 
ty gave  their  hearty  and  effective  coopera- 
tion in  the  passage  of  all  these  bills. 

Obviously  it  is  not  possible  in  a brief 
space  to  pay  an  appropriate  tribute  to  all 
the  people  who  labored  so  diligently  for  this 
progressive  legislation. 

The  Association’s  attorney,  Mr.  Charles 
L.  Cornelius,  Nashville,  a former  senator 
and  an  outstanding  civic  leader,  was  on  the 
job  at  all  times. 

It  must  be  said  also  that  the  Legislative 
Committee  had  the  hearty  cooperation  of 
doctors  all  over  the  state,  many  of  whom 
came  long  distances  to  attend  committee 
hearings.  Among  these  were  Dr.  John  A. 
Hardison  of  Lewisburg,  Dr.  V.  L.  Lewis 
of  Crossville,  Dr.  L.  E.  Ragsdale  of  Wil- 
liamsport, and  Dr.  T.  F.  Booth  of  Pulaski. 
These  were  in  addition  to  a large  number 
from  Davidson  County. 
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A Discussion  of  Legislation  Enacted  by 
the  General  Assembly  of  1945 

Four  bills  and  a resolution  were  of  major 
concern  to  the  medical  profession.  They 
are  as  follows : 

1.  An  amendment  to  Section  14  of  the 
Basic  Science  Law. 

2.  An  amendment  to  Section  4 of  the 
Naturopathic  Law. 

3.  Several  amendments  to  the  Medical 
Practice  Act. 

4.  An  enabling  act  to  permit  the  forma- 
tion and  operation  of  nonprofit  medical 
service  corporations. 

5.  The  passage  of  some  legislation  spon- 
sored by  the  State  Health  Department. 

6.  A resolution  providing  for  the  ap- 
pointment by  the  governor  of  a committee 
to  investigate  the  illegal  practice  of  medi- 
cine in  Tennessee  and  to  make  a report  to 
the  Seventy-Fifth  General  Assembly. 

The  essential  sections  of  all  the  bills,  ex- 
cepting the  Enabling  Act,  appear  in  another 
section  of  the  Journal  and  are  indexed  ac- 
cording to  their  subjects.  The  resolution  is 
also  reproduced. 

The  effects  of  these  laws  are  as  follows: 

1.  The  amendment  to  Section  14  of  the 
Basic  Science  Law  makes  it  apply  equally 
to  the  practitioners  of  medicine  and  sur- 
gery, osteopathy,  chiropractic,  and  natur- 
opathy. 

2.  The  amendment  to  Section  4 of  the 
Naturopathic  Law  provides  a more  specific 
definition  of  naturopathy  and  limits  the 
practitioners  of  naturopaths  as  specified  in 
the  amendment. 

3.  The  following  discussion  of  the  amend- 
ment to  the  Medical  Practice  Act  was  pre- 
pared by  our  attorney,  Mr.  Charles  L. 
Cornelius : 

“You  have  asked  that  I point  out  the 
particulars  in  which  the  medical  practice 
sections  of  the  code  have  been  strength- 
ened. All  of  these  changes  were  suggested 
by  the  present  Board  of  Medical  Examiners. 
The  law  governing  the  Examining  Board 
has  been  on  the  statute  books  since  1901 
with  very  few  changes,  and  there  were  sev- 
eral respects  in  which  Doctor  Qualls  and 
those  associated  with  him  had  found  them- 
selves handicapped  by  the  obsolete  laws, 


and  in  instances,  no  laws  or  rules  at  all  to 
guide  them  in  their  work. 

“The  first  code  section  which  was  amend- 
ed by  Senate  Bill  814,  passed  by  the  Gen- 
eral Assembly  which  has  just  adjourned, 
is  Section  6919.  The  old  law  required  a 
board  of  six  members,  two  residing  in  each 
grand  division  of  the  state,  four  of  them 
from  the  ‘regular  school,’  one  from  the 
eclectic,  and  one  from  the  homeopathic 
school  of  medicine.  It  has  proven  very 
difficult  to  obtain  satisfactory  members 
from  the  eclectic  and  homeopathic  schools 
of  medicine,  these  terms  having  lost  their 
technical  meaning  in  the  years  which  have 
intervened  since  1901.  Under  the  new 
amendment  the  Examining  Board  will  be 
composed  of  five  physicians  who  have  grad- 
uated from  medical  schools,  whose  curricu- 
lum is  as  high  as  that  of  the  Medical  De- 
partment of  the  University  of  Tennessee. 
There  is  no  restriction  with  respect  to 
where  such  physicians  live,  and  the  only 
other  requirement  is  that  they  not  be  con- 
nected with  any  medical  college  of  the  state. 

“The  next  section  amended  is  6922.  The 
old  law  was  very  cumbersome,  requiring  a 
regular  meeting  of  the  board  twice  each 
year  in  the  city  of  Nashville,  with  special 
meetings  to  be  held  oftener  upon  the  call 
of  the  president.  The  new  provision  per- 
mits regular  meetings  to  be  held  upon  the 
call  of  the  president  at  any  place  in  the 
state  where  the  convenience  of  the  public 
suggests.  It  is  also  provided  that  the  mem- 
bers of  the  Examining  Board  be  paid  a 
per  diem  of  ten  dollars  for  each  day’s 
service  in  attending  meetings  of  the  board, 
and  for  conducting  examinations,  with  their 
necessary  expenses  for  traveling  and  sub- 
sistence to  be  paid  upon  vouchers  presented 
to  the  state  treasurer,  which  vouchers  are 
payable  out  of  the  fund  accumulated  by  the 
fees  charged  for  examinations  and  certifi- 
cates. 

“The  next  code,  Section  6923,  has  been 
amended  so  as  to  make  its  provisions  con- 
form with  the  requirements  of  the  Basic 
Science  Law.  An  applicant  must  first  ob- 
tain a certificate  from  the  Board  of  Exam- 
iners in  the  Basic  Sciences.  Next,  he  must 
have  a certificate  from  a medical  school 
whose  curriculum  is  as  high  as  the  Med- 
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ical  Department  of  the  University  of  Ten- 
nessee as  published  from  time  to  time  in 
its  catalog.  The  Medical  Examining  Board 
is  the  sole  judge  as  to  whether  or  not  the 
medical  school  has  the  required  curricu- 
lum. Upon  paying  the  prescribed  fees,  the 
applicant  shall  be  examined  upon  surgery, 
obstetrics,  materia  medica  and  therapeutics, 
practice  and  physical  diagnosis,  gynecology, 
and  hygiene.  Written  examinations  may 
be  supplemented  by  such  oral  examinations 
as  the  board  deems  necessary. 

“Section  6924  is  amended  so  as  to  per- 
mit the  charging  of  a license  fee  of  fifty 
dollars  for  a certificate  of  reciprocity  of  li- 
censure. The  amendment  still  leaves  the 
board  the  sole  judge  of  whether  or  not  a 
reciprocity  license  shall  be  granted. 

“Section  6925  is  amended  so  as  to  bring 
this  section  in  conformity  with  the  com- 
position of  the  new  Board  of  Examiners. 
The  old  section  required  the  two  members 
in  each  grand  division  of  the  state  to  fix 
meetings  for  examination  in  their  areas. 
Now  the  matter  is  left  for  determination 
by  the  whole  board,  with  the  requirement 
that  the  examinations  be  made  at  con- 
venient times  and  places  throughout  the 
state.  The  old  code  section  required  all 
papers  to  be  taken  to  Nashville,  etc.  The 
new  section  leaves  all  such  details  to  the 
discretion  of  the  Board  of  Medical  Exam- 
iners. 

“Section  6928  is  amended  so  as  to  fix  a 
flat  fee  of  twenty-five  dollars  for  examina- 
tion and  issuance  of  a certificate  of  perma- 
nent license.  There  is  no  provision  made 
for  either  an  examination  or  a certificate 
for  a temporary  license. 

“Code  Section  6933  is  amended  so  as  to 
add  to  unprofessional  and  dishonorable  con- 
duct two  important  sections.  One  making 
it  unprofessional  or  dishonorable  conduct 
for  any  licensed  physician  to  be  connected 
with  or  employed  by  any  person,  corpora- 
tion, company,  or  clinic  that  advertises  to 
make  examination  of  the  eyes  for  glasses, 
cure  or  treat  cancer,  or  any  other  disease, 
and  the  other  prohibiting  any  persons  pur- 
porting to  practice  medicine  or  surgery 
from  advertising  by  the  use  of  handbills, 
posters,  circulars,  cards,  neon  or  other  elec- 


tric signs,  radio,  newspapers  or  any  kind 
of  written  publications. 

“Code  Section  6935  is  amended  so  as  to 
increase  the  penalties  for  unlawful  acts  by 
itinerant  physicians  or  vendors  of  drugs. 
The  new  amendment  adds  to  the  fine  of  not 
less  than  one  hundred  dollars  nor  more  than 
four  hundred  dollars,  imprisonment  in  the 
county  jail  of  not  more  than  eleven  months 
and  twenty-nine  days  to  be  added  to  the 
fine  in  the  discretion  of  the  judge  trying 
the  case.  The  new  section  also  makes  each 
time  any  person  violates  any  part  of  the 
law  a separate  offense. 

“Section  6936  makes  any  person  prac- 
ticing medicine  or  surgery  without  a license 
liable  for  a fine  of  not  less  than  one  hun- 
dred dollars  nor  more  than  four  hundred 
dollars  with  imprisonment  in  the  county  jail 
to  be  added  in  the  discretion  of  the  judge 
trying  the  case,  and  also  providing  that 
each  time  any  person  attempts  to  practice 
medicine  or  surgery  without  first  obtaining 
a valid  certificate  shall  constitute  a sep- 
arate offense. 

“Code  Section  6937  is  amended  so  as  to 
add  naturopaths,  optometrists,  and  chirop- 
odists to  midwives,  veterinary  surgeons, 
osteopaths,  chiropractors,  opticians,  and 
Christian  Scientists  so  as  to  exempt  all  of 
such  class  so  long  as  they  are  not  giving  or 
using  medicine  in  their  practice. 

“Section  6939  is  amended  so  as  to  make 
more  specific  the  duties  of  the  board  to 
investigate  supposed  violations  of  the  Med- 
ical Practice  Act  and  report  such  violations 
as  may  be  found  to  the  proper  district 
attorney  general.  It  is  also  provided,  spe- 
cifically, that  it  shall  be  the  duty  of  the 
attorney  general  of  the  several  districts  to 
prosecute  violators  of  this  Act.” 

4.  The  effect  of  the  Enabling  Act  is  to 
make  possible  the  formation  and  operation 
of  medical  service  corporations  when  and 
if  the  medical  profession  and  the  people 
deem  it  appropriate  to  do  so. 

5.  The  resolution  provides  for  the  ap- 
pointment of  a committee  by  the  governor 
to  study  the  illegal  practice  of  medicine  in 
Tennessee  and  to  make  a report  to  the  Sev- 
enty-Fifth General  Assembly. 

This  is  a very  important  step. 

Too  many  people  have  misunderstood  the 
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motives  of  the  medical  profession  in  seek- 
ing to  maintain  a high  standard  of  prac- 
tice in  the  state.  A committee  can  collect 
and  disseminate  facts  which  the  profession 
could  not  well  do  without  becoming  seri- 
ously involved. 

The  Commissioner  of  Health  of  the  state 
is  to  be  a member  of  this  committee  and 
is  in  a position  to  be  of  great  assistance 
to  the  committee  in  performing  its  func- 
tions. 


DEATHS 


Dr.  Lewis  Miller  Woodson 
Dr.  Lewis  Miller  Woodson,  Gallatin;  Uni- 
versity of  Louisville  School  of  Medicine, 
1885;  aged  eighty;  died  February  22,  1945, 
following  a long  illness. 


Dr.  Robert  Lee  Gallaher 
Dr.  Robert  Lee  Gallaher,  Caryville;  Van- 
derbilt University  School  of  Medicine, 
Nashville,  1900;-  aged  sixty-six;  died  Feb- 
ruary 8,  1945. 


Dr.  Tom  R.  Barry 

Dr.  Tom  R.  Barry,  Knoxville;  Vanderbilt 
University  School  of  Medicine,  1915 ; aged 
fifty-eight;  died  suddenly  on  March  5,  1945. 


Dr.  Will  C.  Harris 
Dr.  Will  C.  Harris,  Lawrenceburg,  aged 
eighty-seven ; died  March  6,  1945,  following 
a stroke  of  paralysis  suffered  about  three 
weeks  ago. 


Dr.  Claude  C.  Hardison 
Dr.  Claude  C.  Hardison,  Lewisburg;  Uni- 
versity of  Nashville,  Medical  Department, 
1890 ; aged  seventy-six ; died  suddenly  Feb- 
ruary 28,  1945. 


NEWS  NOTES  AND  COMMENTS 


The  Ninety-Sixth  Annual  Session  of  the 
Medical  Association  of  Georgia  will  not  be 
held  this  year.  This  action  has  been  taken 
to  cooperate  with  the  Office  of  Defense 


Transportation,  Washington,  in  the  war  ef- 
fort. 


The  Ophthalmological  Seminar  which 
Emory  University  planned  to  have  April 
19,  20,  21,  1945,  has  been  postponed  on 
advice  from  the  War  Committee  on  Con- 
ventions. 


Dr.  J.  T.  Herron  of  Jackson,  Tennessee, 
received  injuries  in  a fall  at  his  home.  At- 
tending physicians  state  that  he  is  “doing 
all  right”  and  expect  his  recovery.  Doctor 
Herron  is  one  of  the  oldest  doctors  in  Jack- 
son. 


The  1945  meeting  of  the  West  Virginia 
State  Medical  Association,  scheduled  for 
Clarksburg,  May  14  and  15,  1945,  has  been 
officially  cancelled  by  order  of  the  council. 
This  action  was  taken  in  view  of  the  Office 
of  Defense  Transportation. 


Dr.  W.  0.  Vaughan  announces  the  open- 
ing of  his  new  office  at  2103  Hayes  Street, 
Nashville,  Tennessee.  Practice  limited  to 
pediatrics. 


The  1945  annual  session  of  the  Arkansas 
Medical  Society  has  been  cancelled,  which 
was  scheduled  to  be  held  in  Little  Rock, 
April  23,  24,  1945. 


The  Chiropractic  Bill 
The  following  item  is  reproduced  from 
the  Neiv  York  Times: 

A bill  has  been  introduced  at  Albany  to 
give  chiropractors  the  legal  right  to  prac- 
tice in  the  state  on  much  the  same  footing 
as  licensed  physicians.  We  have  no  doubt 
that  the  2,000  chiropractors  who  are  urging 
the  passage  of  this  measure  sincerely  be- 
lieve that  their  procedures  deserve  the 
legal  recognition  hitherto  denied,  but  in 
our  judgment  the  bill  should  not  be  passed. 

It  may  be  that  the  manipulation  of  the 
vertebrae  has  its  justification  in  some  cases, 
but  it  is  certainly  no  substitute  for  the 
treatments  of  infections,  cancer,  and  the 
degenerative  diseases.  If  the  chiropracti- 
tioner  can  do  all  that  he  claims,  we  might 
as  well  sweep  away  our  diagnostic  labora- 
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tories,  such  antibacterial  agents  as  the  sulfa 
drugs  and  penicillin,  the  vaccines  and  se- 
rums which  have  been  performing  miracles, 
as  well  as  the  vitamins  and  hormones  in 
dealing  with  deficiencies.  There  is  no  need 
of  diagnosis  if  all  human  afflictions  have 
only  one  cause.  It  is  true  that  chiropractic 
colleges  now  teach  some  bacteriology  and 
immunotherapy,  but  the  teaching  is  not  of 
the  kind  that  can  be  compared  in  scope 
and  thoroughness  with  that  of  the  great 
medical  schools,  and  there  is  little  evi- 
dence that  it  plays  any  great  part  in  chiro- 
practic treatment. 

It  is  hard  to  believe  that  the  legislature 
will  place  the  chiropractitioners  on  the 
same  footing  as  physicians  who  have  spent 
years  in  acquiring  the  knowledge  now  ap- 
plied in  the  scientific  treatment  of  human 
ills,  but  it  is  just  as  well  to  register  a pro- 
test. 


NEWS  FROM  AND  ABOUT 
TENNESSEE  DOCTORS  IN 
THE  MILITARY  SERVICE 


The  Knox  Comity  Medical  Society  Bul- 
letin carries  two  letters  which  are  of  in- 
terest to  the  profession. 

c/o  F.  P.  0.,  San  Francisco,  Calif. 
February  1,  1945. 

Dear  Doctor  Acuff : 

First  at  Jacksonville,  later  at  Key  West, 
Florida,  I served  with  the  Navy,  then  I 
was  assigned  to  Fleet  Marine  Force  and  to 
Camp  LeJeune,  North  Carolina,  for  train- 
ing at  Field  Medical  School.  I believe  I 
am  the  only  Knoxville  physician  serving 
with  the  Marines,  twenty-one  months,  sev- 
enteen overseas. 

I went  from  LeJeune  to  San  Diego  to 
New  Caledonia  and  finally  to  Guadalcanal, 
where,  in  November,  1943,  I was  attached 
to  E Company  for  Bougainville  campaign. 
That’s  old  now,  suffice  to  say  E Company 
received  unit  citation  for  work  under  fire 
as  Division  Hospital  there. 

I was  company  surgeon  from  November, 
1943,  to  February,  1944.  Since  then  I 
have  been  chief  of  surgery  for  the  Third 
Marine  Division  Hospital.  I see  plenty  of 
work  and  many  interesting  cases.  Our  hos- 


pital is  supposed  to  have  150  beds,  but  in 
the  past  fifteen  months  our  census  has  never 
been  less  than  300  and  has  reached  1,059 
bed  patients  with  no  added  personnel.  See, 
we  are  really  busy,  too,  sometimes. 

Red  Cross  type  “0”  whole  blood,  long 
used  in  Europe,  only  became  available  here 
November  15,  1944.  On  December  3,  with 
blood  drawn  in  Los  Angeles  on  November 
30  and  flown  here,  I gave  thirty  transfu- 
sions to  severe  casualties  in  less  than  an 
hour,  imagine — no  typing  and  very  sim- 
ple— it’s  wonderful. 

Recently  participated  in  the  Saipan  cam- 
paign, also  floated  around  on  fringes  of  sea 
and  air  battle  there,  where  we  got  300  Jap 
planes.  We  landed  on  Guam  on  D-Day. 
Four  days  later  2,000  Japs  broke  through 
and  the  advance  unit  of  some  200  hit  our 
hospital.  Seems  the  hospital  helped  save 
the  day.  We  killed  fifty-nine  Japs  within 
100  yards  of  my  surgery  tent  which  got 
sixteen  holes  through  it  while  I was  work- 
ing there.  Lost  some  of  my  best  friends, 
but  I was  lucky.  The  battle  was  hot  for 
five  or  six  hours. 

Guam  was  the  first  bit  of  American  ter- 
ritory retaken.  It  was  a thrill  to  hear 
the  native  chamorros  say,  “Thank  God,  we 
knew  Uncle  Sam  would  come  back.”  They 
are  fine  people. 

Sorry  can’t  write  this  a little  later,  would 
have  some  really  fresh  “scoop”  for  you  then. 

Worst  part  of  being  here  is  missing  one’s 
family. 

Best  wishes, 

Spencer  Bell, 
Lieutenant  (M.C.),  U.S.N.R. 

Regional  Hospital, 

Camp  Shelby,  Mississippi, 
February  2,  1945. 

Dear  Doctor  Acuff : 

Thank  you  for  your  nice  letter  of  Jan- 
uary 22.  I am  sorry  I did  not  get  to  see 
you  while  I was  in  Knoxville. 

The  new  bimonthly  bulletin  the  Medical 
Society  is  getting  out  now  is  a novel  idea. 
I enjoyed  George  Henson’s  letter  very  much 
and  I hope  you  can  put  me  on  the  mailing 
list. 

I am,  of  course,  very  grateful  for  being 
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back  in  the  States  again  as  most  everyone 
is  who  has  lived  in  other  parts  of  the  world 
for  a while.  If  I remember  correctly,  you 
visited  some  parts  of  the  Far  East  on  your 
tour  several  years  ago,  so  you  will  appre- 
ciate the  living  conditions  in  those  lands. 
We  arrived  in  Persia,  where  I was  stationed 
in  the  heat  of  May  before  the  debris  from 
the  German  occupation  had  been  cleaned 
up  and  conditions  were  almost  unlivable. 
Our  engineers  soon  got  the  filth  cleaned 
up  and  we  settled  down  to  a summer  of 
the  most  intense  heat  of  any  place  in  the 
world.  My  outfit  was  in  the  desert  and 
the  temperature  rose  indoors  daily  to  125 
degrees.  The  heat  did  more  damage  to  our 
troops  than  the  enemy  did.  Although  con- 
ditions were  greatly  against  us,  the  mis- 
sion our  command  set  out  to  perform  was 
accomplished.  Our  function  was  to  supply 
the  Russian  Army  who  had  their  backs  to 
the  wall  at  Stalingrad.  A great  part  of 
the  steel  that  “Uncle”  Joe  Stalin  is  throw- 
ing down  the  gullets  of  the  “Krauts”  on 
the  Eastern  Front  at  the  present  time  was 
transported  to  Russia  by  our  troops  800 
miles  across  Persia  to  the  Caspian  Sea. 
Persia  was  in  a constant  state  of  turmoil 
at  the  time,  being  occupied  by  the  Ameri- 
can, British,  and  Russian  armies,  and  we 
were  constantly  harassed  by  tribes  of  hos- 
tile Arabs.  However,  even  with  all  this 
confusion  and  internal  strife  there  was  still 
some  beauty  to  the  country.  The  beautiful 
rugs  and  works  of  art  they  produce  by 
hand  was  a pleasure  to  see.  I hope  to  tell 
you  more  about  my  experiences  when  I see 
you.  One  thing  I am  convinced  of  is  that 
the  Russians  are  a great  people  who  sin- 
cerely appreciate  what  we  are  doing  for 
them. 

Thanks  again  for  your  nice  letter.  My 
best  wishes  to  you  and  your  family  and  all 
the  members  of  the  Knox  County  Medical 
Society. 

Sincerely, 

Joe  L.  Raulston, 

Major,  M.  C. 

Word  comes  from  Chattanooga  that  Drs. 
William  J.  Sheridan  and  Alex  Steward  have 
recently  returned  from  the  Army  and  are 
resuming  their  practices  in  Chattanooga. 


WOMAN’S  AUXILIARY 


The  Woman’s  Auxiliary  to  the  Tennessee 
State  Medical  Association  will  have  a board 
and  delegate  meeting  for  one  day  only  in 
Nashville,  ApriJ  7,  1945,  instead  of  the 
annual  convention  meeting. 

Woman’s  Auxiliary  of  the  Nashville 
Academy  of  Medicine  and  Davidson  County 
Medical  Society  hostess  organizations.  Mrs. 
Lynch  Bennett,  president.  General  com- 
mittee: Mrs.  James  T.  Hayes  (chairman), 
Mrs.  T.  G.  Pollard,  and  Mrs.  Bruce  P’Poole. 
Headquarters:  Andrew  Jackson  Hotel, 

Nashville,  Tennessee. 


Mrs.  Jesse  C.  Hill 

President,  Woman’s  Auxiliary  to  Tennessee  State 
Medical  Association 


Mrs.  Jesse  Hill  is  the  wife  of  Dr.  Jesse 
C.  Hill,  a Knoxville  psychiatrist.  She  is  a 
charter  member  of  the  Auxiliary  to  the 
Knox  County  Medical  Society,  serving  as 
its  first  secretary,  and  has  been  an  active 
member  ever  since.  Holding  a number  of 
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offices,  she  was  president  of  that  organi- 
zation in  1941-1942. 

Before  becoming  the  state  president  she 
served  in  many  capacities  on  the  State 
Auxiliary  Board. 

Her  other  interests  are  music  and  church 
work,  in  which  she  is  very  active,  being  a 
member  of  the  South  Knoxville  Baptist 
Church.  She  is  a member  of  the  Smithwood 
Choral  Club  and  Ossoli  Circle. 

She  has  been  untiring  in  her  efforts  as 
president  during  a year  of  unusual  diffi- 
culties, also  a year  of  unusual  opportu- 
nities. 


MEDICAL  SOCIETIES 


Davidson  County: 

February  6 — “A  Concept  in  the  Treat- 
ment of  Carcinoma  of  the  Cervix,”  by  Dr. 
K.  R.  Deibert.  Discussion  by  Drs.  Herbert 
C.  Francis  and  Carl  S.  McMurray. 

Case  Report:  “Mediastinal  Cyst,”  by  Dr. 
Robert  L.  McCracken. 

February  20 — The  members  of  the  so- 
ciety were  dinner  guests  of  Dr.  0.  S.  Hauk 
and  his  staff  at  the  Central  State  Hospital. 


Hamilton  County: 

A number  of  very  interesting  papers  have 
been  read  before  the  Hamilton  County  Med- 
ical Society  since  the  beginning  of  the  new 
year.  They  are  as  follows: 

January  18 — “Review  of  X-ray  Findings 
from  X-ray  Department  of  Pine  Breeze 
Sanatorium,”  by  Dr.  W.  D.  Rosenborough. 

January  25 — “Medical  Clinic”  at  Erlan- 
ger  Hospital,  by  Dr.  J.  D.  L.  McPheeters. 

February  1 — “Enuresis,”  by  Dr.  G.  Mad- 
ison Roberts. 

February  8 — “Subacute  Bacterial  Endo- 
carditis,” by  Dr.  John  B.  Haskins. 

February  15  — “Roentgenological  Find- 
ings in  Some  Small  Intestinal  Lesions,”  by 
Dr.  P.  H.  Dietrich. 

February  22 — “Surgical  Clinic”  at  Er- 
langer  Hospital,”  by  Dr.  A.  M.  Patterson. 

March  1 — “Experience  with  Penicillin  in 
My  First  Forty  Cases,”  by  Dr.  Cecil  E. 
Newell. 


March  8 — “The  Roentgen  Ray  Treatment 
of  Asthma,”  by  Dr.  J.  Marsh  Frere. 

March  15 — “Discussion  of  Health  Service 
Rendered  by  the  T.  V.  A.,”  by  Dr.  0.  Mer- 
ton Derryberry. 


Henry  County: 

The  Henry  County  Medical  Society  met 
on  February  8,  and  the  following  officers 
were  elected  for  the  year  1945 : 

Dr.  Elroy  Scruggs,  Paris,  President. 

Dr.  C.  H.  Johnson,  Paris,  Vice-President. 
Dr.  R.  Graham  Fish,  Paris,  Secretary- 
Treasurer. 


Knox  County: 

February  13  — “Sulfonamide  Urinary 
Blocking,”  by  Dr.  G.  A.  Williamson.  Dis- 
cussion by  Drs.  Tom  R.  Barry  and  J.  B. 
Neil. 

February  27 — “A  Review  of  the  Mobile 
X-ray  Program,”  by  Dr.  W.  H.  Enneis. 
Discussion  by  Dr.  W.  L.  Whitehurst. 

Loudon  County: 

The  physicians  of  Loudon  County  Med- 
ical Society  have  joined  the  Knox  County 
Medical  Society  for  the  duration  of  the 
war.  The  physicians  are  as  follows: 

Dr.  Halbert  Robinson,  Lenoir  City. 

Dr.  R.  V.  Taylor,  Lenoir  City. 

Dr.  L.  L.  Terrell,  Lenoir  City. 

Dr.  Arthur  P.  Harrison,  Loudon. 

Dr.  J.  R.  Watkins,  Loudon. 

Dr.  W.  B.  Harrison,  Loudon. 

(Signed)  W.  B.  Harrison,  M.D., 

Secretary -Treasurer. 


Shelby  County: 

Officers  for  1945  are  as  follows: 

Dr.  Wm.  C.  Colbert,  Memphis,  President. 
Dr.  C.  H.  Heacock,  Memphis,  President- 
Elect. 

Dr.  E.  G.  Campbell,  Memphis,  Vice-Presi- 
dent. 

Dr.  C.  V.  Croswell,  Memphis,  Treasurer. 
Dr.  A.  F.  Cooper,  Memphis,  Secretary. 


Blount  County: 

Dr.  Beulah  Kittrell,  Maryville,  President. 
Dr.  L.  C.  Olin,  Maryville,  Vice-President. 
Dr.  W.  N.  Dawson,  Maryville,  Secretary. 
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Henry  County: 

Dr.  Elroy  Scruggs,  Paris,  President. 

Dr.  C.  H.  Johnson,  Paris,  Vice-President. 
Dr.  R.  Graham  Fish,  Paris,  Secretary. 

Rutherford  County: 

Dr.  J.  K.  Kaufman,  Murfreesboro,  Presi- 
dent. 

Dr.  Stanley  Barham,  Murfreesboro,  Vice- 
President. 

Dr.  Lois  M.  Kennedy,  Murfreesboro,  Sec- 
retary. 


The  Consolidated  Medical  Assembly  of  West 

Tennessee: 

At  a meeting  held  on  February  6,  Dr. 
J.  C.  Peterson,  professor  of  pediatrics  at 
Vanderbilt  University,  read  a paper  on 
“Diarrhea  in  Infancy.”  Dr.  W.  W.  Fry, 
professor  of  obstetrics  at  Vanderbilt,  dis- 
cussed “The  Trend  of  Maternal  Mortality 
and  Prenatal  Care  for  the  United  States 
in  the  Last  Ten  Years.” 

On  March  2 Dr.  Thomas  Findley,  Ochs- 
ner  Clinic,  New  Orleans,  Louisiana,  spoke 
on  the  subject,  “The  Surgical  Treatment  of 
Hypertension,”  with  lantern  slides. 

A meeting  is  scheduled  to  be  held  on 
March  23,  at  which  time  Dr.  Frank  Whit- 
acre  and  Dr.  J.  R.  B.  Branch  will  deliver 
papers. 

Dr.  Stanford  Herron,  secretary,  an- 
nounces that  the  Consolidated  Medical  As- 
sembly of  West  Tennessee  now  includes 
Benton,  Carroll,  Chester,  Crockett,  Decatur, 
Fayette,  Gibson,  Hardeman,  Haywood,  Hen- 
derson, Madison,  and  McNairy  Counties. 
Meetings  of  the  Society  are  being  held  in 
Jackson. 
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INTERNAL  MEDICINE 

By  R.  B.  Wood,  M.D. 

By  D.  R.  Thomas,  M.D. 

Medical  Arts  Building,  Knoxville 


Notes  on  the  Treatment  of  Subacute  Bacterial  Endocar- 
ditis Encountered  at  the  Massachusetts  General  Hos- 
pital During  the  Six- Year  Period  of  1939-19 44.  Paul 
D.  White,  M.D.,  Marion  W.  Mathews,  M.D.,  and 
Elwyn  Evans,  M.D.  Annals  of  Internal  Medicine, 
January,  1945. 

The  findings  of  eighty-eight  clear-cut  cases  are 


reviewed  and  constitute  an  era  of  special  chemo- 
therapy. Seven  of  these  were  reported  by  Kelson 
and  White  in  1939  and  thirty-eight  by  Leach  et  al. 
in  1941.  The  criteria  for  diagnosis  have  been  the 
usual  clinical  findings  plus  three  positive  blood  cul- 
tures or  confirmation  by  autopsy.  Eighty-three 
cases  were  diagnosed  through  cultures  and  five  by 
post  mortem.  The  alpha  hemolytic  streptococcus 
was  present  in  all  but  twelve  cases. 

Treatment  consisted  of  high  caloric,  high  vita- 
min, and  occasionally  supplemented  by  iron  or 
extra  vitamins.  Transfusions  and  other  supportive 
measures  were  used  as  indicated.  Forty-five  re- 
ceived sulfonamides  alone;  thirty-two,  additional 
therapy  as  well.  Since  January,  1944,  nine  have 
received  penicillin,  some  with  and  some  without 
sulfonamides.  An  analysis  follows : 

Five  of  the  seventy-seven  sulfonamide  treated 
patients  and  possibly  six  or  seven  of  the  seventy- 
nine  recovered. 

The  opinion  that  the  milder  the  infection  and  the 
earlier  treatment  is  instituted,  the  better  the  prog- 
nosis, is  only  partially  confinned. 

The  transient  antipyretic  effect  of  sulfonamides, 
especially  sulfapyridine,  was  noted.  Fifty-two  of 
seventy-seven  treated  showed  a definite  partial  to 
complete  loss  of  fever  within  one  to  three  days 
after  treatment  was  instituted,  the  response  lasting 
two  to  twelve  days. 

Seventeen  cases  of  the  sulfa  series  received  hep- 
arin, eleven  for  five  days,  one  for  seven  days,  and 
five  for  ten  to  twenty-three  days.  Three  of  the 
five  recovered  cases  received  heparin.  Five  more 
recent  cases  received  dicoumarin  without  effect. 

Since  January,  1944,  nine  cases  have  been  treated 
with  penicillin.  Two  have  died,  one  of  cerebral 
embolism,  one  of  rheumatic  fever  eight  months 
after  an  apparent  bacteriological  “cure.”  One 
case  seems  clinically  free  but  with  congestive  fail- 
ure. One  case  continues  with  low-grade  fever  and 
an  undetermined  status.  One  case  well  for  one 
month  returned  with  a recurrence,  but  again  is 
apparently  controlled  with  penicillin  and  sulfadia- 
zine. Four  cases  are  apparently  well — three  be- 
ing clinically  and  bacteriologically  “cured”  for 
seven,  five,  and  eight  months  respectively;  the 
fourth  is  well  two  months  after  a second  three- 
weeks  course  of  penicillin  for  a recurrence. 

Thus  six  of  nine  cases  (sixty-seven  per  cent) 
have  shown  a definite  control  (perhaps  cure)  of 
their  subacute  bacterial  endocarditis  by  massive 
doses  of  penicillin.  Two  of  the  six  have  developed 
rheumatic  fever  and  congestive  heart  failure. 


Penicillin — With  Special  Reference  to  Its  Use  in  In- 
fectious Complicating  Diabetes.  Franklin  B.  Peck, 
M.D.  American  Journal  of  Medical  Science,  No- 
vember, 1944. 

While  Fleming  made  his  original  observations  on 
penicillin  in  1929,  it  was  in  1940  that  Florey  dis- 
cussed it  as  a chemotherapeutic  agent.  In  1941, 
the  first  publication  regarding  its  clinical  use  was 
published,  and  in  1943  Keefer  was  appointed  chair- 
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man  of  the  committee  on  chemotherapeutic  and 
other  agents  and  published  the  results  of  twenty- 
two  accredited  clinical  investigators. 

The  main  steps  in  its  production  consist  of  grow- 
ing the  mold,  separation  of  the  active  principle, 
chemical  purification,  and  concentration.  The  dry 
material  is  pulverized  and  assayed  after  being 
frozen  and  dried  in  a vacuum.  After  toxicity  tests, 
it  is  then  packed  in  the  dry  state  for  distribution. 

Pharmacology. — Solutions  are  bacteriostatic  rath- 
er than  bactericidal.  Penicillin  is  not  inactivated 
by  pus,  blood,  or  serum,  and  tissues  are  not  harmed 
by  concentrations  gi'eater  than  those  used  thera- 
peutically. Reactions  have  been  ascribed  to  im- 
purities and  have  consisted  of  chills,  fever,  throm- 
bophlebitis at  the  site  of  injection,  headache,  urti- 
caria, flushing,  muscular  pains,  and  tingling  in  the 
testes.  The  lack  of  clinical  toxicity  has  been  one 
of  the  most  striking  characteristics. 

It  is  quickly  absorbed  and  eliminated.  Fifty- 
eight  per  cent  can  be  recovered  in  the  urine.  After 
intravenous  injection,  ninety  per  cent  of  the  mate- 
rial has  left  the  blood  stream  in  thirty  minutes 
and  the  other  ten  per  cent  within  three  to  four 
hours.  Consequently,  intravenous  medication  must 
be  repeated  every  three  to  four  hours  day  and  night 
or  given  continuously.  It  is  not  excreted  into  the 
spinal  fluid  in  large  amounts  (therapeutically 
doubtful  quantities).  Most  gram  negative  bacilli 
are  resistant. 

Indications. — In  general,  it  is  indicated  in  all 
injections  with  gram  positive  organisms  and  gram 
negative  cocci. 

Fifteen  cases  of  diabetes  complicated  with  car- 
buncles treated  by  penicillin  are  present. 

The  conclusions  are  that  penicillin  is  an  inval- 
uable aid  to  treatment  of  infections  caused  by  sus- 
ceptible organisms  and  well  adapted  for  use  in  car- 
buncles. Experience  in  fifteen  cases  suggests  it 
may  be  more  effective  if  given  locally  directly  into 
infected  tissue. 


Hypertension  and  Its  Relation  to  Nephroptosis.  Wil- 
liam F.  Braasch  and  Ruy  Goyanna,  Mayo  Clinic. 

Journal  of  Urology,  January,  1945. 

Hypertension  associated  with  nephroptosis  may 
be  merely  coincidental.  The  malposition  of  the 
kidney  may  not  be  the  etiological  factor.  McCann 
and  Romansky  in  1940  and  others  since  have  re- 
ported cases  of  nephroptosis  with  hypertension  in 
which  the  blood  pressure  has  been  lowered  by 
nephropexy;  however,  their  reports  were  uncon- 
vincing. 

Other  factors,  such  as  bed  rest,  relaxation,  etc., 
may  cause  temporary  postoperative  reduction  of 
the  blood  pressure. 

The  blood  pressure  should  be  checked  for  at  least 
from  one  to  two  years  after  surgical  procedure  on 
the  kidneys  before  accurate  results  can  be  deter- 
mined. 

The  following  factors  must  be  considered  in  dis- 
cussing nephroptosis  as  a cause  of  hypertension : 
(1)  pressure  on  the  vessels  of  the  renal  pedicle 


caused  by  the  malposition  of  the  kidneys  and  an- 
gulation of  the  vessels;  (2)  intrarenal  back  pres- 
sure caused  by  ureteral  obstruction  resulting  from 
nephroptosis;  and  (3)  renal  infection  secondary  to 
renal  stasis. 

If  the  angulation  of  the  vessels  were  sufficient 
to  produce  vascular  changes  in  the  kidney  of  such 
degree  to  cause  hypertension,  nephropexy  would 
not  relieve  it. 

Ureteral  obstruction  in  hydronephrosis  rarely, 
if  ever,  causes  hypertension,  therefore  it  is  unlikely 
that  ureteral  obstruction  caused  by  nephroptosis 
causes  hypertension.  Intrarenal  circulatory  im- 
balance resulting  from  secondary  changes  in  the 
parenchyma  due  to  infections  are  the  etiological 
factors  in  some  cases  of  hypertension.  However, 
in  most  cases  of  chronic  pyelonephritis,  the  kid- 
neys are  usually  situated  at  a normal  level  and 
are  fixed  as  a result  of  secondary  perinephritis. 

Of  one  hundred  thirty-three  cases  of  nephroptosis 
reported  by  these  authors,  only  two  cases  had 
pyuria.  Sixteen  cases  had  a blood  pressure  above 
145  80  and  were  classified  as  hypertension.  Of 
these  sixteen,  only  one  had  renal  infection.  Nine 
of  these  cases  were  over  fifty  years  of  age  and 
only  two  less  than  forty  years  of  age.  These  two 
had  etiological  factors  other  than  renal  ptosis  to 
account  for  the  hypertension.  Pyelograms  were 
made  in  all  of  the  one  hundred  thirty-three  cases. 
Twenty-six  had  pyelo-ureterectasis.  In  only  two 
was  the  pyelectasis  more  than  grade  one.  Only 
two  of  these  twenty-six  cases  had  hypertension. 

It  is  the  author’s  opinion  that  nephroptosis,  in 
the  absence  of  other  renal  pathology,  does  not  cause 
hypertension. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


The  Management  of  Abruptio  Placentae.  Gerald  W. 

Gustafson.  Journal  of  Obstetrics  and  Gynecology, 

49:  1,  103,  113,  January,  1945. 

At  the  present  time  there  is  much  controversy 
among  obstetricians  as  to  the  ideal  treatment  of 
abruptio  placentae.  Holmes  and  Bortholomew  have 
always  been  opposed  to  routine  Caesarean  section. 
The  modified  Rotunda  treatment  was  introduced 
to  American  obstetricians  by  Polak,  Irving,  and 
Heffernan.  The  opposite  view  was  given  in  a paper 
by  Miller  before  the  American  Gynecological  So- 
ciety in  1941.  Falls  also  favors  immediate  Caesar- 
ean section  in  the  severe  cases.  In  a series  of 
eighty-eight  severe  cases,  Cosgrove  and  Conway 
reported  a maternal  mortality  of  four  per  cent  in 
those  having  sections  and  of  5.26  per  cent  in  those 
who  did  not  have  sections. 

The  ever-increasing  number  of  hospitals  with 
blood  and  plasma  banks  should  markedly  lower 
mortality  from  this  condition  regardless  of  whether 
treatment  is  radical  or  conservative.  Reports  of 
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good  results  of  the  modified  Rotunda  method  do 
not  mean  that  these  cases  should  be  or  can  be 
treated  in  the  home.  The  ideal  place  is  in  the 
modern  maternity  unit  with  an  available  blood  or 
plasma  bank. 

In  considering  the  treatment  of  all  degrees  of 
abruptio,  it  is  apparent  that  individualization  is 
necessary.  Much  depends  upon  the  severity  of  the 
symptoms,  parity  of  the  patient,  condition  of  the 
cervix,  whether  or  not  the  baby  is  alive  or  jeopard- 
ized by  asphyxia,  and  whether  or  not  the  patient 
is  in  labor.  It  seems  better  to  classify  cases  ac- 
cording to  the  severity  of  maternal  symptoms  rath- 
er than  to  attempt  a pathological  classification, 
which  is  impossible  to  demonstrate  at  the  time 
treatment  must  be  inaugurated.  The  cases  of  ab- 
ruptio placentae  occurring  in  the  last  ten  years  at 
the  Coleman  Hospital  and  the  Indianapolis  City 
Hospital  were  studied.  These  have  been  divided 
into  mild,  moderate,  and  severe,  as  has  been  sug- 
gested by  McCord  and  others.  The  thirty  cases 
occurring  at  the  Coleman  Hospital  and  the  twenty- 
four  at  the  City  Hospital  are  the  basis  for  this 
paper.  At  the  City  Hospital,  there  were  twenty- 
four  abruptio  placentae  in  7,497  deliveries,  and  at 
Coleman,  there  were  thirty  cases  in  10,705  deliv- 
eries, or  a total  of  fifty-four  in  18,202  cases,  or  an 
incidence  of  one  in  337  cases.  The  incidence  of 
severe  cases  was  one  in  2,250. 

In  the  fifteen  cases  of  the  mild  group,  interfer- 
ence was  almost  always  unnecessary,  and  their 
chief  importance  was  the  fetal  loss  due  to  pre- 
maturity and  asphyxia. 

In  the  thirty-one  cases  of  moderate  severity, 
with  thirty-four  babies,  the  fetal  mortality  was 
64.7  per  cent.  Five  Caesarean  sections  were  done, 
the  remainder  being  delivered  through  the  normal 
passages. 

Of  the  eight  severe  cases,  three  were  treated  by 
immediate  Caesarean  section,  four  were  success- 
fully treated  by  conservative  treatment,  and  one 
was  saved  by  combined  treatment.  All  babies  were 
dead  when  treatment  was  started. 

There  was  no  maternal  mortality  in  the  total  se- 
ries. Total  fetal  mortality  was  58.6  per  cent. 

The  availability  of  blood  and  plasma  is  impera- 
tive in  the  treatment  of  moderate  and  severe  cases 
of  abruptio  placentae. 

The  ideal  place  for  Caesarean  section  is  in  the 
abruptio  of  moderate  degree  with  the  patient  not 
in  labor  or  with  labor  not  advanced  and  fetal  heart 
tones  present. 

For  the  severe  cases,  conservative  treatment  is 
in  many  instances  ideal,  but  not  all  cases  can  be 
thus  treated  successfully. 

A trial  with  conservative  treatment  in  the  severe 
group  is  favored.  An  occasional  patient  will  re- 
quire termination  by  Caesarean  section,  with  or 
without  hysterectomy.  In  the  cases  expelling  their 
babies  through  the  normal  passages,  an  occasional 
patient  will  require  hysterectomy  because  of  post- 
partum bleeding.  Combined  treatment  should  play 


a definite  role  in  the  management  of  abruptio 
placentae. 


A Study  of  250  Cases  of  Placenta  Previa.  Ward  F. 

Seeley.  American  Journal  of  Obstetrics  and  Gyne- 
cology, 49:  1,  85:  94,  January,  1945. 

In  studying  placenta  previa  in  a metropolitan 
area,  the  author  believes  it  important  that  sam- 
pling, as  widely  as  possible,  in  all  social  and  eco- 
nomic strata  be  done.  For  this  reason,  material 
from  two  hospitals  with  widely  varying  clientele 
has  been  studied.  For  a ten-year  period,  1933  to 
1942,  there  were  31,996  deliveries  at  Harper  and 
Herman  Kiefer  Hospitals,  among  which  there  oc- 
curred 250  cases  of  placenta  previa,  one  in  128. 

Placenta  previa  is  found  in  primiparas  and  mul- 
tiparas in  the  ratio  of  one  to  five. 

It  is  more  common  in  whites  than  colored. 

It  occurs  most  commonly  in  the  middle  child- 
bearing age. 

A high  percentage  of  twin  pregnancies  and  fetal 
malformations  is  to  be  expected. 

A large  group  was  satisfactorily  managed  by 
expectant  treatment  during  the  stage  of  dilata- 
tion or  by  simple  rupture  of  the  membranes. 

The  insertion  of  the  dilatable  bag  gives  good 
results  in  cases  adapted  to  its  use. 

In  properly  selected  cases  Caesarean  section  can 
be  used  to  the  advantage  of  both  mother  and  child. 

Seventy-five  per  cent  of  cases  were  correctly 
diagnosed  by  X ray  in  the  group  in  which  it  was 
used. 

Blood  transfusion  should  be  available  to  all  pa- 
tients with  placenta  previa.  An  acceptable  mor- 
tality rate  cannot  be  expected  without  it. 

Maternal  mortality  in  250  cases  of  placenta 
previa  taken  fi’om  a large  metropolitan  area  was 
2.8  per  cent. 

Gross  fetal  mortality  was  34.6  per  cent,  net  14.4 
per  cent. 

No  discussion  of  placenta  previa  in  modern  times 
is  complete  without  reference  to  blood  transfusion 
and  the  use  of  blood  plasma.  Their  use  in  this 
study  was  l’outine  in  all  but  the  mildest  cases  of 
bleeding.  Patients  received  at  times,  before,  dur- 
ing, and  after  bleeding,  as  much  as  3,000  to  3,500 
c.c.  of  blood.  While  plasma  is  very  valuable,  it 
does  not  fill  the  place  of  whole  blood  in  cases  with 
massive  hemorrhage.  There  is  considerable  time 
consumed  in  typing,  cross-matching,  and  Rh  factor 
determination  while  the  patient  continues  to  bleed. 
The  use  of  plasma  during  this  period  is  a valuable 
factor.  At  times,  washed  red  cells  have  been  used. 
All  cases  of  suspected  placenta  previa  should  have 
the  benefit  of  hospitalization,  and  blood  for  trans- 
fusion should  be  available  for  them.  Bill  of  Cleve- 
land was  among  the  first  to  call  attention  to  the 
reduction  of  mortality  possible  when  these  condi- 
tions are  fulfilled. 

Apparently  the  best  results  in  the  treatment  of 
placenta  previa  are  obtained  by  the  obstetrician 
in  the  care  of  his  private  patients  (mortality,  1.9 
per  cent).  The  intelligence  of  the  individual  pa- 
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tient  is  an  important  factor.  Many  tragic  cases 
are  the  result  of  failure  of  the  woman  to  report 
mild  bleeding  in  the  last  trimester  to  her  clinic  or 
to  her  physician. 

This  analysis  shows  marked  difference  in  treat- 
ment, especially  in  the  use  of  Caesarean  section. 
That  this  occurs  with  staffs  that  to  a large  extent 
are  interlocking  and  where  the  attending  obstetri- 
cian is  free  to  exercise  his  own  best  judgment, 
leads  to  the  conclusion  that  treatment  must  vary 
greatly  with  the  conditions  encountered,  considered 
in  the  broadest  sense.  Each  case  should  be  indi- 
vidualized. The  obstetrician  should  have  an  open 
mind,  free  from  prejudice  in  favor  of  one  or  an- 
other form  of  treatment.  Treatment  should  con- 
form to  the  immediate  need  of  the  patient  and 
should  not  be  based  on  preconceived  ideas  of  the 
operator. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Effect  of  Diethylstilbesterol  on  Accommodation.  L.  L. 

Mayer.  American  Journal  of  Opthalmology,  Febru- 
ary, 1945. 

The  author  has  noted  a number  of  women  with 
weakened  accommodation,  apparently  the  result  of 
the  administration  of  diethylstilbesterol.  Five  il- 
lustrative cases  are  reported.  In  most  instances 
the  androgen  was  administered  for  the  relief  of 
menopausal  symptoms  in  patients  presenting 
some  degree  of  presbyopia.  In  these  patients,  a 
stronger  reading  addition  was  required  than  nor- 
mal for  their  age.  One  of  the  patients  was  a 
sixteen-year-old  girl  whose  near  point  had  receded 
to  38  cm.  In  her,  as  in  some  of  the  older  women, 
accommodative  power  returned  to  normal  after 
administration  of  the  drug  was  stopped.  The  use 
of  diethylstilbesterol  is  known  to  be  attended  by 
some  undesirable  reactions,  including,  in  order  of 
frequency,  nausea,  vomiting,  headache,  vertigo,  ab- 
dominal distress,  diarrhea,  and  dermatoses.  This 
article  presents  the  first  record  of  any  ocular  com- 
plication from  the  use  of  the  drug. 


Desiccation  Keratitis.  J.  E.  M.  Ayoub.  American 
Journal  of  Ophthalmology,  February',  1945. 
Twenty-five  cases  of  desiccation  keratitis  occur- 
ring among  troops  fighting  in  the  desert  during 
the  summer  of  1942  are  reported.  The  symptoms 
include  abrupt  onset  of  itching  and  smarting,  with 
profuse  lacrimation,  marked  photophobia,  and  defi- 
nite visual  disturbance.  The  objective  findings  are 
constant — episcleral  injection  with  superficial  cor- 
neal changes  and  irregular  astigmatism. 

The  uniocular  cases  responded  well  to  treatment 
by  bandaging,  but  the  bilateral  cases  did  equally 
well  with  instillation  of  castor  or  cod-liver  oil. 
Full  mydriasis  relieved  the  discomfort  and  has- 
tened healing.  In  all  except  one  case,  the  cornea 


was  healed  and  clear  and  the  visual  acuity  restored 
to  normal  within  from  five  to  seven  days.  The 
etiology  is  probably  drying  of  the  cornea  in  cases 
of  great  fatigue,  where  the  blinking  reflex  is  re- 
duced in  frequency. 


ROENTGENOLOGY 

By  J.  Marsh  Frere,  M.D. 

Newell  and  Newell  Sanitarium,  Chattanooga 


The  Roentgen  Diagnosis  of  Pancreatic  Disease.  M.  H. 

Poppel,  M.D.,  F.A.C.R.,  and  R.  H.  Marshak,  M.D., 

New'  York,  New  York.  The  American  Journal  of 

Roentgenology  and  Radium  Therapy,  September,  1944, 

Vol.  52,  No.  3,  p.  307. 

The  authors  have  divided  the  roentgen  findings 
into  two  groups:  (1)  Lesions  in  the  head  of  the 

pancreas;  (2)  Lesions  in  the  body  or  tail  of  the 
pancreas. 

They  also  discuss  the  differential  diagnosis  which 
is  quoted  as  they  give  it. 

“Group  I.  The  following  signs  point  to  the 
presence  of  a mass  in  the  region  of  the  head  of 
the  pancreas: 

“(a)  Enlargement  or  spreading  out  fanwise  of 
the  duodenal  loop  or  widening  of  the  semicircular 
arc  described  by  the  duodenum.  It  is  important 
in  evaluating  this  sign  to  exclude  apparent  en- 
largement due  to  a hypersthenic  habitus  in  which 
the  stomach  is  high  and  almost  horizontal  in  posi- 
tion and  the  duodenal  loop  is  fully  exposed  and 
therefore  appears  to  be  enlarged. 

“(b)  Displacement  of  the  duodenal  loop  towards 
the  right  and  anteriorly  by  space-occupying  masses 
in  the  region  of  the  pancreatic  head.  The  displace- 
ment may  be  general  and  uniform  or  simply  a 
localized  indentation  on  the  lower  concave  border. 
The  stomach  may  be  displaced  upward  and  forward 
if  the  lesion  is  large. 

“(c)  Fixation  of  the  duodenal  loop,  especially  its 
medial  wall.  This  may  impair  the  normal  expan- 
sion. 

“(d)  Diminished  caliber  of  the  duodenal  lumen, 
causing  obstruction  and  delay  in  the  emptying  of 
the  stomach. 

“(e)  Irregularity  of  the  contour  of  the  inner  con- 
cave border  of  the  descending  duodenum,  with  or 
without  the  alteration  or  destruction  of  the  mucosal 
pattern.  The  cases  causing  destructive  changes 
are  most  apt  to  be  carcinomatous. 

“(f)  Alteration  of  duodenal  peristalsis.  This 
may  be  diminished,  absent,  or  antiperistalsis  may 
occur. 

“(g)  Palpable  mass. 

“(h)  Downward  and  forward  displacement  of 
the  transverse  colon. 

“(i)  An  extrinsic  pressure  defect  on  the  outer 
wall  of  the  descending  duodenum,  in  cases  of  com- 
mon duct  obstruction.  It  was  our  impression  pre- 
viously that  this  was  due  to  a distended  gall  blad- 
der. However,  in  a pathological  study  wre  found 
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that  it  may  also  be  due  to  a distended,  unusually 
placed  common  duct. 

“(j)  Kirklin  has  described  a case  with  a central 
filling  defect  in  the  duodenal  bulb  which  had  the 
appearance  of  an  intrinsic  polypoidal  lesion.  This, 
however,  was  caused  by  a pancreatic  nodule  im- 
pinging on  the  lumen  of  the  duodenum  from  behind. 

“(k)  After  cholangiography  in  the  presence  of 
a mass  in  the  pancreatic  head,  there  is  no  filling 
of  the  lower  portion  of  the  common  duct,  which  is 
usually  cut  off  abruptly  and  often  in  a transverse 
diameter  rather  than  a tapering  or  funnel-shaped 
pattern.  The  patent  proximal  portion  of  the  com- 
mon duct  and  the  cystic  duct  are  widened. 

“Case  described  the  following  signs  which  he  has 
found  of  particular  use  in  the  diagnosis  of  acute 
inflammations  of  the  pancreas:  Elevation  of  the 
stomach,  transverse  position  of  the  duodenal  bulb 
with  or  without  enlargement  of  the  duodenal  loop, 
collection  and  stasis  of  appreciable  quantities  of 
contrast  material  in  the  dependent  portions  of  the 
duodenum,  fullness  between  the  stomach  and  trans- 
verse colon,  limitation  of  excursion  of  the  left  dia- 
phragm, formation  of  pleural  exudates,  ill-defined 
left  psoas  contour,  pressure  indentations  on  the 
stomach  and  duodenum,  coarsely  feathered  duo- 
denal mucosal  relief,  abnormal  gas  distention  of 
the  colon,  and  even  a paralytic  ileus  with  the 
formation  of  fluid  levels  when  a patient  is  exam- 
ined in  the  erect  or  lateral  recumbent  postures. 

“Group  II.  The  following  signs  point  to  the 
presence  of  a mass  in  the  region  of  the  body  or 
tail  of  the  pancreas: 

“(a)  The  stomach  is  displaced  and  indented  in 
a forward,  upward,  or  downward  direction,  pro- 
ducing a varying  degree  of  compression,  with  or 
without  obstruction.  The  type  of  roentgen  mani- 
festation is  greatly  influenced  by  the  habitus  and 
exact  location  and  size  of  the  abnormal  mass. 

“(b)  The  mid-transverse  colon  is  displaced  for- 
ward and  downward. 


“(c)  The  ascending  duodenum  and  the  duodeno- 
jejunal flexure  are  displaced  and  indented  in  a for- 
ward, downward,  or  upward  direction,  producing 
a varying  degree  of  compression  and  obstruction. 
The  duodenum  proximal  to  the  indented  area  may 
be  dilated. 

Differential  Diagnosis 

“Lymphosarcoma,  leukemia,  Hodgkin’s  disease, 
metastatic  tumors,  tuberculosis,  giant  follicular 
lymphoblastoma,  and  infectious  mononucleosis  may 
cause  considerable  enlargement  of  the  regional 
lymph  nodes,  producing  roentgen  signs  which  are 
indistinguishable  from  those  caused  by  intrapan- 
creatic  masses  of  similar  size. 

“Aneurysms  arising  from  the  anterior  wall  of 
the  upper  portion  of  the  abdominal  aorta  may 
extend  forward  and  simulate  a pancreatic  mass. 
These  aneurysms  may  show  linear  or  curvilinear 
calcifications. 

“Omental  cysts,  calcified  or  not,  may  be  found 
along  the  lesser  or  greater  curvature  of  the  stom- 
ach, causing  extrinsic  pressure  defects  which  are 
indistinguishable  from  intrapancreatic  masses. 

“Diaphragmatic  hernia  of  the  stomach  may  cause 
upward  traction  upon  the  duodenal  loop  with  pres- 
sure on  the  inner  concave  border.  If  the  hernia  is 
marked,  the  pancreas  may  be  in  an  ectopic  posi- 
tion. 

“Intussusception  of  the  stomach  into  the  duo- 
denum can  deform  the  latter  so  that  a pancreatic 
mass  may  be  simulated. 

“Exogastric  lesions  (extramucosal),  such  as  my- 
osarcoma, leiomyoma,  and  metastatic  tumors,  in  the 
stomach  wall  may  cause  masses  which  resemble 
pancreatic  masses  and  cannot  be  differentiated. 

“Carcinoma  of  the  papilla  of  Vater  or  of  the 
lower  portion  of  the  common  bile  duct  clinically 
may  simulate  a mass  in  the  pancreatic  head.  In 
the  latter,  roentgenographically  there  is  usually 
found  enlargement,  displacement,  or  encroachment 
upon  the  duodenal  loop.” 
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At  twenty,  thirty  seems  ancient. 

At  thirty,  forty  is  distant  middle  age. 

At  forty,  well,  it’ll  be  a long  time  before 
you’re  fifty. 

The  point  is  that  ten  years  ahead  always 
seems  like  a long  time.  Yet,  actually  it  passes 
“before  you  know  it”  . . . and  you  find  your- 
self face  to  face  with  problems,  opportuni- 
ties, needs,  that  once  seemed  very  far  in  the 
future. 

This  is  a good  thing  to  remember  today, 
when  you  buy  War  Bonds  to  speed  the  win- 
ning of  the  war. 

In  ten  years — only  ten  years — those  bonds 
will  bring  you  back  $4  for  every  $3  you  put 
into  them  today. 

Think  of  what  that  money  may  mean  to 
you  in  1955.  An  education  for  your  children 
...  a home . . . maybe  even  retirement  to  the 
place  and  the  life  of  your  heart’s  desire. 

All  this  your  War  Bonds  can  mean  to  you 
...  if  you  buy  all  you  can  today  and  hold 
them  to  maturity. 

it  won’t  be  long  till  1955.  Not  half  as  long 

as  you  think. 


" Oh,  she's  OLD! 
Almost  thirty!" 
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GONOCOCCAL  INFECTIONS  IN  INFANCY  AND  CHILDHOOD* 


AMOS  CHRISTIE,  M.D.,  Nashville 

When  a gonococcal  infection  attacks  the 
young,  it  manifests  itself  mainly  by  a con- 
junctivitis or  a vulvovaginitis.  The  former 
is  usually  seen  in  the  newborn  infant,  while 
vulvovaginitis  occurs  in  the  older  female 
child,  although  infants  even  under  one  year 
may  be  infected.  It  is  the  purpose  of  this 
paper  to  review  briefly  the  pertinent  clinical 
features  of  each  type  of  infection,  to  discuss 
the  differential  diagnosis  of  each,  and  to 
bring  the  prophylaxis  and  treatment  up  to 
date.  No  attempt  will  be  made  to  discuss 
any  of  the  more  rare  complications  and  se- 
quelae of  these  types  of  gonorrheal  infec- 
tions of  infancy  and  childhood. 

Gonococcal  Ophthalmia  (Ophthalmia 
Neonatorum) 

This  preventable  disease  is  essentially  a 
conjunctivitis  of  the  suppurative  type.  It 
is  usually  due  to  carelessness  on  the  part  of 
someone  during  or  immediately  after  birth. 
The  causative  organism  is  the  gonococcus, 
and  prior  to  the  prophylactic  method  of 
Crede  this  type  of  conjunctivitis  was  a 
major  cause  of  blindness.  In  the  city  of 
Chicago  during  1916,  over  fifty  per  cent  of 
the  blindness  in  children  was  caused  by  the 
gonococcus,  while  in  1922  following  the  co- 
operative efforts  of  public  health  authori- 


*From the  Department  of  Pediatrics,  Vanderbilt 
University,  School  of  Medicine. 


ties,  physicians,  and  lay  groups,  56,724 
births  occurred  without  a single  case  of 
blindness  developing  or  resulting  from  this 
infection.  The  details  of  these  prophylactic 
methods  will  be  given  below. 

Infection  may  occur  in  several  different 
ways.  Although  there  is  evidence  that  the 
lids  are  usually  sealed  during  passage 
through  the  birth  canal,  pressure  from  the 
hands  of  the  obstetrician,  trauma  from  a 
face  presentation,  or  trauma  with  obstet- 
rical forceps  is  not  an  infrequent  method  of 
infection  when  the  mother  is  infected.  In- 
fection may  also  occur  at  the  time  of  the 
first  bath,  or  more  frequently  from  dress- 
ings, linen  or  fingers  infected  with  contami- 
nated lochia. 

The  typical  clinical  features  of  the  oph- 
thalmia neonatorum  are  the  early  onset 
(one  to  five  days)  of  a thin,  watery  dis- 
charge (a  newborn  infant  has  no  tears) 
which  is  usually  unilateral.  This  rapidly 
advances  to  a redness  of  the  conjunctiva 
and  to  swelling  of  the  lids,  particularly  of 
the  upper  lid,  until  it  hangs  over  the  lower 
one  as  a tense  red  mass.  When  the  lids  are 
separated,  as  they  may  be  with  considerable 
difficulty,  the  cornea  can  barely  be  seen  at 
the  bottom  of  the  crater  between  bulging 
fiery  red,  intensely  swollen  lids. 

The  discharge  is  at  first  watery,  then 
serous  and  possibly  tinged  with  blood.  It 
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rapidly  becomes  purulent,  thick,  creamy, 
and  so  profuse  that  it  will  run  down  the 
cheek  of  the  untreated  infant. 

The  complications  are  mainly  corneal  and 
are  due  to  ulceration  of  the  cornea  and  per- 
.foration  due  to  the  pressure  of  the  accumu- 
lated pus.  This  is  of  practical  importance 
as  will  be  seen  when  we  consider  treatment. 

Differential  Diagnosis 

The  diagnosis  of  gonorrheal  ophthalmia 
should  be  suspected  with  the  appearance  of 
even  the  slightest  discharge  of  either  eye. 
It  is  easily  verified  by  bacteriological  exam- 
ination of  a smear  fixed  and  stained  by 
gram  stain.  The  finding  of  the  biscuit- 
shaped gram  negative  intracellular  gono- 
cocci is  characteristic.  In  the  differential 
diagnosis  of  a purulent  conjunctivitis,  it  is 
important  to  keep  in  mind  that  conjunc- 
tivitis from  the  silver  nitrate  occurs  early, 
the  lids  being  inflamed  and  stuck  together 
within  twelve  hours  following  installation. 
It  may  not  appear  until  twenty-four  to 
forty-eight  hours,  but  the  discharge  con- 
tains no  organisms.  For  the  gonococcal 
type  the  incubation  or  latent  period  is  usu- 
ally but  one  to  five  days. 

Inclusion  body  blennorrhea  has  a latent 
period  of  from  seven  to  nine  days.  The 
discharge  is  purulent,  but  with  an  absence 
of  gram  negative  organisms  one  may  find 
with  relative  ease  the  inclusion  bodies  in 
the  conjunctival  epithelial  cells  by  Giemsa 
stain. 

In  the  case  of  a pneumococcal  infection 
the  incubation  period  is  from  five  to  seven 
days  and  still  longer  when  the  strepto- 
coccus seems  to  be  the  offending  organism 
(eight  to  fourteen  days). 

The  Koch-Weeks  bacillus  causes  a type  of 
conjunctivitis  indistinguishable  from  the 
pneumococci  type,  but  in  my  experience  is 
seldom  the  causative  organism  of  purulent 
conjunctivitis  in  the  neonatal  period. 

Prophylaxis 

Great  care  must  be  taken  by  the  doctors 
and  nurses  at  all  times  in  caring  for  a sus- 
pected case  of  gonococcal  ophthalmia  neo- 
natorum. The  writer  speaks  with  feeling 
on  this  point,  as  his  intimate  colleague  dur- 


ing an  intern  year  lost  an  eye  due  to  gono- 
coccal ophthalmia.  This  infection  was  un- 
doubtedly contracted  while  taking  a smear 
from  the  eye  of  a newborn  infant  with  a 
thin  watery  discharge  from  its  conjunctiva. 

Method  of  Crede. — It  is  unnecessary  to 
justify  this  prophylactic  method  as  an  im- 
portant responsibility  on  the  part  of  the 
physician  or  widwife.  It  has  reduced  the 
incidence  of  gonococcal  ophthalmia  from 
over  ten  per  cent  to  less  than  one-tenth  per 
cent  on  large  obstetrical  services.  It  is 
required  by  law  in  many  states,  including 
Tennessee,  and  there  is  a question  which 
requires  answer  concerning  it  on  the  birth 
certificate  of  many  others. 

It  consists  merely  of  wiping  the  lids  of 
the  newborn-  baby  with  sterile  water  before 
opening  the  infant’s  eyes.  This  is  fol- 
lowed by  installation  of  one  to  two  drops 
of  one  per  cent  silver  nitrate  which  may 
be  left  in  the  infant’s  eyes  or  the  installa- 
tion of  one  to  two  drops  in  each  eye  of 
two  per  cent  silver  nitrate  followed  in 
fifteen  to  thirty  seconds  by  normal  saline 
douche  to  wash  the  irritating  chemical  sub- 
stance from  the  conjunctival  sac.  It  is  my 
opinion  that  infants  whose  mothers  have 
vaginal  smears  which  are  positive  for  the 
gonococcus  should  have  the  prophylaxis  re- 
peated on  the  third  day  after  birth.  I 
have  seen  several  cases  of  gonococcal  oph- 
thalmia develop,  although  prophylaxis  had 
been  carried  out.  The  condition  must  have 
developed  from  infected  lochia  or  poor  hy- 
gienic conditions  involving  nursing  care 
and  might  have  been  prevented  if  prophy- 
laxis had  been  repeated  on  the  third  day. 

In  summary  then,  prophylaxis  should  be 
directed  along  at  least  four  different  lines. 
First,  treatments  for  gonococcal  infection 
during  pregnancy  should  be  strenuously 
carried  out.  Secondly,  the  external  areas 
around  the  eyes  should  be  bathed  with 
sterile  water  before  the  initial  opening  of 
the  eyes.  Thirdly,  silver  nitrate  must  be 
installed  and  washed  out.  Lastly,  there 
should  be  strict  rules  in  hospitals  and  for 
public  health  nurses  concerning  the  noti- 
fication of  designated  authority  whenever 
any  discharge  from  the  eyes  of  the  new- 
born infant  is  seen  during  the  first  four- 
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teen  days  of  life.  In  thife  way,  investiga- 
tion may  be  undertaken  and  early  treatment 
instituted. 

Treatment 

Personnel  treating  this  highly  communi- 
cable disease  should  take  special  pains  to 
protect  themselves. 

Treatment  should  be  carried  out  wher- 
ever possible  in  institutions  where  there  is 
competent  and  adequate  personnel  and  suf- 
ficient equipment  with  which  to  work.  The 
speed,  energy,  and  wisdom  with  which 
treatment  is  carried  out  will  save  many 
eyes.  It  is  no  longer  so  important  to  pro- 
tect an  uninfected  eye.  Sulfonamide  ther- 
apy serves  as  a prophylactic  agent  to  this 
eye. 

The  introduction  of  the  sulfonamide 
drugs  in  the  treatment  of  gonococcal  oph- 
thalmia has  changed  the  clinical  outcome 
entirely.  The  use  of  these  drugs  orally  has 
reduced  the  time  from  institution  of  treat- 
ment until  negative  smears  are  obtained 
from  around  twenty-five  days  to  approxi- 
mately five  days.  Corresponding  lessening 
of  the  complications  is  equally  gratifying. 

General  supportive  treatment  is  also  im- 
portant. Gonococcal  ophthalmia  is  not  a 
contraindication  to  breast  feeding. 

The  treatment  of  gonococcal  ophthalmia 
must  be  constant  and  unremitting.  It  is 
most  necessary,  but  frequently  very  diffi- 


cult, to  get  proper  access  to  the  eye.  The 
best  way  to  do  this  is  with  small  lid  re- 
tractors. Pressure  on  the  eyeball  with  fin- 
gers may  traumatize  and  may  even  per- 
forate the  ball.  It  may  even  be  necessary 
to  do  a canthotomy  in  order  to  get  exposure 
for  treatment  and  it  is  a justifiable  pro- 
cedure. It  is  important  to  keep  the  pupil 
dilated  with  atropine  at  all  times.  One 
drop  of  one  to  one  thousand  solution  in  the 
eye  twice  a day  will  accomplish  this. 

In  the  treatment  of  gonococcal  ophthal- 
mia, all  efforts  should  be  directed  toward 
keeping  the  pus  from  accumulating,  which 
by  pressure  causes  corneal  ulceration  and 
destruction.  This  involves  an  effective  ir- 
rigation of  the  conjunctival  sac  at  thirty- 
to  sixty-  or  not  longer  than  120-minute 
intervals  until  the  exudate  diminishes  day 
and  night.  Many  types  of  lavage  solutions 
may  be  used  for  this.  Personally,  I prefer 
potassium  permanganate  one  to  eight  thou- 
sand solution.  Two  quarts  should  be  used 
and  the  irrigation  receptacle  should  be 
placed  at  two  and  one-half  to  three  feet 
above  the  head  of  the  patient.  The  irri- 
gation should  be  continuous  and  the  tip 
should  be  of  soft  rubber.  The  tip  should 
be  pointed  toward  the  inner  canthus.  It 
does  not  make  so  much  difference  what  so- 
lution is  used,  so  long  as  it  keeps  the  con- 
junctival sac  clean.  An  irrigation  bulb 


SUGGESTED  DOSAGE  OF  SULFONAMIDES* 

IN  GONOCOCCAL  INFECTIONS  OF  INFANCY  AND  CHILDHOOD 


Infants  under 
12  Lbs. 

12  LBS.  TO 
2J4  TEARS 

2l/2  tears 

TO  6 TEARS 

6 TEARS 
TO  12  TEARS 

SuLFATHI  AZOLE 

Initial  dose  0.5 
gm.  Subsequently 
0.125  gm.  Q/i  tab- 
let) q.  3-4  hours 
around  the  clock. 
And  36  hours  after 
negative  smears. 
Then  tapered  off. 

Initial  dose  0 . 5 
gm.  Subsequently 
0.25  gm.  ( kz  tablet) 
q.  3-4  hours  around 
the  clock.  And  36 
hours  after  negative 
smears.  Then 
tapered  off. 

Initial  dose  1 .5 
gms.  Subsequently 
0.375  gm.  {z/i  tab- 
let) q.  3-4  hours 
around  the  clock. 
And  36  hours  after 
negative  smears. 
Then  tapered  off. 

Initial  dose  2.0 
gms.  Subsequently 
.5  gm.  q.  3-4  hours 
around  the  clock. 
And  36  hours  after 
negative  smears. 
Then  tapered  off. 

STJLFADIA7INE** 

Initial  dose  0.5 
gm.  Subsequently 
0.25  gm.  q.  4-6 
hours  around  the 
clock.  And  36  hours 
after  negative 
smears.  Then 
tapered  off. 

Initial  dose  1.0 
gm.  Subsequently 
0.5  gm.  q.  4-6  hours 
around  the  clock. 
And  36  hours  after 
negative  smears. 
Then  tapered  off. 

Initial  dose  1.5 
gms.  Subsequently 
0.75  gm.  q.  4-6 
hours  around  the 
clock.  And  36  hours 
after  negative 
smears.  Then 
tapered  off. 

Initial  dose  2.0 
gms.  Subsequently 
1.0  gm.  q.  4-6  hours 
around  the  clock. 
And  36  hours  after 
negative  smears. 
Then  tapered  off. 

* These  dosages  are  correct  for  any  other  condition  where  these  drugs  are  indicated. 

**It  is  important  throughout  childhood  when  using  these  drugs  (particularly  sulfadiazine)  to  alka- 
linize  the  patient  and  to  maintain  the  fluid  intake  (3  ounces  per  pound  of  body  weight).  This  will  de- 
crease the  urinary  complications  to  a minimum. 
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syringe  is  adequate  and  simplifies  the  nec- 
essary frequent  irrigations.  Irrigations  as 
described  here  are  as  important  now  as 
before  sulfonamide  therapy,  but  it  is  not 
necessary  to  continue  it  nearly  so  long  as 
before.  The  fibrinous  exudate  usually  dis- 
appears within  twenty-four  hours  of  the 
institution  of  chemotherapy,  but  the  irri- 
gations should  be  continued  as  long  as  fibrin 
is  deposited. 

The  prognosis  is  excellent  in  young  babies 
since  chemotherapy  has  been  used,  and  if 
treatment  is  started  early  and  continued 
energetically  less  than  twenty  per  cent  of 
the  infants  will  have  resultant  corneal 
opacity  or  ulceration. 

Gonococcal  Vulvovaginitis 

Newer  bacteriological  methods  reveal 
that  the  majority  of  cases  of  vaginitis  in 
childhood  are  not  actually  due  to  the  gono- 
coccus, but  rather  are  due  to  other  mem- 
bers of  the  Neisseria  group  of  organism. 
The  following  remarks  refer,  therefore,  to 
the  title  of  the  paper  and  not  to  infections 
presumably  considered  to  be  gonococcal. 

This  highly  communicable  disease  is  usu- 
ally seen  in  older  children,  although  forty- 
five  per  cent  of  the  cases  are  under  five 
years  of  age.  Because  of  its  great  com- 
municability it  presents  a major  problem 
in  child-caring  institutions.  There  it  may 
be  transmitted  to  every  female  child  on 
the  ward,  dormitory  or  schoolroom,  appar- 
ently by  means  of  infected  thermometers, 
washcloths  or  by  another  infected  child. 
It  is  also  transmitted  to  children  by  super- 
stitious and  ignorant  males  on  the  assump- 
tion that  gonorrhea  will  be  cured  by  touch- 
ing the  infected  parts  to  virginal  orifices. 

The  clinical  course  is  usually  a benign 
one.  After  an  incubation  period  of  from 
three  to  four  days  a staining  or  soiling  of 
the  diapers  or  underwear  is  usually  noticed 
by  the  mother  or  nurse.  Although  the  dis- 
charge may  be  thin  and  scanty  in  amount, 
it  is  usually  profuse,  and  may  saturate 
several  pads  or  diapers  in  a twelve-hour 
period.  The  discharge  is  yellowish,  green- 
ish yellow,  or  gray  yellow.  The  vaginal  lin- 
ing is  reddened  and  inflamed,  but  consti- 
tutional symptoms  are  rare.  Slight  pain 


on  urination  may  be  present  and  there  may 
be  excoriation  around  the  vulva  from  the 
discharge.  Peritonitis  is  a rare  complica- 
tion. Gonococcal  vaginitis  leaves  no  bad 
effects  after  puberty. 

Differential  Diagnosis 

The  only  other  type  of  vaginitis  seen  in 
young  children  which  has  such  an  abun- 
dant discharge  is  a foreign  body  vaginitis. 
I have  seen  several  such  cases.  One  of  these 
cleared  miraculously  when  a one  and  one- 
half-inch  piece  of  red  crayon  was  removed 
from  the  vagina.  Another  case  recovered 
equally  well  when  several  pieces  of  child’s 
molding  putty  or  clay  were  removed  from 
the  vagina  of  a five-year-old  kindergartner. 
In  both  cases  the  profuse  purulent  discharge 
was  tinged  or  flecked  with  blood.  Simple 
(nongonococcal)  vaginitis  also  may  present 
a rather  difficult  diagnostic  problem.  The 
spotting  of  the  underwear  with  a thin  or 
purulent  discharge  may  be  quite  chronic. 
The  discharge  is  seldom  profuse,  however, 
and  the  vagina  is  only  moderately  inflamed. 
Trichomonas  vaginitis  will  also  cause  a 
profuse  vaginal  discharge,  but  it  is  rare  in 
children  under  ten  years  of  age. 

The  diagnosis  of  gonococcal  vulvovagi- 
nitis is  made  by  a vaginal  smear  or  spread 
stained  by  the  gram  method.  The  pres- 
ence of  many  pus  cells  (polymorphonuclear 
leucocytes)  should  always  make  one  sus- 
picious and  the  finding  of  intracellular  gram 
negative  biscuit-shaped  diplococci  is  diag- 
nostic for  all  practical  purposes  to  the  gen- 
eral practitioner.  The  writer  recognizes 
that  newer  cultural  methods  and  fermen- 
tation tests  are  necessary  to  be  certain. 
Medicolegal  precautions  should  be  taken  by 
the  physician  and  whenever  possible  a 
smear  should  be  sent  to  a private,  state,  or 
city  laboratory  for  corroboration.  Such  a 
positive  diagnosis  frequently  precipitates 
many  social  and  family  problems  which  may 
be  far-reaching. 

Diagnostic  smears  or  spreads  are  fre- 
quently taken  in  an  inefficient  and  inade- 
quate manner.  They  are  contaminated  with 
bacillus  coli  and  other  organisms  which 
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make  accurate  diagnosis  by  the  bacteriol- 
ogist impossible.  Another  source  of  error 
is  that  the  pus  cells  are  broken  up  by 
smearing.  This  makes  the  findings  of  in- 
tracellular organisms  out  of  the  question. 
The  proper  way  to  take  a smear  in  a case 
of  suspected  gonococcal  vaginitis  is  to  place 
the  child  on  her  back  with  the  legs  flexed 
on  the  thighs  and  the  thighs  flexed  on  the 
body.  The  area  should  be  cleansed.  Now 
using  the  first  and  little  finger  of  the  left 
hand  with  the  two  middle  fingers  flexed  on 
the  palm,  the  labia  are  separated.  With  a 
small  tightly  rolled  applicator,  carefully 
but  firmly,  insert  it  deeply  in  the  vagina. 
It  can  be  inserted  at  least  one  inch  in  a 
two-year-old  child.  Remove  it  and  gently 
roll  it  on  a clean  glass  slide.  Only  a physi- 
cian should  take  a smear  in  this  fashion, 
but  it  is  the  best  way  to  get  a reliable 
smear  uncontaminated  with  colon  bacilli. 
Nurses,  taking  routine  smears,  should  gen- 
tly roll  the  cotton  applicator  on  the  vaginal 
mucosa,  with  the  labia  well  separated  after 
cleansing  the  external  genitalia.  They 
should  always  roll  (not  smear)  the  speci- 
men on  the  glass  slide. 

Culture  of  the  gonococcus  is  actively  prac- 
tical by  newer  methods,  but  the  special 
media  is  not  available  in  all  private  or  state 
public  health  laboratories.  These  cultural 
methods  can  be  useful  in  selected  cases. 

Prophylaxis 

Although  it  would  seem  necessary  to  iso- 
late a child  with  gonococcal  vulvovaginitis, 
because  of  the  extreme  communicability, 
report  of  the  disease  to  the  health  depart- 
ment, and  to  exclude  her  from  school,  great 
care  should  be  taken  not  to  stigmatize  such 
children  with  a brand  of  venereal  disease. 
The  benign  nature  of  the  infection,  the 
lack  of  complications,  and  even  the  doubt 
in  some  medical  circles,  that  is  due  to  the 
gonococcus,  make  it  impoi’tant  that  no 
harm  come  to  the  family  or  child  in  the 
public  health  handling  of  such  cases. 

In  hospital  or  institution  practice  every 
care  should  be  taken  to  exclude  or  isolate 
children  who  have  even  a suspicious  vaginal 
discharge.  Each  female  child  with  such  a 
suspicious  discharge  should  be  isolated  on 


admission  until  she  has  had  three  consecu- 
tive negative  vaginal  smears.  Each  child 
in  wards  of  institutions  should  have  indi- 
vidual toilet  articles  and  thermometers. 
Toilet  seats  in  institutions  should  be  of 
U-shape  and  disinfected  regularly. 

Nurses  attending  children  with  a vaginal 
discharge  should  wear  rubber  gloves,  but 
diligent  use  of  soap  and  water  are  satis- 
factory if  these  are  not  practical  or  avail- 
able. The  same  precautions  should  be  car- 
ried out  when  the  disease  has  been  discov- 
ered in  one  member  of  the  family. 

Release  from  isolation  and  return  to 
school  should  be  done  on  the  finding  of  four 
negative  smears  taken  every  other  day. 
Cultural  methods  are  absolutely  necessary 
whenever  these  techniques  are  available. 

Treatment 

Since  the  introduction  of  sulfonamides 
the  treatment  of  gonococcal  vaginitis  has 
been  completely  revolutionized.  Sulfathia- 
zole  in  doses  given  above  under  our  sched- 
ule of  treatment  for  gonococcal  ophthalmia 
is  the  drug  of  choice.  The  treatment  should 
be  maintained  for  seven  to  ten  days  or 
longer  if  there  is  danger  of  reinfection  or 
the  organism  becomes  refractory.  The 
drugs  are  tolerated  well,  but  should  there 
be  sensitivity  it  will  probably  show  up  in 
the  first  few  days  in  the  majority  of  cases. 
The  blood  picture  should  be  watched  closely 
for  fall  in  the  hemoglobin  and  white  blood 
count  during  treatment.  If  this  is  done, 
little  danger  can  be  encountered.  Another 
method  of  calculating  sulfathiazole  dosage 
is  one  to  one  and  one-half  grains  per  pound 
of  body  weight  for  three  to  five  days,  then 
one-half  to  one  grain  per  pound  of  body 
weight  for  twelve  to  fifteen  days.  This  usu- 
ally maintains  levels  of  six  to  eight  milli- 
grams and  will  be  sufficient  for  this  or 
any  infection  of  mild  severity. 

The  results  from  sulfonamide  powders 
in  the  vagina  and  penicillin  therapy  are 
awaited  at  this  writing.  There  is  no  doubt 
of  the  value  of  penicillin  in  sulfonamide 
treatment  resistant  cases  in  the  adult.  By 
the  time  this  is  published  penicillin  may 
be  the  treatment  of  choice. 
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Summary  and  Conclusion 

A brief  discussion  of  the  clinical  fea- 
tures of  gonococcal  ophthalmia  is  given. 
Differential  diagnosis  with  other  types  of 
conjunctivitis  is  discussed  and  present-day 
treatment  outlined. 

Gonococcal  vulvovaginitis  of  childhood 
is  discussed  with  present-day  ideas  of  ther- 


apy summarized  and  brought  up  to  date. 

The  general  practitioner  and  pediatrician 
have  a responsibility  for  the  early  recogni- 
tion and  treatment  of  infections  in  these 
immature  eyes  and  genital  tracts.  With 
present-day  chemotherapeutic  methods 
there  is  no  reason  why  he  cannot  treat  and 
cure  the  great  majority  of  these  cases. 


April,  1945 


97 


RESULTS  OF  THE  HIGH  SCHOOL  TUBERCULOSIS  PROGRAM  IN  TENNESSEE 

ANN  DILLON,  M.S.P.H.;  R.  S.  GASS,  M.D.;  W.  W.  HUBBARD,  M.D.;  and 
E.  F.  HARRISON,  M.D.,*  Nashville 


In  1938,  measures  directed  toward  the 
dissemination  of  knowledge  regarding  tu- 
berculosis were  initiated  in  the  high  schools 
of  Tennessee  through  the  joint  efforts  of 
the  Departments  of  Education  and  Public 
Health.  Selected  pamphlets  on  tubercu- 
losis were  distributed  to  all  high  schools 
with  a guide  to  be  used  by  the  teachers 
in  presenting  courses  on  the  disease.  Es- 
says were  prepared  by  the  students  on 
different  aspects  of  the  disease  and  on  the 
tuberculosis  problem  in  individual  commu- 
nities. The  following  year  a practical  dem- 
onstration of  some  of  the  essentials  of 
diagnosis  was  instituted  by  the  Division  of 
Tuberculosis  Control.  This  consisted  of 
tuberculin  testing  the  students  and  making 
X-ray  examinations  of  the  positive  reactors. 

The  opinion  has  been  expressed  by  sev- 
eral writers  that  such  surveys  of  school 
children  are  not  economically  sound  as  a 
case-finding  procedure  in  some  areas  of 
the  country,  and  it  is  emphasized  that  this 
program  was  planned  and  executed  as  an 
educational  measure  rather  than  as  a means 
of  locating  unknown  cases  of  tuberculosis. 
High  school  students  are  a neglected  group 
in  public  health,  yet  are  more  receptive  to 
certain  phases  of  health  education  than  are 
younger  school  children.  The  program 
stimulated  considerable  interest  in  the  dis- 
ease in  the  general  population.  The  local 
health  departments  in  many  instances  were 
asked  by  lay  groups  to  lead  discussions  on 
tuberculosis.  The  type  of  questions  asked 
indicated  that  students  had  carried  home 
facts  about  the  disease  learned  at  school. 
The  fact  that  school  authorities  and  local 
health  departments  alike  have  requested 
that  the  program  be  repeated  is  further 
evidence  of  its  success. 

Organization  of  the  program  and  pro- 
cedures followed  have  been  outlined  in  a 
previous  report1  and  will  only  be  reviewed 
briefly  here.  In  this  paper  the  results  of 
tuberculin  tests  and  X-ray  examinations 
during  the  period  1939-1942  are  presented. 

*From  the  Tennessee  Department  of  Public 
Health. 


In  counties  with  full-time  health  service 
the  local  health  officer  administered  and 
interpreted  the  tuberculin  tests;  in  coun- 
ties without  full-time  service  this  procedure 
was  carried  out  by  a clinician  from  the 
Division  of  Tuberculosis  Control.  The  in- 
tracutaneous  method  of  Mantoux  with  a 
single  dose  of  .01  milligram  of  Old  Tuber- 
culin was  used  throughout  the  program. 
The  single  dose  of  .01  milligram  of  tuber- 
culin seemed  advisable  since  it  had  been 
demonstrated  in  the  Williamson  County 
Tuberculosis  Study2'  3 that  this  amount  de- 
tected a high  proportion  (87.5  per  cent) 
of  reactors  among  household  contacts  of 
fatal  and  sputum-positive  cases  and  nearly 
all  active  lesions  of  the  reinfection  type. 
Students  showing  a positive  reaction  were 
given  an  X-ray  examination  in  the  school 
by  means  of  portable  equipment. 

The  program  was  completed  in  ninety- 
one  of  the  ninety-five  counties  of  the  state. 
Three  of  the  remaining  four  counties  con- 
tain large  cities  and  have  their  own  tu- 
berculosis service.  In  the  other  county  the 
testing  was  completed,  but  the  records  were 
destroyed  by  fire  before  the  X-ray  exam- 
inations could  be  undertaken.  The  only 
city  schools  included  were  those  in  small 
cities  with  populations  between  10,000  and 
30,000.  The  total  population  of  these  cities 
comprised  only  6.2  per  cent  of  that  of  the 
area  included  in  the  program.  Therefore, 
the  students  were  essentially  from  rural 
sections  of  the  state. 

Participation  in  both  phases  of  the  dem- 
onstration, the  tuberculin  test  and  the  X-ray 
examination,  was  entirely  voluntary.  Ac- 
cording to  data  published  by  the  Depart- 
ment of  Education,4  the  average  daily  at- 
tendance in  the  white  high  schools  in  the 
area  covered  by  the  program  was  59,663 
for  the  school  year  1941-1942.  The  num- 
ber of  white  students  tested  was  47,498, 
or  79.6  per  cent  of  the  average  number  of 
students  in  school  on  a given  day.  The 
percentage  of  colored  students  participat- 
ing in  the  program  could  not  be  determined 
accurately,  since  most  colored  schools  house 
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both  the  elementary  and  high  school  grades 
and  all  colored  children  twelve  years  of  age 
or  over  were  tested  regardless  of  grade  in 
school.  It  is  believed  that  the  cooperation 
was  at  least  as  good  in  the  colored  schools 
as  in  the  white. 

In  all,  51,818  students  were  tested  and 
7,525,  or  14.5  per  cent,  reacted  to  .01  mil- 
ligram of  tuberculin.  Of  6,967  who  were 
given  X-ray  examinations, f 371,  or  5.3  per 
cent,  were  found  to  have  lesions  considered 
to  be  of  significance.^  Based  on  the  as- 
sumption that  the  tuberculin  test  selected 
all  students  with  significant  lesions,  the 
proportion  of  students  having  such  lesions 
would  be  .7  per  cent. 

Reaction  to  Tuberculin 

Of  the  total  number  of  students  tested, 
47,498,  or  91.7  per  cent,  were  white  and 
4,320,  or  8.3  per  cent,  colored.  Table  I 
shows  the  number  of  students  tested,  the 
number  and  percentage  with  positive  reac- 
tions and  with  significant  lesions  by  color. 

The  percentage  of  colored  students  show- 
ing a positive  reaction  (28.4)  was  more 
than  double  that  of  the  white  (13.3).  Col- 
ored students  yielded  a higher  percentage 
with  significant  lesions  also  than  the  white 

fFor  various  reasons  558  students  with  positive 
reactions  did  not  have  X-ray  examinations. 

JThe  term  “significant  lesion”  is  used  to  include 
all  definite  reinfection  type  lesions  and  lesions  sug- 
gestive, but  not  definite  which  are  designated  as 
suspicious.  Since  these  students  had  but  one  fiat 
film  and  were  not  given  physical  examinations  dur- 
ing this  phase  of  the  program,  the  clinicians  felt 
that  the  diagnosis  of  tuberculosis  should  be  made 
only  when  there  was  no  doubt  of  the  diagnosis. 
Many  of  the  students  with  lesions  which  were  con- 
sidered suspicious  have  had  subsequent  examina- 
tions in  the  state  clinics  and  definite  diagnosis 
made. 


with  2.2  per  cent  of  the  former  and  .6 
per  cent  of  the  latter  so  classified. 

In  two  West  Tennessee  counties  in  1930, 
Aronson5  tuberculin  tested  126  white  and 
114  colored  students  fifteen  to  nineteen 
years  of  age  and  found  23.0  per  cent  of  the 
former  and  44.7  per  cent  of  the  latter 
positive  to  .01  milligram  of  Old  Tuberculin. 
For  that  same  age  group  in  the  state-wide 
program  ten  years  later,  the  percentages 
were  13.7  among  the  white  and  29.4  among 
the  colored  students.  This  decline  in  sen- 
sitivity to  tuberculin  roughly  parallels  the 
decline  in  mortality  from  tuberculosis  in 
Tennessee  during  this  period.  The  average 
annual  white  tuberculosis  death  rate  for 
the  ten  years,  1932-1941,  was  33  per  cent 
lower  than  that  recorded  for  the  period, 
1922-1931,  and  the  colored  rate  was  34  per 
cent  lower.  With  the  reduction  in  mortality 
from  tuberculosis  and  with  a correspond- 
ing reduction  in  sputum-positive  cases,  the 
chances  of  exposure  to  tubercle  bacilli  and 
the  development  of  sensitivity  to  tuberculin 
would  presumably  be  decreased. 

A portion  of  the  school  population  of 
Williamson  County,  Tennessee,  has  been 
tuberculin  tested  and  given  X-ray  examina- 
tions at  regular  intervals  since  1937  as  a 
part  of  the  special  study  of  tuberculosis 
carried  on  in  that  county.  In  order  to  com- 
pare the  findings  in  the  state  as  a whole 
with  those  in  Williamson  County,  the  per- 
centages were  adjusted  to  the  age  distribu- 
tion of  the  total  number  of  students  tested. 
It  was  then  noted  that  the  Williamson 
County  percentages  were  of  the  same  order 
as  those  obtained  in  the  state  as  a whole. 
In  Williamson  County  the  percentage  of 
white  students  reacting  was  15.6  and  of 
colored  29.4 ; percentages  for  the  state  were 
13.3  and  27.8,  respectively. 


TABLE  I 

Number  of  High  School  Students  Tested  with  .01  mg.  of  Old  Tuberculin  and  Number  and  Percentage  with  Positive 
Reactions  and  with  Significant  Lesions,  by  Color,  Tennessee,  1939-1942 


Number  Reactors  Significant  Lesions 

Tested  Number  Per  Cent  Number  Per  Cent 


Total  51,818  7,525  14.5  371  0.7 

White  47,498  6,297  13.3  276  0.6 

Colored  4,320  1,228  28.4  95  2.2 
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The  numbers  of  students  tested,  with  the 
positive  reactors,  are  given  for  single  years 
of  age  in  Table  II. 

Among  the  white  students  the  percent- 
ages increased  from  10.0  for  those  under  fif- 
teen years  to  19.5  for  those  of  twenty  years 
and  over.  The  lowest  percentage  among 
the  colored  students  was  20.4  for  those  un- 
der fifteen  years  and  the  highest  39.6  for 
those  of  twenty  years  or  over.  At  every 
age,  with  one  exception,  the  percentage  of 
colored  students  reacting  was  more  than 
double  that  of  the  white. 

Of  the  white  students,  44.6  per  cent  were 
males  and  55.4  per  cent  females;  of  the 
colored  the  percentages  were  40.9  and 
59.1,  respectively.  The  number  and  per- 
centage of  students  reacting  to  .01  milli- 


gram of  Old  Tuberculin  by  color  and  sex  are 
shown  in  Table  III. 

The  percentage  of  reactors  was  approxi- 
mately the  same  among  white  males  (13.5) 
as  among  white  females  (13.1).  Of  the 
colored  students,  however,  the  males  had  a 
higher  percentage  positive  (32.1)  than  the 
females  (25.9).  The  colored  males  showed 
a higher  percentage  of  reactors  than  the 
females,  even  after  the  percentages  were 
adjusted  to  the  age  distribution  of  all  the 
students  tested. 

The  percentage  of  students  reacting  to 
.01  milligram  of  Old  Tuberculin  varied 
greatly  between  individual  counties,  but 
when  the  counties  were  grouped  according 
to  sections  of  the  state,  the  variations  in 
percentages  were  practically  eliminated  as 
shown  in  Table  IV. 


TABLE  II 

Number  and  Percentage  of  High  School  Students  Reacting  to  .01  mg.  of  Old  Tuberculin,  by  Color  and  Age, 

Tennessee,  1939-1942 


White  Colored 

Age  Number  Reactors  Number  Reactors 

Tested  Number  Per  Cent  Tested  Number  Per  Cent 


Total 47,498  6,297  13.3  4,320  1,228  28.4 

Under  15  years 6,770  674  10.0  809  165  20.4 

15  years 10,021  1,203  12.0  703  190  27.0 

16  years 11,393  1,491  13.1  819  206  25.2 

17  years 9,864  1,372  13.9  726  218  30.0 

18  years . 5,958  947  15.9  609  200  32.8 

19  years 2,255  382  16.9  347  129  37.2 

20  years  and  over 1,067  208  19.5  285  113  39.6 

Unknown  age 170  20  22  7 


TABLE  III 


Number  and  Percentage  of  High  School  Students  Reacting  to  .01  mg.  of  Old  Tuberculin,  by  Color  and  Sex, 

Tennessee,  1939-1942 


Color  and  Sex 

Number 

Tested 

Reactors  Adjusted 

Number  Per  Cent  Percentage f 

Total . . 

51,818 

7,525 

14.5 

White 

*47,498 

6,297 

13.3 

13.3 

Male 

21,161 

2,857 

13.5 

13.3 

Female ..  - — --  -- 

26,336 

3,440 

13.1 

13.2 

Colored 

* 4,320 

1 ,228 

28.4 

27.8 

Male 

1,765 

567 

32.1 

30.5 

Female.  — 

2,554 

661 

25.9 

25.9 

* Includes  one  student  with 

sex  not  stated. 

t Ad  justed  to  age  distribution  of  total 

number  of  students  tested. 

TABLE  \\ 

Number  and  Percentage  of  High  School  Students  Reacting  to  . 

.01  mg.  of  Old  Tuberculin,  by  Sections  of  the  State, 

by  Color,  Tennessee, 

1939-1942 

0 

White 

Colored 

Sections  of 

Number 

Reactors 

Number  Reactors 

the  State 

Tested 

Number 

Per  Cent 

Tested  Number 

Per  Cent 

Total  . . — . — 

47,498 

6,297 

13.3 

4,320  1,228 

28.  4 

East  Tennessee . 

20,052 

2,569 

12.8 

867  237 

27.3 

Middle  Tennessee - 

16,822 

2,435 

14.5 

1,666  491 

29.5 

West  Tennessee  .. 

10,624 

1,293 

12.2 

1,787  500 

28.0 

100 


HIGH  SCHOOL  TUBERCULOSIS— Dillon,  Gass,  Hubbard,  Harrison 


April,  1945 


Middle  Tennessee,  however,  showed  a 
slightly  higher  percentage  of  reactors  than 
either  of  the  other  two  sections  in  both 
whiite  and  colored  groups. 

Discovery  of  Cases 

This  program  was  productive  in  the  dis- 
covery of  371  students  with  significant  le- 
sions. These  included  369  of  the  reinfection 
type,  189  of  which  were  considered  definite 
and  180  suspicious.  Only  four  of  these 
students  were  known  to  have  tuberculosis 
before  this  program  was  begun.  One  hun- 
dred forty-eight,  or  77.5  per  cent  of  the 
191  definite  lesions,  were  minimal  in  extent, 
forty-one  were  moderately  advanced,  and 
only  two  far  advanced.  All  but  eight  of 
these  lesions  were  considered  active  on  the 
X-ray  evidence.  Minimal  lesions  in  persons 
of  high  school  age  are  potentially  more 
significant  than  such  lesions  in  older  peo- 
ple inasmuch  as  they  tend  to  be  unstable 
and  are  more  likely  to  progress. 

Of  the  371  students  with  significant  le- 
sions, 126  were  males  and  245  females. 
The  number  and  percentage  of  students 
with  significant  lesions  are  given  by  type 
of  lesion,  color,  and  sex  in  Table  V. 

The  percentage  of  white  females  found 
to  have  significant  lesions  (.7)  was  higher 
than  that  of  white  males  so  classified  (.4). 
No  difference  was  noted  between  the  per- 
centage of  colored  males  and  colored  fe- 
males with  such  lesions.  A higher  per- 


centage of  cases  would  be  expected  among 
the  females  than  among  the  males  since 
in  this  age  group  females  of  both  races 
suffer  greater  mortality  from  tuberculosis 
than  males. 

Significant  lesions  were  found  more  fre- 
quently among  the  colored  than  among  the 
white  students,  with  the  percentage  of  col- 
ored males  so  classified  (2.2)  five  times  the 
corresponding  percentage  of  white  males 
(.4),  and  the  percentage  of  colored  females 
(2.2)  three  times  that  of  white  females  (.7). 
These  differences  in  the  white  and  colored 
populations  of  high  school  age  reflect  the 
difference  between  the  two  races  in  mor- 
tality from  tuberculosis  in  this  age  period. 

In  New  York  City  tuberculosis  surveys 
were  conducted  in  six  high  schools  during 
the  period,  1937-1939. 6 The  New  York  sur- 
veys differ  from  the  Tennessee  program  in 
several  particulars.  Only  certain  New 
York  schools  were  selected  for  the  survey 
and  the  students  of  all  but  one  of  the  six 
schools  were,  predominantly,  of  low  eco- 
nomic status,  while  in  Tennessee  an  effort 
was  made  to  include  all  high  schools  in  the 
area  without  regard  to  the  economic  level 
of  the  population.  In  the  earlier  surveys 
in  New  York  City  all  the  students  were 
given  X-ray  examinations  and  the  majority 
tuberculin  tested  as  well;  whereas,  in  later 
surveys  only  those  students  reacting  to 
.1  milligram  of  Old  Tuberculin  were  given 
X-ray  examinations.  Despite  these  differ- 
ences in  selection,  the  frequency  with  which 
significant  tuberculous  lesions  were  found 


TABLE  V 

Number  and  Percentage  of  High  School  Students  with  Significant  Lesions  by  Type  of  Lesion,  Color  and  Sex, 

Tennessee.  1939-1942 


Color 
and  Sex 

Number 

Tested 

Total  Lesions 
Number  Per  Cent 

Defi 

Number 

[NITE 

Per  Cent 

Suspicious 
Number  Per  Cent 

Total..  

51 ,318 

371 

0.7 

191 

0.4 

180 

0.3 

White  

*47,498 

276 

0.6 

143 

0.3 

133 

0.3 

Male 

21,161 

88 

0.4 

36 

0.2 

52 

0.2 

Female 

26,336 

188 

0.7 

107 

0.4 

81 

0.3 

Colored 

. * 4,320 

95 

2.2 

48 

1.1 

47 

1.1 

Male 

1,765 

38 

2.2 

18 

1.0 

20 

1.1 

Female  

2,554 

57 

2.2 

30 

1.2 

27 

1.1 

*Includes  one  student  with  sex  not  stated. 
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in  the  two  areas  may  be  compared  and  the 
data  are  shown  in  Table  VI. 

The  percentage  of  white  students  found 
to  have  lesions  differed  slightly  in  the  two 
areas.  Of  the  white  males,  .4  per  cent  of 
those  in  Tennessee  and  .3  per  cent  of  those 
in  New  York  City  were  diagnosed  as  having 
significant  lesions,  while  of  the  white  fe- 
males the  percentages  were  .7  and  .5,  re- 
spectively. 

The  colored  percentages,  however,  showed 
greater  differences  in  the  two  areas.  In 
Tennessee,  the  percentage  of  colored  males 
with  significant  lesions  (2.2)  was  more  than 
four  times  that  obtained  in  New  York  City 
(.5).  The  percentage  of  colored  females 
with  lesions  was  somewhat  higher  in  Ten- 
nessee (2.2)  than  the  percentage  obtained 
in  New  York  City  (1.4). 

Reactors  with  X-ray  examinations  were 
studied  according  to  degree  of  tuberculin 
reaction  and  X-ray  classification  as  shown 
in  Table  VII. 

In  general,  the  percentage  of  reactors 
with  significant  lesions  increased  with  de- 


gree of  reaction  to  the  tuberculin  test. 
When  the  one-  and  two-plus  reactors  were 
grouped  together  and  compared  with  the 
three-  and  four-plus  reactors,  the  percent- 
age with  significant  lesions  in  the  latter 
group  (8.1)  was  almost  double  that  (4.3) 
in  the  former.  This  tendency  was  noted 
in  both  white  and  colored  groups. 

Prevalence  of  Calcification 
In  the  epidemiological  study  of  tubercu- 
losis in  Williamson  County,  a remarkable 
tendency  toward  the  deposition  of  calcium 
in  the  parenchyma  of  the  lung  and  in  the 
tracheobronchial  lymph  nodes  has  been  ob- 
served.7' 8-  9 Even  more  unexpected  was 
the  discovery  that  calcification  was  almost 
as  prevalent  among  children  who  were  neg- 
ative to  the  tuberculin  test  as  among  those 
who  were  positive.  These  findings  are  not 
peculiar  to  Williamson  County,  since  ob- 
servations made  by  Lumsden,  Dearing,  and 
Brown10  in  Giles  County,  Tennessee,  about 
fifty  miles  south  of  Williamson,  showed  a 
lack  of  correlation  between  pulmonary  cal- 


TABLE  VI 

Number  and  Percentage  of  High  School  Students  with  Significant  Lesions,  by  Color  and  Sex,  Tennessee,  1939-1942 

and  New  York  City,  1937-1939 


Color 
and  Sex 

Tennessee,  1933-1942 
Number  of  Significant  Lesions 

Students  Number  Per  Cent 

New  Yo^k  City,  1937-1939 
Number  of  Significant  Lesions 

Students  Number  Per  Cent 

White 

*47,498 

276 

0.6 

13,963 

45 

0.3 

Male.  _ 

21,161 

88 

0.4 

10,004 

26 

0.3 

Female  . . 

26,336 

188 

0.7 

3,959 

19 

0.5 

Colored  . 

*4,320 

95 

2.2 

2,234 

22 

1.0 

Male  . 

1,765 

38 

2.2 

991 

5 

0.5 

Female ... 

2,554 

57 

2.2 

1,243 

17 

1.4 

*Includes  one  student  with  sex  not  stated. 

TABLE 

VII 

X-ray  Classification 

of  High  School  Students  Reacting  to 

.01  mg.  of  Old  Tuberculin  According  to  Degree  of 

Reaction,  with  Percentages,  Tennessee, |1939-1942 

Degree  of 

Total 

Significant  Lesions 

Calcification 

Negative 

Reaction 

Number  Per  Cent 

Number 

Per  Cent 

Number  Per  Cent  Number 

Per  Cent 

Total 

6,967  99.9 

371 

5.3 

2,602  37.3 

3,994 

57.3 

One-plus  ..  ..  

2,899  100.0 

86 

3.0 

1,020  35.2 

1 ,793 

61.8 

Two-plus 

2,404  99.9 

143 

5.9 

924  38.4 

1,337 

55 . 6 

Three-plus 

1,295  100.1 

106 

8.2 

546  42.2 

643 

49.7 

Four-plus 

180  100.1 

14 

7.8 

55  30.6 

111 

61.7 

Not  Stated 

189  

22 

... 

57  

110 

— 
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cification  and  sensitivity  to  tuberculin. 
Thus,  since  there  is  little  evidence  of  posi- 
tive association  between  allergy  to  tuber- 
culin and  the  occurrence  of  calcification, 
the  X-ray  findings  of  positive  reactors  may 
be  assumed  to  indicate  roughly  the  fre- 
quency of  calcification  in  high  school  stu- 
dents throughout  the  state. 

Of  the  5,848  white  students  who  reacted 
to  tuberculin  and  received  an  X-ray  exam- 
ination, 2,357,  or  40.3  per  cent,  were  found 
to  have  calcified  lesions  in  the  lungs,  in- 
cluding those  with  significant  lesions  who 
also  showed  evidence  of  calcification.  A 
wide  variation  in  the  frequency  was  noted, 
for  in  twenty-five  counties  55  per  cent  or 
more  of  the  students  were  found  to  have 
pulmonary  calcification,  in  thirty-two  coun- 
ties from  35  to  54.9  per  cent,  and  in  thirty- 
four  counties  less  than  35  per  cent.  The 
distribution  of  the  percentages  by  counties 
is  shown  in  Chart  I. 

The  outstanding  feature  of  the  geograph- 
ical distribution  was  the  concentration  of 
counties  with  high  percentages  of  students 
with  pulmonary  calcification  in  Middle  Ten- 
nessee and  in  the  northwestern  portion  of 
the  state.  For  the  counties  in  East  Ten- 
nessee and  a few  counties  in  the  southern 
portion  of  West  Tennessee,  the  percentages 
were  relatively  low. 

If  the  assumption  regarding  the  tuber- 
culous origin  of  pulmonary  calcification  is 
correct,  it  would  be  expected  that  calcifi- 
cation would  be  found  more  frequently  in 
areas  with  high  tuberculosis  death  rates 
than  in  areas  with  low  rates.  Therefore,  the 
average  annual  tuberculosis  death  rates  in 
the  white  population  for  the  five-year  pe- 
riod, 1936-1940,  were  calculated  for  each 
county,  using  data  corrected  for  residence 
of  the  deceased.  The  tuberculosis  death 
rates  are  shown  in  Chart  II  for  the  coun- 
ties in  Tennessee. 

From  this  chart  it  is  evident  that  the 


tuberculosis  death  rates  were  very  high  in 
the  white  population  in  Middle  Tennessee 
and  in  a few  counties  of  East  and  West 
Tennessee.  In  some  of  the  counties  on  the 
Cumberland  Plateau,  the  low  rates  are  due 
in  part  to  incomplete  registration  of  deaths. 


The  data  presented  on  the  two  charts 
show  that  there  is  some  degree  of  asso- 
ciation between  the  prevalence  of  calcified 
lesions  in  the  lungs  of  high  school  students 
and  tuberculosis  death  rates  in  Tennessee. 


Discussion 

A program  of  tuberculin  testing  and 
X-ray  examination  of  the  reactors  to  .01 
milligram  of  tuberculin  of  high  school  stu- 
dents in  Tennessee  was  conducted  as  an 
educational  demonstration.  Only  the  one 
dose  of  tuberculin  (.01  milligram  of  Old 
Tuberculin)  was  used,  as  this  dosage  is  be- 
lieved to  be  sufficient  for  selection  of  the 
group  in  the  population  in  which  significant 
lesions  would  be  found.  Of  the  students 
tested  14.5  per  cent  reacted  to  .01  milli- 
gram of  tuberculin.  Through  X-ray  exam- 
inations of  the  reactors  371  students  were 
found  to  have  significant  lesions ; thus  in 
all  only  .7  per  cent  of  the  total  number 
given  tuberculin  tests  had  evidence  of 
tuberculosis  of  clinical  significance. 

Based  on  the  6,967  X-ray  examinations 
5.3  per  cent  showed  significant  lesions.  In 
the  regular  field  diagnostic  clinics  con- 
ducted by  the  Division  of  Tuberculosis  Con- 
trol in  which  the  clientele  is  confined  to 
contacts  and  persons  with  suspicious  symp- 
toms approximately  15  per  cent  of  those 
examined  are  found  to  have  significant  le- 
sions. Thus  this  high  school  program  of 
tuberculin  testing  and  X-ray  examination 
of  the  reactors  is  not  as  productive  of  sig- 
nificant cases  of  tuberculosis  as  is  the  exam- 
ination of  selected  groups  of  the  population 
such  as  contacts  and  those  suspected  to  have 
tuberculosis  because  of  symptoms.  In  order 
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to  discover  the  371  cases  in  high  school  stu- 
dents considerable  time  and  work  was  nec- 
essary. It  is  believed  that  such  expenditure 
of  time  and  effort  is  only  of  value  in  an 
educational  program  and  is  not  practicable 
as  a case-finding  method. 

Summary 

1.  Results  of  the  tuberculin  testing  of 
51,818  high  school  students  and  X-ray 
examination  of  positive  reactors  by  the 
Division  of  Tuberculosis  Control  of  the 
Tennessee  Department  of  Public  Health  are 
presented.  Of  these  students,  7,525,  or  14.5 
per  cent,  reacted  to  .01  milligram  of  Old 
Tuberculin  and  371,  or  .7  per  cent,  were 
found  to  have  significant  lesions. 

2.  The  percentage  of  white  students  re- 
acting was  13.3  and  of  colored  students 
28.4,  more  than  double  that  of  the  white. 
The  percentage  of  students  with  significant 
lesions  was  .6  for  white  and  2.2  for  colored. 

3.  Of  the  371  students  with  significant 
lesions,  369  had  lesions  of  the  reinfection 
type,  189  of  which  were  definite  and  180 
suspicious.  One  hundred  forty-eight,  or 
77.5  per  cent,  of  the  191  definite  lesions 
were  minimal  in  extent,  forty-one  were 
moderately  advanced,  and  only  two  far  ad- 
vanced. 

4.  Of  5,848  white  students  who  reacted 
to  tuberculin  and  received  an  X-ray  exam- 
ination, 2,357,  or  40.3  per  cent,  were  found 
to  have  calcified  lesions  in  the  lungs,  in- 
cluding those  with  significant  lesions  who 
also  showed  evidence  of  calcification. 

5.  If  the  assumption  regarding  the  tu- 
berculous origin  or  pulmonary  calcification 
is  correct,  it  would  be  expected  that  calci- 
fication would  be  found  more  frequently 
in  areas  with  high  tuberculosis  death  rates 
than  in  areas  with  low  rates.  From  the 
charts  showing  the  tuberculosis  death  rates 
and  percentages  with  calcification,  it  is  evi- 
dent that  there  is  some  association. 

6.  Although  this  high  school  program  is 


believed  to  be  effective  as  an  educational 
demonstration,  as  a case-finding  method, 
it  is  less  productive  than  are  other  case- 
finding methods  with  examination  of  se- 
lected groups  of  the  population. 
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The  Meeting  of  the  House  of  Delegates 

After  the  cancellation  of  our  regular 
annual  session  of  the  Tennessee  State  Med- 
ical Association,  it  was  determined  that 
the  House  of  Delegates  would  convene  on 
April  8.  This  meeting  has  now  been  held 
and  the  proceedings  will  be  published  in 
due  time.  For  the  information  of  the  pro- 
fession a few  notes  should  be  made  con- 
cerning the  transactions  of  this  meeting. 

Dr.  Herman  L.  Kretschmer,  president  of 
the  American  Medical  Association,  ad- 
dressed the  House  and  discussed  the  vari- 
ous functions  of  the  American  Medical  As- 
sociation. 

Dr.  Robert  E.  S.  Young  of  Columbus, 
Ohio,  gave  a thorough  discussion  of  pre- 
payment medical  service  plans.  Both  of 
these  addresses  will  be  published  in  full 
in  the  JOURNAL. 

The  officers  were  elected  as  follows: 

OFFICERS  OF  THE  TENNESSEE  STATE  MEDICAL 
ASSOCIATION 

President — Wm.  C.  Chaney,  M.D.,  Phy- 
sicians and  Surgeons  Building,  Memphis. 

President-Elect — C.  M.  Hamilton,  M.D., 
Doctors  Building,  Nashville. 

Vice-President  for  West  Tennessee — 
Henry  H.  Herron,  M.D.,  Jackson. 


Vice-President  for  Middle  Tennessee — 
C.  D.  Walton,  M.D.,  Mt.  Pleasant. 

Vice-President  for  East  Tennessee — L. 
E.  Dyer,  M.D.,  Gi'eeneville. 

TRUSTEES 

Chairman  and  Treasurer — C.  M.  Ham- 
ilton, M.D.,  Doctors  Building,  Nashville 
(1946). 

E.  R.  Zemp,  M.D.,  617  Walnut  Street, 
Knoxville. 

B.  L.  Jacobs,  M.D.,  Provident  Building, 
Chattanooga  (1947). 

Ernest  G.  Kelly,  M.D.,  899  Madison  Ave- 
nue, Memphis  (1948). 

Kyle  C.  Copenhaver,  M.D.,  Medical  Arts 
Building,  Knoxville. 

COUNCILORS 

First  District- — L.  E.  Dyer,  M.D.,  Greene- 
ville. 

Second  District — Kyle  C.  Copenhaver, 
M.D.,  Knoxville. 

Third  District — A.  M.  Patterson,  M.D., 
Chattanooga. 

Fourth  District — J.  T.  Moore,  M.D.,  Al- 
good. 

Fifth  District — V.  S.  Campbell,  M.D., 
Murfreesboro. 

Sixth  District — H.  M.  Tigert,  M.D.,  Nash- 
ville. 

Seventh  District — C.  D.  Walton,  M.D., 
Mt.  Pleasant. 

Eighth  District — Jere  L.  Crook,  M.D., 
Jackson. 

Ninth  District — Roy  M.  Lanier,  M.D., 
Brownsville. 

Tenth  District — Wm.  Britt  Burns,  M.D., 
Memphis. 

Speaker  of  the  House  of  Delegates — E. 
R.  Zemp,  M.D.,  Knoxville. 

Delegates  to  the  American  Medical  As- 
sociation— E.  G.  Wood,  M.D.,  Knoxville, 
East  Tennessee  (1948);  H.  B.  Everett, 
M.D.,  Memphis,  West  Tennessee  (1946). 

Alternates — E.  T.  Newell,  M.D.,  Chatta- 
nooga, East  Tennessee  (1948)  ; E.  C.  Ellett, 
M.D.,  Memphis,  West  Tennessee  (1946). 

Dr.  H.  H.  Shoulders  resigned  as  Secre- 
tary-Editor and  the  matter  of  a successor 
was  referred  to  the  Board  of  Trustees. 

At  a meeting  of  the  board  immediately 
following  the  adjournment  of  the  House, 
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Dr.  W.  M.  Hardy  was  elected  Secretary- 
Editor. 

Committees  were  appointed  and  other 
routine  business  of  the  board  was  trans- 
acted. 


Ellender  Bill,  S.  367 

This  bill  authorizes  the  release  of  persons 
from  military  service  and  the  deferment 
of  persons  from  military  service  in  order 
to  aid  in  making  possible  the  education  and 
training  of  physicians  and  dentists  to  meet 
essential  needs. 

The  death  rate  of  doctors  has  increased 
at  an  alarming  rate  during  the  period  of 
the  emergency.  This,  no  doubt,  is  due  to 
overwork.  Doctors  have  given  up  the  well- 
earned  leisure  of  retirement  in  order  to 
serve  the  public  in  this  emergency.  Oth- 
ers who  have  earned  retirement  are  con- 
tinuing to  work. 

There  will  not  be  a national  shortage  of 
doctors,  but  a world-wide  shortage  of 
doctors  when  this  war  ends.  Medical  edu- 
cation in  all  the  occupied  countries  was 
suspended.  It  was  altered  to  some  extent 
in  the  countries  not  occupied. 

Medical  problems  at  the  same  time  will 
have  multiplied  notwithstanding  the  ad- 
vances that  have  been  made  in  our  ability 
to  handle  disease. 

The  importance  of  the  Ellender  bill  can- 
not be  overemphasized. 


Bills  in  the  Congress 

Herewith  we  are  reporting  to  you  the 
bills  which  have  been  introduced  to  the 
Senate.  The  small  number  is  in  direct  pro- 
portion to  the  total  number  of  bills  before 
both  houses;  the  Senate  now  has  506  bills 
under  consideration,  while  there  are  2,093 
before  the  House.  Again,  if  there  are  any 
of  these  bills  which  you  would  like  to  read 
in  full,  we  will  be  glad  to  send  them  to  you 
upon  your  request. 

The  House  Military  Affairs  Committee 
has  been  investigating  the  nurse  situation 
through  a series  of  hearings  this  week. 
Among  those  who  have  appeared  before 
the  committee  are:  representatives  of  the 
Army  and  the  Navy,  the  Surgeon  General 
of  the  United  States  Public  Health  Service, 


the  Veterans  Bureau,  Procurement  and  As- 
signment Service,  the  American  Red  Cross, 
the  American  Hospital  Association,  and 
several  nurses’  organizations.  A represent- 
ative of  the  American  Nurses  Association 
will  take  the  floor  on  Tuesday  when  the 
committee  reconvenes. 

Senate  178,  by  Mr.  Murdock  of  Utah. 
A bill  to  amend  Section  40  of  the  United 
States  Employees  Compensation  Act  as 
amended.  Referred  to  the  Committee  on 
Education  and  Labor. 

Comment. — Provides  that  the  term  “phy- 
sician” shall  include  surgeons,  osteopaths, 
and  chiropractors  licensed  by  the  state  law. 
This  bill  is  identical  with  one  introduced 
in  the  House  of  Representatives  by  Con- 
gressman Tolan,  H.  R.  610. 

Senate  190,  by  Mr.  Murray  of  Montana. 
A bill  to  provide  for,  foster;  and  aid  in 
coordinating  research  relating  to  dental 
diseases  and  conditions;  to  establish  the 
National  Institute  of  Dental  Research ; and 
for  other  purposes.  Referred  to  the  Com- 
mittee on  Education  and  Labor. 

Comment. — This  bill  was  prepared  by  the 
dentists  and  is  most  heartily  approved  by 
them.  It  provides  that  the  Surgeon  Gen- 
eral shall,  in  cooperation  with  the  National 
Advisory  Dental  Research  Council  (which 
the  bill  provides  for)  : (a)  conduct,  assist, 
and  foster  researches,  investigations,  ex- 
periments, and  studies  relating  to  the  cause, 
prevention,  and  methods  of  diagnosis  and 
treatment  of  dental  diseases  and  conditions ; 
(b)  promote  the  coordination  of  researches 
conducted  by  the  institute  and  similar  re- 
searches conducted  by  other  agencies,  or- 
ganizations, and  individuals;  (c)  provide 
fellowships  in  the  institute  from  funds  ap- 
propriated or  donated  for  such  purposes; 
(d)  secure  for  the  institute  consultation 
services  and  advice  of  persons  who  are 
experts  in  the  field  of  dental  diseases  and 
conditions  from  the  United  States  and 
abroad;  and  (e)  cooperate  with  state  health 
agencies  in  the  prevention  and  control  of 
deiltal  diseases  and  conditions. 

The  Advisory  Council  is  to  consist  of 
six  members  appointed  by  the  Surgeon  Gen- 
eral and  an  appropriation  of  $1,000,000  is 
asked  for  the  erection  and  equipment  of 
suitable  and  adequate  building  facilities  and 


108 


EDITORIAL 


April,  1945 


$730,000  for  each  fiscal  year  beginning  June 
30,  1946,  for  the  purpose  of  carrying  out 
the  provisions  of  the  Act. 

Senate  191,  by  Mr.  Hill  of  Alabama  and 
Mr.  Burton  of  Ohio.  A bill  to  amend  the 
Public  Health  Service  Act  to  authorize 
grants  to  the  states  for  surveying  their  hos- 
pitals and  public  health  centers  and  for 
planning  construction  of  additional  facili- 
ties, and  to  authorize  grants  to  assist  in 
such  construction.  Referred  to  the  Com- 
mittee on  Education  and  Labor. 

Comment. — Provides  assistance  to  the 
several  states  to:  “(a)  inventory  their  ex- 
isting hospitals,  survey  the  need  for  con- 
struction of  hospitals,  develop  programs  for 
the  construction  of  such  public  and  other 
nonprofit  hospitals  as  will  in  conjunction 
with  existing  facilities  afford  the  necessary 
physical  facilities  for  furnishing  adequate 
hospital,  clinic,  and  similar  services  to  all 
the  people;  (b)  to  construct  public  and 
other  nonprofit  hospitals  in  accordance  with 
such  a program.” 

An  appropriation  of  $5,000,000  is  to  be 
made  available  and  remain  until  expended. 
The  state  on  its  part  is  to  name  a single 
agency  for  carrying  out  the  purposes  of 
the  Act.  Allotment  to  the  states  shall  be 
on  the  basis  of  their  respective  populations, 
financial  needs,  and  such  other  factors  as 
the  Surgeon  General  finds  relevant  to  the 
accomplishment  of  the  purposes  of  the  Act. 

Senate  195,  by  Mr.  Maybank  of  South 
Carolina.  A bill  to  provide  for  the  more 
efficient  utilization  of  the  agricultural  re- 
sources of  the  nation  during  peace  and  war ; 
to  regulate  the  production  and  distribution 
of  margarine,  a product*  of  certain  agricul- 
tural commodities,  in  interstate  commerce; 
to  remove  certain  obstructions  to  the  distri- 
bution of  such  product  in  interstate  com- 
merce ; and  for  other  purposes.  Referred 
to  the  Committee  on  Agriculture  and  For- 
estry. 

Comment.— Provides  for  the  modification 
of  the  Federal  Food,  Drug,  and  Cosmetic 
Act  so  as  to  permit  the  sale  of  margarine 
with  or  without  the  coloring  matter  added ; 
it  further  provides  that  wholesale  and  re- 
tail dealers  shall  not  be  required  to  pay 
any  special  tax,  and  for  the  removal  of 


the  ten  cents  per  pound  extra  tax  for  mar- 
garine colored  yellow. 

Senate  200,  by  Mr.  Russell  of  Georgia. 
A bill  to  provide  for  federal  assistance  in 
the  maintenance,  expansion,  and  operation 
of  school  lunch  and  school  milk  programs, 
and  for  other  purposes.  Referred  to  the 
Committee  on  Agriculture  and  Forestry. 

Comment. — Authorizes  the  Secretary  of 
Agriculture  to  expend  from  the  sum  of 
$65,000,000,  heretofore  made  available,  any 
sums  that  will  be  necessary  to  provide 
luncheons  for  children  of  high  school  grade 
or  under,  provided  that  if  any  state  does 
not  participate  in  the  program  so  as  to  re- 
quire the  funds  so  apportioned  to  it  such 
funds  may  be  reapportioned  on  the  basis  of 
school  enrollment  or  of  need  to  such  other 
states  as  the  secretary  may  determine.  Ac- 
cordingly, the  secretary  is  authorized  to 
enter  into  agreements  with  school  authori- 
ties of  states  to  provide  food  and  milk  for 
consumption  by  the  children.  For  subse- 
quent years  a fund  of  $100,000,000  is  to  be 
made  available  for  each  fiscal  year  for  the 
carrying  out  of  the  provisions  of  this  Act. 
An  additional  appropriation  of  $3,000,000 
is  to  be  made  available  for  each  fiscal  year 
for  the  purpose  of  providing  and  training 
such  technical  and  supervisory  personnel 
as  may  be  necessary  in  the  efficient  opera- 
tion of  local  school  lunch  and  school  milk 
programs. 

Senate  235,  by  Mr.  Langer  of  North  Da- 
kota. A bill  to  amend  Section  6 of  the  Act 
of  March  20,  1933,  to  prohibit  the  require- 
ment of  the  taking  of  the  so-called  pauper’s 
oath  by  certain  applicants  for  hospital  treat- 
ment or  domiciliary  care.  Referred  to  the 
Committee  on  Finance. 

Comment. — The  amendment  reads:  “No 
applicant  for  the  benefits  of  this  section 
shall  be  required  to  state  on  any  form  pre- 
scribed by  the  Administrator  of  Veterans 
Affairs:  (1)  the  value  of  the  real  and 
personal  property  owned  by  such  applicant, 
or  (2)  whether  or  not  such  applicant  is 
financially  able  to  pay  the  necessary  ex- 
penses of  hospital  treatment  or  domiciliary 
care.” 

Senate  330,  by  Mr.  White  of  Maine  and 
Mr.  Brewster  of  Maine.  A bill  to  create 
a division  of  water  pollution  control  in  the 
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United  States  Public  Health  Service,  and 
for  other  purposes.  Referred  to  the  Com- 
mittee on  Commerce. 

Comment. — This  bill  is  identical  with  H. 
R.  587,  introduced  by  Mrs.  Smith  of  Maine. 
Reported  in  Bulletin  No.  7. 

Senate  406,  by  Mr.  Downey  of  California. 
A bill  to  provide  for  health  programs  for 
government  employees.  Referred  to  the 
Committee  on  Civil  Service. 

Comment. — This  bill  is  similar  to  one 
(H.  R.  284  reported  in  Bulletin  No.  7)  in- 
troduced by  Mr.  Randolph,  chairman  of  the 
District  of  Columbia  Committee.  The  sole 
difference  lies  in  the  following  clause  which 
Mr.  Downey  has  introduced : “Wherever 
the  professional  services  of  physicians  are 
authorized  to  be  utilized  under  this  Act,  the 
definition  of  ‘physician’  contained  in  the 
Act  of  September  7,  1916,  shall  be  applica- 
ble.” The  definition  of  “physician”  re- 
ferred to  includes  osteopaths  entitled  to 
function  the  same  as  medical  doctors. 

Respectfully  submitted, 
COUNCIL  ON  MEDICAL  SERV- 
ICE AND  PUBLIC  RELATIONS. 

Joseph  S.  Lawrence,  M.D.,  Director. 
February  12,  1945. 


DEATHS 


Dr.  Matthew  Gardner  Buckner 
Dr.  Matthew  Gardner  Buckner,  Nash- 
ville ; University  of  Nashville,  Medical  De- 
partment, 1896;  aged  seventy-four;  died 
April  10,  1945. 


I)r.  James  I.  Foster 
Dr.  James  I.  Foster,  Huntsville,  Ten- 
nessee; Tennessee  Medical  College,  Knox- 
ville, 1901;  aged  sixty-nine;  died  December 
8,  1944. 


Dr.  Warren  D.  Gray 
Dr.  Warren  D.  Gray,  Mason,  Tennessee; 
Memphis  Hospital  Medical  College,  1884 ; 
aged  seventy-nine;  died  December  17,  1944. 


Dr.  T.  R.  Guill 

Dr.  T.  R.  Guill,  Donelson;  University  of 
Nashville,  Medical  Department,  1900;  aged 
sixty-seven ; died  suddenly  March  22,  1945. 


Dr.  James  C.  Kelton 
Dr.  James  C.  Kelton,  Lascassas;  Univer- 
sity of  Tennessee,  School  of  Medicine,  Mem- 
phis, 1901 ; died  January  9,  1945. 


Dr.  Everett  Benjamin  Archer 
Major  Everett  Benjamin  Archer,  Med- 
ical Corps,  Jackson;  University  of  Tennes- 
see, School  of  Medicine,  Memphis,  1920 ; 
aged  fifty;  died  in  New  Guinea,  January 
18,  1945. 


Dr.  John  L.  Jelks 

Dr.  John  L.  Jelks,  Memphis;  Memphis 
Hospital  Medical  College,  1892;  aged  sev- 
enty-four; died  in  St.  Petersburg,  Florida, 
February  27,  1945,  of  coronary  occlusion. 


Dr.  George  C.  Grimes 
Dr.  George  C.  Grimes,  Aspen  Hill,  Ten- 
nessee; University  of  Tennessee,  College 
of  Medicine,  1901;  aged  seventy-nine;  died 
April  6,  1945. 


Dr.  Thomas  Alfred  Whitfield 
Dr.  Thomas  Alfred  Whitfield,  Nashville; 
University  of  Tennessee,  College  of  Medi- 
cine, 1908;  aged  fifty-eight;  died  suddenly 
April  8,  1945. 


Dr.  Thomas  Dempsey  McKinney 
Dr.  Thomas  Dempsey  McKinney,  Nash- 
ville; Vanderbilt  University  School  of  Med- 
icine, Nashville,  1913  ; aged  fifty-seven ; died 
April  12,  1945,  following  a long  illness. 


RESOLUTIONS 


Dr.  Tom  R.  Barry 

Be  it  resolved,  That  in  the  death  of  Dr. 
Tom  R.  Barry  the  Knox  County  Medical 
Society  has  lost  one  of  its  most  outstand- 
ing members.  He  possessed  a keen  mind 
and  a skillful  hand,  a combination  that 
brought  to  him  great  success  in  the  prac- 
tice of  his  chosen  specialty.  He  had  a 
heart  that  was  only  too  small  to  hold  the 
great  kindness,  thoughtfulness,  and  friend- 
liness he  daily  extended  to  those  he  came 
in  contact  with. 

In  his  profession  he  was  tops.  A thou- 
sand grateful  patients  will  testify  to  his 
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ability  to  relieve  them  of  their  suffering 
and  restore  them  to  health.  He  loved  his 
profession  and  worked  hard  at  it.  He  was 
at  all  times  an  advocate  of  organized  medi- 
cine. Very  seldom  did  he  miss  a meeting 
of  our  society,  and  gave  us  many  splendid 
papers.  He  will  be  missed  beyond  expres- 
sion, not  only  as  a physician,  but  equally 
as  much  as  a true  and  generous  friend  of 
those  he  contacted  during  his  many  years 
of  practice. 

E.  R.  Zemp,  Chairman 
Jesse  C.  Hill 


Dr.  James  C.  Kelton 
Dr.  James  C.  Kelton  passed  away  at  his 
home,  Lascassas,  Tennessee,  on  January 
9,  1945,  after  having  practiced  medicine 
in  Rutherford  County  for  forty-eight  years. 

We,  the  committee  of  the  Rutherford 
County  and  Stones’  River  Academy  of  Med- 
icine, do  hereby  express  our  profound  re- 
gret at  the  passing  of  this  physician  and 
fellow  member,  and  do  hereby  tender  the 
following  resolutions: 

Be  it  resolved,  That  we  recognize  in  his 
passing  the  loss  of  a highly  respected  mem- 
ber and  beloved  past  president,  who  lived 
and  practiced  his  profession  in  such  a way 
as  to  command  the  respect  and  admiration 
of  those  with  whom  he  came  in  contact. 

Resolved  further,  That  this  resolution  be 
spread  on  the  minutes  of  the  Rutherford 
County  and  Stones’  River  Academy  of  Med- 
icine as  of  February  7,  1945;  and  be  it 
Resolved  further,  That  a copy  of  this 
resolution  be  sent  to  the  Journal  of  the 
Tennessee  State  Medical  Association. 

Respectfully  submitted, 

L.  M.  Kennedy 
A.  J.  Jamison 
John  Cason 
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Orville  C.  Gass,  M.D.,  announces  the 
opening  of  his  office  in  the  Medical  Arts 
Building,  Chattanooga,  Tennessee.  Prac- 
tice is  limited  to  diseases  of  anus  rectum 
and  pelvic  colon. 


Dr.  Frank  E.  Jones  announces  the  open- 
ing of  his  office  for  the  practice  of  psy- 
chiatry and  geriatrics,  521  West  Cumber- 
land Avenue,  Knoxville,  Tennessee. 


Dr.  Jarrett  E.  Williams,  secretary-treas- 
urer of  the  Sullivan-Johnson  County  Med- 
ical Society,  Kingsport,  has  moved  to  Whar- 
ton, Texas,  for  the  practice  of  medicine. 

Dr.  Julian  E.  Williams,  Kingsport,  has 
been  appointed  secretary-treasurer  of  the 
society  for  the  remainder  of  the  year. 


Dr.  Charles  C.  Smeltzer  of  Knoxville 
announces  the  removal  of  his  office  from 
202  Doctors  Building  to  521  West  Cumber- 
land Avenue. 


The  American  College  of  Chest  Physi- 
cians, with  a membership  in  twenty-three 
countries,  has  canceled  its  eleventh  annual 
meeting  scheduled  to  be  held  at  Philadel- 
phia, June  16-19,  1945. 

The  Executive  Council  of  the  College 
voted  to  hold  a business  meeting  of  the 
Board  of  Regents  at  Chicago,  June  17,  1945. 


State  Medical  Journal  on  WAC  Hos- 
pital Companies 

The  number  one  priority  patients  of  to- 
day are  our  own  battle-wounded  soldiers, 
returning  to  Army  General  Hospitals  in 
this  country  at  the  rate  of  30,000  a month 
— returning  in  such  numbers  that  additional 
hospital  ships  are  being  put  into  commis- 
sion to  bring  them  back.  These  wounded 
soldiers  are  coming  back  to  our  own  hos- 
pitals expecting,  and  certainly  deserving, 
the  finest  care  in  the  world. 

General  of  the  Army  George  C.  Marshall, 
Chief  of  Staff,  recently  made  this  state- 
ment: “The  care  of  the  increasing  numbers 
of  casualties  returning  to  the  United  States, 
together  with  the  acute  shortage  of  nurses 
and  hospital  personnel  generally,  necessi- 
tates urgent  measures  to  be  taken  to  recruit 
and  rapidly  train  women  for  service  in 
Army  hospitals.  We  urgently  need  WAC 
units  for  our  sixty  general  hospitals.”  The 
United  States  Army  Medical  Department 
adds  its  plea  for  help — and  is  calling  for 
women  to  supplement  the  services  of  Army 
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hospital  staffs  whose  numbers  are  too  few 
to  cope  with  the  increasing  flow  of  our  sick 
and  wounded  soldiers  overseas. 

Anyone  even  remotely  connected  with  a 
hospital  knows  of  the  many  nonprofes- 
sional tasks  that  are  necessary  to  the  ef- 
ficient running  of  the  institution  and  to 
the  comfort  and  care  of  the  patients.  Tasks 
which  are  “nonprofessional,”  true  — but 
which  require  trained  personnel  to  perform 
them. 

To  secure  this  trained  help,  new  WAC 
General  Hospital  Companies  are  being 
formed  composed  of  groups  of  women  from 
various  communities.  They  will  be  given 
the  required  orientation  and  technical  train- 
ing, after  which  they  will  be  assigned  to  a 
selected  Army  General  Hospital  in  or  near 
their  own  state.  Since  the  Army  makes 
a determined  effort  to  place  the  wounded 
soldier  in  a hospital  as  near  his  home  as 
possible,  in  all  probability  the  WAC  hos- 
pital technician  will  assist  in  the  care  of 
wounded  soldiers  from  her  own  home  state, 
perhaps  from  her  own  home  town. 

Women  who  enlist  for  service  as  medi- 
cal, surgical,  or  clerical  technicians  in  these 
WAC  General  Hospital  Companies  will  re- 
ceive an  accelerated  basic  training  of  four 
and  a half  weeks  instead  of  the  customary 
six  at  Fort  Oglethorpe,  Georgia.  They  will 
then  go  on  a technical  training  course  of 
six  weeks  in  a Medical  Doctors  Enlisted 
Technicians’  School,  after  which  they  will 
receive  one  month’s  on-the-job  training  in 
the  Army  General  Hospital  of  their  choice. 
If  already  a trained  hospital  technician,  the 
woman  will  go  directly  to  the  hospital  of 
her  choice  from  basic  training. 

When  the  training  is  satisfactorily  com- 
pleted, these  women  will  be  fully  qualified 
to  serve  as  assistants  to  medical  officers 
and  army  nurses,  and  can  perform  many 
nonprofessional  tasks  under  their  supervi- 
sion, thus  releasing  the  doctors  and  nurses 
for  urgently  needed  professional  care  of 
the  wounded  soldier. 

Members  of  the  WAC  Hospital  Compa- 
nies will  perform  a variety  of  duties.  As 
surgical  technicians  they  can  assist  army 
doctors  and  nurses  by  preparing  the  operat- 
ing room  and  surgical  equipment.  They 


can  circulate  in  the  operating  room,  put 
up  packs  and  other  operating  equipment, 
autoclave,  sterilize  water,  make  supplies, 
collect  patients  for  operations  from  wards 
and  accompany  them  to  the  ward  on  their 
return.  On  the  surgical  and  medical  wards 
they  can  perform  wardmaster  duties — help 
the  doctors  and  nurses  with  dressings, 
soaks,  hot  and  cold  applications — accom- 
pany them  on  their  rounds.  They  can  take 
temperature,  pulse,  and  respiration,  and 
assist  in  the  chart  and  “book  work.”  They 
can  bathe  bed  patients,  make  open,  closed, 
and  ether  beds — watch  and  run  oxygen  tents 
— and  stay  with  postoperative  cases.  They 
can  feed  helpless  patients  and  give  speci- 
fied nourishments,  prepared  medications, 
and  general  bedside  care.  Under  supervi- 
sion they  can  give  hypos,  glucose,  and 
plasma.  These  are  but  a few  of  the  non- 
professional duties  that  these  WACs  can 
perform.  The  many  other  possible  duties 
are  immediately  apparent  to  anyone  fa- 
miliar with  hospital  routine. 

Because  of  their  special  training  and 
technical  duties  with  attendant  responsibil- 
ity, special  tables  of  organization  have  been 
set  up  for  these  WAC  General  Hospital 
Companies.  On  satisfactory  completion  of 
the  training  courses  and  assignment  to  a 
general  hospital,  the  WAC  technician  will 
be  given  a rating  of  T,/5  (corporal).  As 
time  goes  on,  higher  ratings  are  possible, 
and  in  addition  to  opportunities  for  pro- 
motion there  will  be  the  inner  satisfaction 
of  serving  our  wounded  soldiers  who  have 
sacrificed  so  much. 

Response  to  this  urgent  call  for  aid  in 
the  care  of  our  wounded  is  gratifying,  but 
hundreds  more  are  needed  to  give  adequate 
care  to  our  battle-shattered  men.  Gone 
are  the  days  of  the  torn-up  petticoat  to  bind 
up  the  hero’s  wounds — today’s  heroes  get 
more  scientific  care.  Because  of  today’s 
excellent  care,  ninety-seven  per  cent  of  our 
wounded  who  reach  the  hospital  alive  are 
saved.  A record  of  which  the  Army  Med- 
ical Corps  can  well  be  proud.  With  the 
help  of  the  WAC  medical,  surgical,  and 
clerical  hospital  technician,  and  in  spite  of 
our  increasing  casualties,  this  fine  record 
can  be  held. 
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Postgraduate  Study 

The  program  of  postgraduate  study  in 
gynecology  is  well  under  way.  Dr.  J.  R.  B. 
Branch,  the  instructor,  opened  the  first 
week  of  his  second  circuit  in  the  centers  of 
Franklin,  Columbia,  Fayetteville,  Pulaski, 
and  Waynesboro  during  the  last  week  of 
March.  Prior  to  that  he  finished  the  first 
circuit  of  his  course  in  the  centers  of  Cov- 
ington, Brownsville,  Jackson,  Selmer,  and 
Bolivar.  The  course  has  been  well  re- 
ceived by  the  physicians  with  approximate- 
ly the  same  numbers  and  the  same  percent- 
age of  attendance  as  in  the  past  course. 

Doctors  of  these  circuits  express  delight 
by  reason  of  the  return  of  Doctor  Branch 
to  their  county.  Many  call  him  in  consul- 
tation or  for  cases  saved  up  and  ready  for 
him  before  he  gives  his  first  gynecology 
lecture. 

Demonstrations  over  patients  have  been 
a special  feature  of  this  new  program. 
Many  are  interested  in  the  diagnostic  equip- 
ment being  carried  by  Doctor  Branch  and 
provided  for  him  by  the  committee.  Doc- 
tor Branch  has  assembled  valuable  slide 
material  for  projection  on  the  screen  while 
on  his  tour  of  gynecology  clinics  in  New 
York  and  Baltimore  last  December. 

Lay  lectures  have  also  been  a special 
feature  before  women’s  study  clubs  and 
groups  along  with  this  course.  The  follow- 
ing lay  lectures  have  been  popular: 

1.  “Problems  of  Adolescence” 

2.  “Difficulties  in  Sex  Life” 

3.  “The  Menopause  and  Cancer” 

One  physician  observing  the  new  program 
stated : 

“This  is  a very  appropriate  program  by 
the  State  Medical  Association,  wherein  the 
lay  public  is  advised  to  seek  the  family 
doctor’s  help  early  in  the  case  of  pelvic 
symptoms,  and  in  a corresponding  session 
in  the  evening  Doctor  Branch  then  urges 
the  physicians  to  do  complete  pelvic  exam- 
inations and  demonstrates  how  he  thinks 
they  should  be  done,  thus  bringing  lay 
women  and  the  physicians  in  all  counties 
and  communities  together  for  earlier  care.” 

The  program  in  gynecology  promises  to 
have  definite  practical  results  in  Tennessee. 


NEWS  FROM  AND  ABOUT 
TENNESSEE  PHYSICIANS  IN 
THE  MILITARY  SERVICE 


Captain  Albert  S.  Koenig,  Jr.,  Medical 
Corps,  0-1696510,  present  address  is  12th 
Medical  Laboratory,  Fort  Lewis,  Wash- 
ington. 

Lieutenant  R.  L.  Bourland  has  been  trans- 
ferred from  the  Lovell  General  Ffospital, 
Fort  Devens,  Massachusetts,  to  the  309th 
General  Hospital,  Fort  Jackson,  South  Caro- 
lina. 

Captain  Moore  J.  Smith,  Jr.,  is  located 
at  the  Madigan  General  Hospital,  Tacoma, 
Washington. 

Dr.  Oliver  Hill,  Jr.,  Medical  Corps,  has 
been  transferred  to  the  317th  General  Hos- 
pital, Fort  Lewis,  Washington. 

Lieutenant  Clyde  R.  Kirk,  Medical  Corps, 
formerly  located  at  Camp  Cooke,  California, 
is  now  overseas. 

Captains  Madison  S.  Trewhitt  and  Lewis 
J.  G.  Mead,  Medical  Corps,  have  just  for- 
warded new  overseas  post  office  addresses. 


Somewhere  in  England 
February  13,  1945. 

Dear  Doctor  Acuff : 

It  is  indeed  a pleasure  to  hear  from  the 
Knox  County  Medical  Society  and  I am 
glad  to  know  that  you  have  started  a bul- 
letin. 

Censorship  prevents  one  from  telling 
much  about  his  immediate  surroundings, 
but  I shall  try  to  tell  something  of  where 
and  how  we  live  in  England.  We  are  lo- 
cated in  a cow  pasture,  one  mile  from  a 
village  and  three  and  one-half  miles  from 
a town  of  12,000  inhabitants  by  day — 15,000 
by  night.  The  increase  is  due  to  the  noc- 
turnal influx  of  soldiers,  both  Yanks  and 
Limeys.  We  have  a British  ATS — WACs — 
camp  near  by,  whose  occupants,  together 
with  our  enlisted  men,  carry  on  a mutual 
entertainment  program  that  solidifies  An- 
glo-American relations  and  boosts  the  mo- 
rale. 

Our  town  offers  some  entertainment  in 
the  way  of  two  movie  houses,  several 
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churches,  and  a nice  park.  Someone  has 
jokingly  said  that  the  town  was  an  MP 
station  surrounded  by  fifty-two  pubs  (sa- 
loons). The  British  seem  to  spend  lots  of 
time  in  the  pubs  drinking  beer  (Black  and 
Tan)  and  spirits  (scotch,  gin,  and  some 
rum).  A great  commotion  usually  goes  on 
in  the  pubs,  created  by  overenthusiastic 
efforts  upon  the  harmonica,  and  equally 
enthusiastic  renditions  of  Welsh  songs — 
plus  an  occasional  flying  dart.  Incidental- 
ly, the  British  sip  their  drinks  without 
ice  and  smoke  their  cigarettes  to  the  last 
puff.  (The  latter  practice,  I understand, 
is  also  the  vogue  in  the  States  now.) 

We  are,  one  of  seven  1,000-bed  general 
hospitals  in  this  area  handling  American 
casualties ; one  unit  in  our  group  is  de- 
voted to  the  care  of  German  patients.  We 
have  weekly  medical  and  surgical  meeting; 
also  a combined  meeting  monthly.  Fre- 
quently, we  have  British  guest  speakers  and 
most  of  the  essays  are  of  interest.  The 
hospital  census  for  the  past  few  months  has 
been  1,700  per  hospital,  with  the  majority 
in  buildings  and  some  in  winterized  tents. 
Orthopedics  has  the  greatest  number  and 
only  recently  have  we  begun  to  get  medical 
cases,  mostly  trench  foot  and  frostbite  pa- 
tients. 

We  were  getting  casualties  direct  from 
the  battle  front  by  air,  but  due  to  weather 
conditions  they  now  arrive  by  train.  The 
field  and  evacuation  hospitals,  in  spite  of 
great  handicaps,  are  doing  excellent  sur- 
gery and  keep  good  records.  Ofttimes,  due 
to  the  forward  hospital’s  proximity  to  the 
front,  the  folders  and  various  forms  are 
splattered  with  mud  and  blood.  Paper 
work,  by  the  way,  occupies  a lot  of  our  time, 
and  when  the  Army  doctors  return  to  ci- 
vilian practice  they  will,  I believe,  keep 
their  charts  in  accordance  with  the  Amer- 
ican Hospital  Association. 

Our  operating  room  stays  busy  all  day 
long  and  often  until  late  in  the  morning. 
Our  biggest  month  saw  1,006  operations 
(major  and  minor).  We  do  very  little 
elective  surgery,  and  if  a patient  cannot 
return  to  duty  in  three  months,  he  is  sent 
to  a hospital  in  the  States.  Our  rehabilita- 
tion center — with  gym  and  physiotherapy 


— is  of  much  help  in  getting  men  ready  for 
combat  duty  again. 

A letter  to  you  would  not  be  complete 
without  mentioning  the  weather.  Here,  it 
is  advisable  to  wear  or  carry,  at  all  times, 
a raincoat,  and  in  the  wintertime,  an  over- 
coat, as  well.  It  is  easily  understood,  after 
a year  in  this  country,  why  the  English 
drink  so  much  hot  tea  and,  unlike  us,  like 
their  beer  warm. 

We  are  most  fortunate  in  having  a good 
mess  officer  and  have  no  complaints  about 
the  food.  Transportation  is  one  of  the 
greatest  problems  over  here.  Most  officers 
and  nurses  have  bicycles.  A 1917  Ford 
would  be  a real  luxury  over  here. 

Best  wishes  to  all  the  doctors — cheerio, 
Eugene  P.  Nicely, 
Major,  Medical  Corps, 
68th  General  Hospital, 
APO  209,  care 
P.  M.,  N.  Y„  N.  Y. 


Prisoner  of  War  General  Hospital 
Camp  Forrest,  Tennessee 
February  15,  1945 
Dear  Doctor  Acuff : 

It  surely  is  interesting  to  read  in  the 
Knox  County  Medical  Society  Bulletin  let- 
ters from  the  various  members  here  and 
abroad,  not  to  mention  the  concise  medical 
notes  and  local  news. 

It  is  my  understanding  that  the  members 
should  write  of  some  of  their  experiences 
in  the  armed  forces,  but  am  afraid  that 
about  all  I can  say  is  that  the  Southern 
United  States  is  still  here.  Poker  George, 
Dadburn  Phil,  and  Taxicab  Joe  have  all 
written  interesting  letters.  It  is  no  mili- 
tary secret  that  the  hospital  here  cares  for 
German  prisoners  of  war.  I have  not  seen 
many  of  our  own  casualties,  but  I can  say 
for  sure  that  our  boys  are  dishing  it  out, 
and  plenty. 

An  interesting  point  to  me  is  to  try  and 
compare  the  medicine  that  we  and  the  Army 
practice  in  this  country  and  that  which 
is  done  in  the  German  method.  We  have 
many  German  doctors  here,  and  I believe 
some  insight  in  the  true  feelings  can  be 
seen  in  their  actions.  Seldom  if  ever  any 
junior  officer  will  dispute  a higher  ranking 
officer’s  diagnosis.  How  many  times  do 


NEWS  FROM  AND  ABOUT  TENNESSEE  PHYSICIANS 


April,  1945 


I 14 

our  medical  students  and  interns  doubt  our 
opinion?  As  for  surgery,  the  soldier  is 
told  that  he  shall  have  an  operation,  and 
there  is  no  choice  left.  They  are  prone 
to  operate  anything  and  everything  soon, 
and  the  sight  of  a foreign  body  means 
immediate  surgery.  I believe  that  we  in 
America  tend  to  be  much  more  conserva- 
tive in  our  judgment.  They  tend  to  stick 
to  old  methods  which  we  have  discarded 
as  argyrol  in  the  treatment  of  peptic  ulcers, 
but  in  the  main  they  are  well  up  on  the 
newer  drugs,  save  penicillin.  Of  course, 
we  must  admit  that  they  discovered  quite 
a few  of  the  new  ones. 

The  average  Kraut  is  a Nazi,  and  will 
remain  so,  I believe,  but  there  will  probably 
be  some  opportunists  change  their  political 
affiliations  in  a short  while.  They  are  still 
very  military  in  their  actions,  saluting  each 
other  on  the  least  provocation,  inside  or 
outside  a building.  To  discourage  some  and 
most  of  these  activities  is  not  my  job,  but 
some  headaches  may  arise  in  the  future. 
You  have  read  all  that  1 could  say  in  vari- 
ous magazines,  but  I could  say  that  most 
of  it  is  not  overemphasized. 

Possibly  I could  say  more,  but  must  let 
this  be  sketchy. 

My  thanks  also  for  the  novel  idea,  and 
please  continue  to  keep  me  on  your  mail- 
ing list. 

Sincerely, 

J.  M.  Stockman, 
Major,  Medical  Corps. 


APO,  care  Postmaster 
New  York  City,  New  York 
Dear  Doctor  Acuff : 

The  Station  Hospital,  to  which  I have 
been  assigned  during  the  past  two  years  in 
the  Mediterranean  theatre,  is  probably  typi- 
cal of  most  hospitals  in  that  theatre.  In 
Africa  our  hospital  was  located  in  school 
buildings,  augmented  by  tents  and  pre- 
fabricated huts  constructed  by  our  engi- 
neers. The  problem  of  water,  plumbing, 
bathing  facilities,  sewerage,  lights,  and  heat 
looms  large  in  theatres  of  operation  and  at 
times  can  seriously  interfere  with  efficient 
operation.  Once  these  problems  are  solved 
actual  care  of  the  patients  becomes  easier. 

In  Italy  we  are  located  in  permanent 


buildings  augmented  by  tents,  and  here  the 
inadequate  plumbing,  by  American  stand- 
ards, has  proved  somewhat  of  a handicap, 
and  makes  the  carrying  of  water  by  vehicle 
and  hand  necessary. 

Professionally,  my  experience  has  added 
to  my  knowledge  of  internal  medicine,  dys- 
enteries, hepatitis,  trench  feet,  malarial 
fever,  and  psychiatry,  and  has  amazed  me 
at  the  large  part  neurosis  plays  in  soldiers. 
When  very  young  uneducated  rural  boys 
seek  out  psychiatrists  for  complaints,  some- 
where along  the  line  there  has  been  too 
much  publicity  relative  to  war  neurosis.  I 
wish  I could  decide  about  “true  malinger- 
ing.” Sometimes  I think  it  is  great,  and 
at  other  times  “nil.”  Apparently  there 
has  been  a negligible  amount  detected  and 
proven.  The  follow-up  of  atypical  pneu- 
monias by  frequent  X-rays  has  been  a most 
interesting,  amazing,  and  at  times  embar- 
rassing when  compared  to  physical  signs 
and  clinical  course.  One  very  bad  feature 
is  that  some  of  the  more  interesting  pa- 
tients are  evacuated,  and  it  is  impossible  to 
follow  them  through.  In  spite  of  our  best 
efforts  final  diagnosis  and  disposition  is 
never  known  to  us. 

The  library  is  fair  with  some  standard 
texts,  but  no  recent  periodicals. 

The  native  population  of  Africa  and  Italy 
are  pathetic,  and  when  I hear  some  state- 
ments as  to  the  inadequacy  of  the  housing, 
health,  and  standards  of  living  of  the  United 
States,  I wonder  on  what  standard  such  is 
based.  By  comparison,  our  lowest  standard 
is  superior  to  ninety  per  cent  of  the  popu- 
lation of  the  countries  bordering  the  Med- 
iterranean Sea. 

The  soldiers  of  our  Allies  prefer  to  enter 
an  American  hospital,  which,  of  course,  is 
a compliment  to  us,  and  speaks  for  itself 
as  to  the  medical  care  received  by  the 
American  boy. 

Sincerely, 

Gilbert  Eblen, 
Captain,  Medical  Corps,  U.  S.  A. 


The  new  address  for  Commander  J.  Cash 
King  is  United  States  Naval  Air  Station, 
care  Dispensary,  Memphis. 

Major  Phil  Bleecker,  Medical  Corps, 
after  serving  thirty-three  months  overseas. 
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has  been  sent  home  for  treatment  of  in- 
juries and  is  at  the  Kennedy  General  Hos- 
pital, Memphis,  Zone  15. 


MEDICAL  SOCIETIES 


Davidson  County: 

April  3 — “The  Conservative  Management 
of  the  Low  Back  and  Sciatic  Syndrome,” 
by  Dr.  Eugene  M.  Regen. 

Case  Report:  “Mediastinal  Cyst,”  by  Dr. 
Robert  L.  McCracken. 


Hamilton  Comity: 

March  22 — “Tetanus,”  by  Dr.  A.  F. 
Ebert.  Paper  by  Dr.  John  J.  Killefer. 

March  29 — “Urological  Clinic”  at  Er- 
langer  Hospital,  by  Dr.  Wesley  A.  Barton. 
April  5 — Paper  by  Dr.  D.  Isbell. 


Knox  County: 

March  13 — “The  Use  of  Hormones  in 
Gynecology,”  by  Dr.  Charles  Black.  Dis- 
cussion by  Drs.  R.  G.  Waterhouse  and  Roy 
Fisher. 

March  27 — “Undulant  Fever  from  the 
Clinical  and  X-ray  Standpoint,”  by  Dr.  L. 
C.  Caylor.  Discussion  by  Drs.  R.  B.  Wood 
and  Eugene  Abercrombie. 

April  10 — “Demerol,  Pharmacology,  and 
Clinical  Uses,”  by  Dr.  Bruce  Powers.  Dis- 
cussion, “The  Use  of  Demerol  in  Obstetrical 
Cases,”  by  Dr.  Richard  Mclllwaine. 

“The  Uses  of  Demerol  in  Surgery,”  by 
Dr.  Turner  Howard. 


Shelby  County: 

On  March  20  Dr.  H.  M.  Tigert,  Nashville, 
administrative  consultant  to  the  Division  of 
Vocational  Rehabilitation,  State  Depart- 
ment of  Education,  and  Mrs.  Margaret  L. 
Washington,  Memphis,  supervisor  of  phys- 
ical restoration,  discussed  “The  Question 
of  Vocational  Rehabilitation.” 

April  3 — This  was  National  Cancer  Week. 
This  program  was  presented  by  the  Wom- 
an’s Field  Army  for  the  Control  of  Cancer, 
the  Woman’s  Auxiliary  of  the  Memphis  and 
Shelby  County  Medical  Society,  and  the 
Committee  for  the  Study  of  Cancer  Control. 

1.  Mrs.  L.  M.  Graves,  county  commander, 
Woman’s  Field  Army:  “The  Purpose  and 


Scope  of  the  Memphis  and  Shelby  County 
Field  Army  for  the  Control  of  Cancer.” 

2.  Mrs.  Rogers  Herbert,  Nashville,  state 
commander,  Woman’s  Field  Army:  “The 
Development  and  Activities  of  the  Field 
Army  for  the  Control  of  Cancer  in  the  State 
of  Tennessee.” 

3.  Dr.  Shield  Abernathy:  “Vaginal  Bleed- 
ing.” 

4.  Dr.  R.  L.  Sanders:  “Rectal  Bleeding.” 

(Signed)  A.  F.  Cooper,  M.D., 

Secretary. 


OTHER  MEDICAL  SOCIETIES 


The  one  hundred  first  meeting  of  the  Mid- 
dle Tennessee  Medical  Association  will  be 
held  in  Shelbyville,  Tennessee,  on  Thurs- 
day, May  10,  1945. 

The  officers  of  the  association  are  as 
follows : 

Dr.  Thayer  S.  Wilson,  Gordonsville,  pres- 
ident. 

Dr.  Beverly  Douglas,  Nashville,  vice- 
president. 

Dr.  C.  S.  Thomas,  Nashville,  secretary- 
treasurer. 

The  Consolidated  Medical  Assembly  of 
West  Tennessee 

The  Consolidated  Medical  Assembly  of 
West  Tennessee  met  in  irregular  session 
at  the  New  Southern  Hotel,  Friday  night, 
March  23,  1945,  for  dinner,  this  being  the 
second  meeting  for  the  month  of  March. 

Dr.  Ernest  Smith  presided  over  the  meet- 
ing and  the  minutes  of  the  meeting  held 
March  9 were  read  and  approved. 

The  ladies  of  the  auxiliary  met  with  us 
for  dinner  and  excused  themselves  after 
the  meal  was  served  for  their  own  pro- 
gram and  business  session.  The  dining 
room  was  beautifully  decorated  by  the 
Woman’s  Auxiliary.  There  were  forty-four 
ladies  present. 

Upon  adjournment  of  the  auxiliary  the 
program  committee  was  given  full  charge 
and  the  president  introduced  the  first 
speaker,  Dr.  Frank  E.  Whitacre,  who  de- 
livered an  exhaustive  discourse  on  “Some 
of  the  Pathologic  Conditions  of  Pregnancy.” 
Dr.  J.  R.  B.  Branch  was  introduced  with 
the  subject,  “The  Alpha  and  Omega  of 
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Menstruation.”  Both  talks  were  most  high- 
ly instructive  and  enjoyed  by  all.  Many 
questions  were  asked  both  speakers. 

Dr.  W.  L.  Williamson  of  Memphis  was 
introduced  to  the  society  and  made  a most 
appreciative  talk  on  the  efforts  of  this 
organization  in  the  state  postgraduate 
work. 

Dr.  W.  O.  Baird,  who  is  a member  of  our 
society,  and  also  Commissioner  of  Institu- 
tions of  the  State,  made  a most  convincing 
talk  on  the  feeble-minded  situation  and  ex- 
pressed a desire  that  our  next  postgraduate 
course  would  touch  on  this  subject. 

Visitors  present  were:  Dr.  W.  L.  Wil- 
liamson, Memphis;  Dr.  Finch  of  Moscow; 
Dr.  W.  G.  Rhea,  Paris;  and  Mr.  L.  W. 
Kibler,  field  director  for  the  Postgraduate 
Committee. 

Members  present  were:  Drs.  Glenn  D. 
Batten,  G.  H.  Berryhill,  Swan  Burrus,  Jere 
L.  Crook,  Henry  Herron,  S.  M.  Herron, 
Helen  Johnston,  Leland  Johnston,  G.  F. 
Jones,  Roy  Mabry,  S.  T.  Parker,  J.  C. 
Pearce,  J.  E.  Powers,  Alvin  Rosenbloom, 
W.  G.  Saunders,  Charles  Webb,  J.  M.  Curry, 
Henry  Moore,  Kelly  Smythe,  F.  C.  James, 
E.  M.  Smith,  J.  R.  Smith,  Oscar  Baird, 
Hunter  Steadman,  L.  C.  Smith,  J.  B.  Ste- 
phens, E.  Farrow,  Cornelia  Huntsman,  W. 
C.  Ramer,  William  F.  Wagner,  Hermon 
Hawkins,  Roy  Lanier,  J.  A.  Jones,  L.  D. 
McAuley,  F.  K.  West,  John  W.  Morris,  R. 
A.  Douglass,  V.  E.  Massey,  F.  C.  Carnell, 
A.  T.  Hicks,  E.  L.  Baker,  D.  L.  Brint,  David 
Galloway,  B.  F.  McAnulty,  W.  W.  Winters, 
L.  D.  Pope,  M.  D.  Ingram,  F.  L.  Keil,  J. 
N.  Jansen,  George  Spangler,  Robert  Mor- 
ris, R.  L.  Stump,  H.  P.  Clemmer,  John  Jack- 
son,  F.  Douglass,  R.  F..  Hughes,  J.  W. 
Oursler,  P.  D.  Jones,  and  J.  H.  McAnerny. 
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INTERNAL  MEDICINE 

By  R.  B.  Wood,  M.D. 

By  D.  R.  Thomas,  M.D. 

Medical  Arts  Building,  Knoxville 


The  Therapeutic  Indications  of  the  Sulfonamides  and 
Penicillin.  Francis  G.  Blake,  M.D.,  New  Haven. 
Journal  of  American  Medical  Association,  March  3, 
1945,  Vol.  127,  No.  9. 

In  selecting  the  drug  of  choice  the  author  lists 


as  most  important  to  consider  the  etiology  of  the 
infection  to  be  treated.  Factors  which  may  modify 
this  indication  and  the  choice  of  drug  are  the  site 
of  the  infection,  the  nature  of  the  pathological 
process,  the  immediate  and  potential  severity  of 
the  infection,  both  with  respect  to  complications 
and  ultimate  outcome,  and  in  case  of  the  sulfona- 
mides, liability  to  serious  toxic  effects. 

The  infections  favorably  influenced  may  be  di- 
vided into  three  groups: 

1.  Those  in  which  both  drugs  are  effective  as  the 
gram  positive  and  gram  negative  cocci. 

2.  Those  in  which  the  sulfonamides  are  effective 
and  penicillin  is  not,  as  the  gram  negative  bacil- 
lary group. 

3.  Those  in  which  penicillin  is  of  value,  but  not 
the  sulfonamides. 

In  the  first  group  in  the  less  severe  hemolytic 
streptococcic  infections  with  tissue  invasion  without 
necrosis  or  bacteremia,  the  sulfonamides  are  the 
drugs  of  choice,  with  suppuration  or  bacteremia 
penicillin  is  preferable.  In  this  group  of  diseases 
are  mastoiditis,  meningitis,  certain  pneumonia  em- 
pyema, osteomyelitis,  staphylococcus  infections, 
streptococcus  viridans,  subacute  bacterial  endocar- 
ditis. 

In  the  second  group  are  included  bacillus  coli  in- 
fections, hemophilus  influenza  otitis,  bacillary  dys- 
enteries, Friedlanders,  and  soft  chancre. 

In  the  third  group  are  human  clostridial  infec- 
tions, syphilis,  and  yaws  with  other  spirochetal  in- 
fections. 


Cirrhosis  of  the  Liver:  With  Particular  Reference  to  Cor- 
relation of  Composite  Liver  Function  Studies  with 
Liver  Biopsy.  Fredrick  W.  Hoffbauer,  M.S.,  M.D., 
Gerald  T.  Evans,  M.D.,  Ph.D.,  and  Cecil  J.  Watson,. 
M.D.,  Ph  D.,  F.A.C.P. 

Because  of  the  vast  number  of  functional  liver 
tests,  the  physician  must  select  those  applicable 
to  a particular  case.  In  an  attempt  to  help  a com- 
parative and  evaluative  “profile”  or  composite 
record  is  presented  by  the  authors.  In  the  non- 
jaundiced  patient  the  following  tests  are  secured: 
quantitative  serum  bilirubin,  hippuric  acid  syn- 
thesis, fractional  serum  proteins,  cephalin-choles- 
terol  flocculation  test,  bromsulfalein  excretion  test, 
and  the  quantitative  urine  urobilinogen  test.  In 
the  jaundiced  patient  all  except  the  bromsulfalein 
test  are  done  and  in  addition  the  serum  cholesterol 
and  alkaline  phosphatase,  the  prothrombin  time 
before  and  after  vitamin  K administration.  In  ad- 
dition to  the  above  studies  liver  biopsy  was  done  by 
the  use  of  a Vim-Silverman  needle  in  seventy  cases 
and  which  the  authors  feel  gave  additional  insight 
into  the  pathologic  physiology  of  jaundice  and  liver 
disease.  From  their  studies  they  conclude  that  cir- 
rhosis of  a similar  anatomic  extent  may  exhibit 
different  degrees  and  types  of  liver  functional  im- 
pairment. Biopsy  may  make  a diagnosis  otherwise 
not  possible. 
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OPHTHALMOLOGY 

By  Robert  J.  Warner.  M.D. 
Doctors  Building,  Nashville 


Corneal  Vascularity  as  Sign  of  Ariboflavinosis.  J.  G. 

Scott  and  J.  Roy.  Archives  of  Ophthalmology,  Feb- 
ruary, 1945. 

Of  536  Europeans,  thirty-seven  per  cent,  and 
of  1,700  Africans,  five  per  cent,  presented  corneal 
vascularity.  As  judged  by  the  presence  of  perleche, 
cheilosis,  and  glossitis,  the  Africans  had  twice  as 
many  cases  of  ariboflavinosis  as  did  the  Europeans. 
Corneal  vascularity,  therefore,  cannot  be  taken  as 
a guide  to  avitaminosis  in  the  African.  Of  136 
Europeans  who  were  examined  with  the  slit  lamp, 
seventy  took  a course  of  riboflavin  treatments, 
while  fifty  acted  as  controls.  This  therapeutic  test 
gave  negative  results.  The  degree  of  vascularity 
fluctuates  with  or  without  riboflavin  therapy.  Cor- 
neal vascularity  cannot  be  accepted  as  a guide  to 
avitaminosis  in  Europeans.  All  the  Africans  exam- 
ined had  a rim  of  pigment  at  the  corneoscleral  junc- 
tion. It  is  possible  that  this  rim  explains  the 
striking  difference  in  African  and  European  cor- 
neal vascularity. 


The  Incidence  of  Eye  Disease  in  the  Australian  Imperial 
Forces,  Middle  East.  J.  Bruce  Hamilton.  Archives 
of  Ophthalmology,  February,  1945. 

This  survey  deals  with  3,638  patients  seen  dur- 
ing 1941-1942,  with  5,650  diseased  conditions  clas- 
sified under  226  headings.  This  gives  a ratio  of 
1.55  diseases  per  patient.  The  figures  and  per- 
centages for  civilian  and  military  diseases  of  the 
eye  are  arranged  side  by  side  in  five  tables.  The 
data  on  certain  diseases  are  grouped  together  in 
four  tables.  It  appears  that  in  wartime  there  is 
less  ocular  disease  among  military  personnel  than 
among  civilians  in  peacetime.  Certainly,  there 
are  fewer  ocular  injuries.  The  incidence  of  civilian 
injuries  of  the  eye  is  15.6  per  cent,  and  the  in- 
cidence of  injuries  in  the  army  is  9.4  per  cent.  On 
the  medical  side,  the  incidence  of  iritis,  keratitis, 
choroiditis,  and  retinitis  are  also  lower.  Hamilton 
has  not  seen  sympathetic  ophthalmia  in  military 
practice  despite  the  fact  that  he  has  had  no  fa- 
cilities for  slit  lamp  microscopy.  Iridocyclitis  is 
rare  in  the  army. 


ROENTGENOLOGY 

By  J.  Marsh  Frere,  M.D. 

Newell  and  Newell  Sanitarium,  Chattanooga 


Roentgenologic  Observations  in  Mesenteric  Thrombosis. 
Richard  A.  Rendich,  M.D.,  and  Leo  A.  Harrington, 
M.D.,  Brooklyn,  New  York.  The  American  Journal 
of  Roentgenology  and  Radium  Therapy,  September, 
1944,  Vol.  52,  No.  3,  p.  317. 

The  authors  report  on  three  proved  cases  of 
superior  mesenteric  thrombosis  that  they  have  ob- 


served. Review  of  the  literature  reveals  that  roent- 
genologic examination  of  the  abdomen  in  this  dis- 
ease is  very  infrequent. 

The  causes  of  mesenteric  thrombosis  have  been 
classified  as  cardiovascular,  infectious,  mechanical, 
and  traumatic.  It  is  reported  that  the  average 
incidence  of  occlusion  of  the  mesenteric  arteries 
is  only  slightly  greater  than  venous  occlusion.  Oc- 
clusion of  the  superior  mesenteric  artery  is  said 
to  be  forty  times  more  frequent  than  block  of  the 
inferior  mesenteric  artery. 

The  authors  found  one  common  and  striking 
finding  in  the  plain  roentgenogram  of  the  abdo- 
men in  their  cases,  which  they  believe  has  some 
diagnostic  merit — namely,  “a  distention  of  small 
bowel  and  the  right  half  of  the  colon,  simulating 
the  criteria  of  a mechanical  obstruction.  The  gas 
collection  ended  abruptly  at  the  left  end  of  the 
transverse  colon.  The  distended  bowel  corre- 
sponded to  the  distribution  of  the  superior  mesen- 
teric vessels.”  In  one  case  a barium  enema  was 
given  and  no  mechanical  lesion  was  found,  al- 
though expected  by  the  sharply  demarcated  dis- 
tention down  to  the  splenic  flexure  as  noted  in  the 
flat  roentgenogram  of  the  abdomen.”  This  ob- 
servation suggests  the  possible  value  of  a sign 
complex  in  the  diagnosis  of  superior  mesenteric 
occlusion:  the  free  passage  of  the  barium  through 
a section  of  intestine  so  distended  as  to  otherwise 
suggest  a mechanical  obstruction. 


UROLOGY 

By  Burnett  W.  Wright,  M.D. 
Doctors  Building,  Nashville 


The  Problem  of  Renal  Lithiasis  in  Convalescent  Pa- 
tients. W.  F.  Leadbetter,  Major,  Medical  Corps,  and 
Henry  C.  Engster,  Captain,  Medical  Corps.  From 
the  Thirty-Third  General  Hospital,  AUS.  The  Jour- 
nal of  Urology,  February,  1945,  Vol.  53,  No.  2,  p.  269. 
In  a seven-month  period  in  an  army  hospital 
with  only  young,  robust  men  for  patients,  the 
authors  encountered  fourteen  with  renal  or  ureteral 
colic  or  suspected  renal  calculi,  who  gave  no  history 
of  previous  passage  of  calculi,  hematuria,  or  pain 
of  a similar  nature.  They  assume  that  the  de- 
velopment of  gravel  or  calculi  in  these  individuals 
occurred  during  hospitalization  and  consider  sud- 
den forced  recumbent  inactivity  after  a period  of 
active  conditioning  and  training  a likely  causative 
factor.  Many  had  been  rendered  more  or  less  com- 
pletely immobile  by  wounds,  fractures  or  spinal 
cord  injuries;  the  first  symptoms  of  calculous 
disease  nearly  always  occurred  when  some  activity 
was  resumed.  The  tendency  for  patients  long  in 
bed,  especially  when  suffering  from  osteomyelitis, 
extensive  fractures,  spinal  cord  injuries,  and  polio- 
myelitis, to  form  renal  calculi  has  long  been  rec- 
ognized. This  is  apparently  not  true  of  patients 
with  tuberculosis.  Elderly,  less  active  individuals, 
strangely  enough,  under  similar  conditions,  rarely 
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form  stones.  The  exact  cause  of  stone  formation 
under  conditions  of  immobilization  is  unknown,  but 
the  authors  mention  as  a probable  cause  the 
mobilization  of  calcium  and  phosphorous  from 
the  bones  with  resulting  increase  in  the  urinary 
excretion  of  these  elements,  the  stones  under  dis- 
cussion being  said  to  be  chiefly  composed  of  cal- 
cium phosphate. 

In  discussing  the  mechanism  involved,  a likely 
explanation  given  by  the  authors  is  simply  that  of 
sedimentation  of  calcium  phosphate,  either  in  the 
amorphous  or  crystalline  state,  probably  due  to 
high  concentration  of  salts  in  the  urine;  poor 
peristaltic  (ureteral)  activity  due  to  low  fluid  in- 
take and  consequent  low  urine  output;  and  de- 
pendent position  of  the  renal  pelves  and  calyces. 
They  mention  that  a similar  condition  exists  when 
urine  stands  for  short  periods  in  a container  or 
vessel.  Prolonged  dorsal  recumbency  with  infre- 
quent turning  of  critically  ill  patients  may  cause 
sediment  to  collect  in  the  most  dependent  and  poorly 
drained  portions  of  the  renal  pelves  and  calyces. 
This  sediment  may  coalesce  and  form  masses, 
which,  when  disturbed,  tend  to  pass  as  units.  One 
patient  was  found  to  have  both  ureters  completely 
blocked  after  only  eight  days  of  an  acute  illness, 
but  the  average  time  between  injury  and  the  onset 
of  symptoms  in  the  series  was  70.8  days.  The 
authors  believe  the  most  critical  period  is  during 
the  first  few  weeks  of  inactivity  in  previously  ac- 
tive individuals. 

Under  the  heading  of  prevention  of  stone  for- 
mation in  the  type  of  patients  under  discussion, 
the  authors  stress  the  need  for  adequate  amounts 
of  fluids  during  the  whole  period  of  immobilization, 
but  most  especially  during  the  early  critical  period 
and  state  that  the  intake  should  be  not  less  than 
three  to  four  liters  for  each  twenty-four  hours. 
It  is  important  that  this  should  be  given  in  an 
around  the  clock  fashion  and  not  only  during  the 
day.  Fruit  juices,  which  tend  to  produce  alkalinity 
and  favor  phosphatic  pi’ecipitation,  therefore, 
should  be  interdicted. 


Frequent  turning  from  side  to  side  and  front 
to  back  of  the  immobilized  patient  is  considered 
most  important.  Patients  in  body  casts  or  with 
spinal  cord  injuries  should  be  turned  every  two 
or  three  hours.  The  head  and  upper  portion  of 
the  body,  when  possible,  should  be  elevated  for 
periods  each  day  to  assist  in  emptying  the  renal 
pelves.  If  the  urine  shows  red  cells  of  excessive 
sediment,  X-ray  studies  are  indicated. 

Some  caution  should  be  used  in  acidifying  the 
urine,  especially  soon  after  injury,  since  they 
believe  that  acidifying  drugs  tend  to  increase  the 
mobilization  of  calcium  and  phosphorous  from 
bones.  One  should  rely  instead  on  large  amounts 
of  fluids  to  keep  the  urine  as  dilute  as  possible. 

When  soft  masses  are  discovered  in  the  kidneys 
acidification  may  be  justified  and  the  use  of  G 
solution,  as  described  by  Suby  and  Allbright,  be 
considered. 


BOOK  REVIEW 


Poet  Physicians.  Mary  Lou  McDonough.  Publisher, 

Charles  C.  Thomas,  Springfield,  Illinois.  Price,  $5.00. 

Here  are  195  pages  of  short  poems  by  110  med- 
ical men  who  just  had  to  blow  off — just  had  to  say 
to  themselves  at  least  that  calomel  and  appen- 
dectomy did  not  rob  them  of  those  intangible  and 
imponderable  elements  of  life;  that  pouring  out 
odes  and  lyrics  was  just  as  good  for  a doctor  as 
fishing  or  golf. 

Mrs.  McDonough  has  done  an  excellent  job  in  this 
selection  from  a much  larger  field  of  poems  than 
most  of  us  knew  existed.  While  Merrill  Moore  is 
the  only  Tennessean  in  the  list,  we  are  not  sure 
she  has  overlooked  anybody  worthy  of  inclusion. 

This  is  really  a good  companion  to  put  on  your 
shelf  beside  “The  Gold-Headed  Cane,”  that  gem  of 
medicine’s  literary  and  spiritual  world. 

— W.  H.  W. 


ANTHONY’S  MILK 

Grade  *4A”  Pasteurized  •Homogenized  *Soft  Curd  • Vitamin  “D‘ 

With  400  U.S.F.  Vitamin  D Units  (Activated  Ergosterol)  Added  Per  Quart  Under  A.R.P.I.  Process 
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the  reversal  of  positive 
Wassermann  reaction 
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the  shortest  possible  time  the  patient 
receives  maximum  protection  against 
relapse  and  the  infection  of  others. 
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MEDICAL  PRACTICE  IN  TENNESSEE* 

KYLE  C.  COPENHAVER,  M.D.,  Knoxville 

Mr.  Speaker,  Members  of  the  House  of 
Delegates,  and  Visitors: 

I think  there  is  no  question  that  the 
greatest  honor  which  can  come  to  a physi- 
cian of  this  state,  at  the  hands  of  his  col- 
leagues, is  election  to  the  presidency  of  the 
State  Association.  After  more  than  thirty 
years  of  practice  in  'the  state,  the  associa- 
tion chose  me,  a general  practitioner,  as 
its  president.  I am  deeply  sensible  of  the 
honor  and  thank  the  association  for  it.  I 
wish  also  to  thank  the  officers  and  com- 
mittees for  their  work  and  cooperation 
with  me  during  my  tenure  of  office,  the 
more  because  of  the  difficulties  imposed  by 
the  national  war  emergency. 

As  president  of  the  Tennessee  State  Med- 
ical Association  it  is  my  duty  to  address 
you  as  representatives  of  the  association. 
In  looking  over  the  addresses  of  past  presi- 
dents, I can  find  no  consistent  selection  of 
subjects;  they  have  ranged  from  technical 
dissertations  to  a kind  of  “state-of-the-na- 
tion”  speech.  So  my  decision  to  give  you 
my  point  of  view  on  the  current  status  and 
immediate  outlook  of  medical  practice  in 
the  state  has  some  precedent;  but  I fear 
I will  not  set  a precedent  for  brevity.  It 
has  seemed  to  me  the  problems  of  greatest 
importance  and  interest  to  us  as  physicians 

^Presidential  address.  Read  before  the  meeting 
of  the  House  of  Delegates  of  the  Tennessee  State 
Medical  Association,  Nashville,  April  8,  1945. 


have  not  changed  much  with  the  passing 
years  of  my  medical  life.  They  are  medi- 
cal legislation,  medical  education,  and  med- 
ical practice.  These  topics  form  the  basis 
of  my  address. 

“It  is  needless  to  go  into  any  detailed  ac- 
count of  the  many  fruitless  efforts  that 
have  been  made  by  the  medical  profession 
of  Tennessee  to  secure  legislation  to  regu- 
late the  practice  of  medicine  in  the  state. 
Suffice  it  to  say,  that  the  first  notice  taken 
of  such  legislation,  so  far  as  I am  aware, 
was  that  at  the  meeting  of  the  Tennessee 
State  Medical  Society  held  in  Knoxville  in 
1880,  and  again  in  Chattanooga  in  1884, 
when  a committee  was  appointed  to  draft  a 
bill,  and  memorialize  the  legislature  in  ref- 
erence to  it. 

“This  bill  was  presented  in  1885  to  meet 
a defeat  at  the  hands  of  the  so-called 
friends  in  the  form  of  doctors  in  the  two 
houses.  In  1887,  another  bill  met  the  same 
fate;  but  in  1889,  by  dint  of  hard,  persistent 
work  on  the  part  of  a few  members  of  the 
profession,  and  in  spite  of  the  bitterest 
opposition  on  the  part  of  others,  whose 
names  and  kinds  were  legion,  varying  in 
quality  from  the  Indian  root  doctor  and 
charlatan  to  the  polished  but  mistaken 
scholar,  an  act  was  passed  to  regulate  the 
practice  of  medicine  and  surgery  in  the 
state  of  Tennessee. 

“Without  attempting  to  enter  at  all  into 
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the  merits  and  demerits  of  the  bill,  we, 
who  favored  the  passage  of  the  measure, 
agreed  that  it  was  to  be  a tentative  step, 
a foundation  stone,  upon  which,  if  the  good 
will  of  the  profession  could  be  gained,  to 
erect  an  elegant  superstructure,  to  make  a 
perfect  law.  ...  It  remained  for  subse- 
quent assemblies  to  polish  and  perfect. 

“Naturally,  when  any  measure  of  the 
kind  is  asked  for  by  medical  men,  it  is 
regarded  with  suspicion.  The  crowded 
condition  of  the  profession  is  pointed  to 
and  we  are  told  by  the  average  legislature 
that  somebody  is  to  be  oppressed. 

“Human  nature  is  too  weak  for  the  ordi- 
nary mind  to  be  impressed  by  the  idea  that 
anything  can  be  asked  for  for  the  general 
good  of  the  commonwealth.  It  is  supposed 
that  somewhere  in  the  regions  of  the  un- 
seen, self-interest  stalks  hidden  in  some 
pleasant  garb. 

“Medical  men,  as  a rule,  are  not  politi- 
cians; they  take  but  little  part  in  elections 
and  are  regarded  as  of  small  importance 
on  the  hustings.  This  is  just  where  and 
why  we  so  often  fail. 

“Had  medical  men  made  their  weight  felt 
in  our  political  contests,  there  would  have 
been  no  long,  tedious  wait  for  medical  leg- 
islation. 

“.  . . Our  present  law,  as  I state,  is  to 

be  regarded  as  a building  stone.  On  it 
must  be  constructed  a law  that  will  elevate 
the  standard  of  the  medical  profession  in 
this  state.  The  laws  enacted  by  our  neigh- 
boring states  have  driven  into  our  borders 
a hoard  of  quacks,  vampires,  and  charla- 
tans who  have  feasted  on  the  lifeblood  of 
our  people.”* 

The  words  of  the  last  eight  paragraphs 
are  not  mine ; they  were  read  fifty-five 
years  ago,  almost  to  the  day,  by  T.  J.  Hap- 
pel,  of  Trenton,  in  his  capacity  as  secre- 
tary and  treasurer  of  the  State  Board  of 
Medical  Examiners,  and  they  appear  in  the 
first  report  of  the  board  to  the  society. 

I submit  that  the  statement,  in  essential 
details,  applies  to  medical  practice  in  the 
state  almost  as  truly  now  as  then ; and  that 


*T.  J.  Happel.  First  Report  of  the  State  Board 
of  Medical  Examiners.  Read  before  the  Fifty- 
Seventh  Annual  Session,  Tennessee  State  Medical 
Society,  at  Memphis,  Tennessee,  April,  1890. 


the  association  needs  now  the  services  of 
such  selfless  men  as  Doctor  Happel  if  it  is 
to  meet  its  obligation  to  the  people  of  the 
state. 

I would  define  broadly  this  obligation  as 
the  “duty  of  practitioners  to  undertake  any 
measures  necessary  to  safeguard  the  public 
health.”  The  general  rules  to  be  followed 
in  meeting  the  obligations  are  found  in  the 
Hippocratic  oath  and  in  Christian  teach- 
ings. My  belief  is  that  the  major  problems 
of  medical  practice  today  lie  fundamentally 
in  our  failure  to  meet,  unselfishly,  our  ob- 
ligations as  physicians. 

In  medical  legislation  we  have  made 
progress,  but  there  is  still  work  to  be  done. 
You  are  familiar  with  the  fact  that  the 
last  legislature  amended  the  “Basic  Sci- 
ence” law  to  make  it  apply  to  all  practi- 
tioners of  “the  healing  art.”  We  should 
never  have  allowed  its  emasculation  two 
years  ago,  and  we  have  reaped  for  two 
years  and  shall  reap  for  many  years  the 
reward  of  our  shortcomings  in  this  regard. 
It  may  be  news  to  many  of  you  that  the 
state  of  Tennessee  requires  no  charter  for 
educational  institutions  of  any  kind.  The 
principal  brake  upon  the  operation  of  such 
institutions,  including  medical  diploma 
mills,  in  our  state,  lies  in  the  inability  of 
graduates  to  obtain  a license  to  sell  their 
wares  to  the  people  of  the  state  or  else- 
where. 

By  1900  the  medical  practice  law  of  1889 
had  been  strengthened  by  amendments  to 
a point  which  insured  the  licensing  of  only 
competent  practitioners  of  medicine.  In 
that  year,  however,  the  basic  act  was 
amended  in  such  a way  as  to  permit  licens- 
ing or  graduates  from  diploma  mills,  and 
before  the  law  could  be  changed,  a matter 
of  three  years,  Tennessee  became  a hotbed 
of  diploma  mills  and  quackery. 

That  times  have  not  changed  much  since 
1900  is  shown  by  the  record  of  what  has 
happened  since  1943,  when  the  original 
basic  science  law  failed  of  passage  in  the 
manner  intended  and  the  law  to  license 
naturopaths  was  passed.  There  has  been 
founded  in  Nashville  a school  for  natur- 
opathy, and  approximately  1,000  practi- 
tioners of  naturopathy  have  been  licensed 
in  the  state.  These  quacks  are  not  licensed 
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to  do  major  surgery;  but  there  are  in- 
stances on  record  where  they  have  per- 
formed surgery  with  fatal  results.  While 
the  basic  science  law  as  amended  in  1945 
should  succeed  in  curbing  the  licensing  of 
these  and  other  quacks,  such  as  chiroprac- 
tors, a great  deal  of  damage  has  been  done 
already  and  more  will  be  done,  since  the 
amended  act  is  not  retroactive.  As  prac- 
titioners, in  this  instance,  we  are  morally 
guilty  in  the  crimes  of  quackery.  We  could 
have  and  should  have  been  responsible  for 
the  enactment  and  enforcement  of  compre- 
hensive legislation  to  protect  the  people  of 
the  state.  The  medical  profession  is,  po- 
tentially at  least,  one  of  the  strongest  po- 
litical minority  organizations  in  this,  or 
almost  any  other  state,  and  would  receive 
the  encouragement  and  backing  of  most  of 
the  legislators.  The  fact  is  that  we  have 
not  organized  to  fight  for  what,  as  indi- 
viduals, we  know  to  be  right. 

You,  no  doubt,  have  read  the  last  issue 
of  The  Tennessee  State  Medical  Jour- 
nal and  know  what  legislation  was  passed 
for  the  protection  of  the  public  of  Ten- 
nessee. With  your  permission  I shall  enu- 
merate them: 

1.  Amendment  to  the  basic  science  law. 

2.  Amendment  to  the  naturopathic  law. 

3.  Several  amendments  to  the  medical 
practice  act. 

4.  Enabling  act  on  prepayment  plans 
for  surgical,  medical,  and  hospital 
service. 

5.  Passage  of  some  legislation  sponsored 
by  the  State  Health  Department. 

6.  (And  this  is  very  important.)  A reso- 
lution providing  for  the  appointment 
by  the  governor  of  a committee  to 
investigate  the  illegal  practice  of  med- 
icine in  Tennessee  and  to  make  a re- 
port to  the  Seventy-Fifth  General 
Assembly. 

This,  in  my  opinion,  surpasses  any  leg- 
islative program  ever  accomplished  in  any 
one  year. 

At  a meeting  held  in  Nashville  on  Decem- 
ber 17  of  the  combined  committees  on  Pub- 
lic Policy  and  Legislation  and  Prepayment 
Plans  for  Medical  and  Hospital  Services, 
there  was  a full  attendance  and  discussion 


along  with  Mr.  Charles  L.  Cornelius,  the 
association’s  attorney.  It  was  pointed  out 
by  the  attorney  that  there  would  be  very 
little  use  of  trying  to  pass  any  legislation 
unless  the  legislators  and  senators  were 
contacted  before  the  Legislature  convened. 
It  was  agreed  by  the  committees  that  we 
would  attempt  to  have  each  legislator  and 
senator  contacted  before  they  assembled  for 
Legislature.  Realizing  we  had  only  two 
weeks  in  which  to  make  these  contacts,  im- 
mediately on  returning  home,  we  called  the 
councilor  of  each  district  (except  Nashville 
and  Memphis,  which  were  well  represented 
on  the  committees)  and  asked  that  they 
contact  all  the  societies  in  their  district  and 
see  that  this  program  was  carried  out.  As 
to  how  well  they  did  this,  one  only  has  to 
observe'  the  large  majority  by  which  the 
legislation  sponsored  by  the  association 
passed  both  the  House  and  Senate. 

Let’s  give  each  member  of  the  associa- 
tion the  credit  that  is  his  due  and  applaud 
him  for  his  valiant  efforts.  We  hope  the 
medical  profession  of  the  state  will  never 
say,  “It  cannot  be  done,”  but  will  get  out 
and  do  it!  We  must  keep  on  doing  things, 
not  only  that  we  may  make  greater  gains, 
but  even  that  we  may  be  able  to  hold  the 
gains  we  already  have  made.  None  of  us 
can  stand  still.  Either  we  push  forward 
or  we  drift  back. 

In  my  opinion,  we  should  continue  to  seek 
amendments  of  the  medical  practice  act 
in  order  to  make  it  and  keep  it  up  to  date, 
and  should  make  arrangements  for  the 
vigorous  prosecution  of  all  violations  of 
the  law.  Let  us  protect  and  keep  inviolate 
the  kind  of  practice  and  the  standards  our 
doctors  who  are  serving  in  this  war  will 
expect  to  find  when  they  return,  and  for 
which  they  are  fighting,  several  of  whom 
have  given  the  supreme  sacrifice. 

We  on  the  home  front  have  not  been  ex- 
cused from  our  share  in  this  great  war  of 
ideologies.  As  keepers  of  the  Grail,  we  owe 
to  our  warriors  the  stewardship  of  faith. 
It  is  our  task  to  preserve  the  cherished  in- 
stitutions of  democracy — the  vessels  in 
which  all  the  attainments,  the  victories,  the 
honors,  and  the  hopes  of  freedom  are 
stored.  May  God  give  us  the  courage,  the 
wisdom,  and  the  strength  to  keep  the  stew- 
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ardship  of  faith.  There  must  be  no  moral 
collapse  here  at  home. 

We  are  most  fortunate  in  having  within 
our  state  three  of  the  best  medical  schools 
in  the  country.  One  is,  and  perhaps  all 
three  are,  arranging  to  give  short  “freshen- 
er” courses  to  practitioners,  now  in  service, 
on  their  return  to  civilian  life.  The  hospi- 
tals of  the  state  are  attempting  to  give  resi- 
dences, internship,  and  outpatient  work  to 
returning  veteran  medical  men. 

I should  like  to  see  promoted  some  more 
or  less  permanent  aiTangement  by  which 
physicians  of  the  state  could  take  freshener 
courses  of  a general  or  specialized  nature. 
Most  of  us  have  derived  much  benefit  from 
the  short  extramural  courses  sponsored  by 
the  Committee  on  Postgraduate  Instruc- 
tion. These  should  be  continued,  as  their 
benefits  are  legion. 

I believe  we  should  tie  into  the  State 
Educational  Institution  through  the  Uni- 
versity of  Tennessee.  Doctor  Chaney,  rep- 
resenting the  Tennessee  State  Medical  As- 
sociation, had  a very  interesting  paper  at 
the  Sesquicentennial  Celebration  on  No- 
vember 17,  held  at  the  University  of  Ten- 
nessee in  Knoxville. 

Also  I think  we  should  stay  in  contact 
with  the  Tennessee  War  Service  Council, 
to  which  Dr.  J.  0.  Manier  ably  pledged  the 
support  of  the  Tennessee  State  Medical  As- 
sociation at  a meeting  in  Nashville  on  June 
8,  1944.  I sincerely  urge  the  association 
to  continue  to  support  this  organization. 

Whether  we  like  it  or  not,  we,  as  prac- 
titioners of  medicine,  are  living  in  a world 
which  is  changing  very  rapidly.  My  belief 
is  that  unless  we  assume  a leadership  in 
adapting  medical  practice  to  the  social, 
economic,  and  scientific  progress  that  has 
been,  and  is  being,  made  in  our  lifetime, 
the  consequences  will  be  tragic.  It  has 
seemed  to  me  that  much  of  our  reaction  to 
any  discussion  of  so-called  “socialized  medi- 
cine” has  been  essentially  demagogic.  In 
my  opinion,  the  practice  of  medicine  has 
always  been  and  is  now  socialized  by  its 
very  precepts.  What  I and,  I believe,  you 
are  against  is  governmental  medicine  with 
its  attendant  bureaucracy.  I believe  that 
real  leadership  in  medicine  can  evolve  a 
plan  which  will  provide  adequate  medical 


care  for  our  people.  What  I fear  is  that 
we  will  not  develop  this  leadership.  The 
Murray-Wagner-Dingell  Bill  threatens  to 
centralize  administration  of  medical  care 
and  bring  it  under  federal  government  con- 
trol. I do  not  believe  it  will  become  law  in 
its  present  form  or  that  its  proponents  even 
hoped  it  would.  But  I do  believe  that  a bill 
cut  from  the  same  general  pattern  will 
eventually  pass,  unless  we,  as  medical  men, 
evolve  a plan  which  will  make  governmental 
medicine  unnecessary. 

The  development  of  new  techniques  and 
services  has  resulted  in  a pyramiding  of 
costs,  which  the  general  public  has  increas- 
ing difficulty  in  paying;  in  fact,  it  cannot 
pay  for  them  under  the  individualistic  sys- 
tem of  medical  practice.  While  none  of  us 
would  wish  to  do  without  the  many  diag- 
nostic and  treatment  aids  which  are  now 
available  to  us,  the  fact  remains  that  only 
our  richest  and  our  poorest  urban  patients 
can  reap  the  benefits  of  modern  medical 
knowledge.  For  the  average  person  today 
the  costs  of  medical  care  have  increased  to 
a point  that  makes  a serious  illness  a fiscal 
tragedy  for  the  family  in  which  it  occurs; 
many  people,  especially  the  middle  class, 
are  simply  unable  to  finance  such  an  ill- 
ness. A patient  requiring  twenty-four- 
hour  nursing  service  in  the  average  hos- 
pital has  to  pay  a minimum  of  thirty  dol- 
lars a day  before  he  can  think  in  terms  of 
paying  his  physician.  For  the  middle  class 
I recommend  that  we  adopt  some  form  of 
prepaid  medical  (for  catastrophic  illnesses), 
surgical,  and  hospital  care.  This,  in  my 
opinion,  is  our  only  hope  of  defeating  some 
form  of  governmental  control. 

It  is  my  opinion  we  should  follow  the 
policies  of  the  National  Physicians’  Com- 
mittee and  support  them  morally  and  finan- 
cially on  the  question  of  governmental  con- 
trol of  medicine.  It  would  be  well  for  us  to 
follow  the  Michigan  Physicians’  Committee. 
Some  of  its  phases  are: 

“To  encourage  individual  physicians  and 
medical  societies  to  active  participation  in 
the  development  of  plans  and  more  general 
use  of  existing  facilities  to  provide  for  easy 
payment  of  insurance  against  unusual  and 
prolonged  illness. 

“To  educate  the  people  to  the  importance, 
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nature,  and  value  of  prepayment  facilities 
now  available. 

“To  provide  authoritative  information 
for  business  and  industry  concerning  the 
principles  underlying  sound  participation 
with  employes  in  group,  health,  and  dis- 
ability insurance. 

“To  offer  to  the  sponsors  of  voluntary 
nonprofit  insurance  plans  and  to  commer- 
cial insurance  underwriters  information 
and  technical  assistance  for  increasing  par- 
ticipation and  otherwise  extending  the  use- 
fulness of  group  and  individual  contracts. 

“To  give  substantial  encouragement  to 
state  and  local  governments  to  provide 
financial  aid  for  the  effective  medical  care 
of  the  indigent.” 

I am  convinced  that  we  should  make  a 
realistic  approach  to  finding  a sensible  mid- 
dle course  of  action  between  revolutionary 
legislation  such  as  the  Murray-Wagner- 
Dingle  Bill,  which  is  a drastic,  all-inclusive, 
compulsory,  social  security  bill,  and  our 
present  system  of  practice.  The  bill  in  its 
present  form  would  interfere  with  sound 
group  practice,  hospitals,  outpatient  clinics, 
and  with  voluntary  industrial  and  commer- 
cial prepayment  plans. 

I think  that  the  adequacy  of  medical  care 
should  be  determined  by  the  level  that  the 
people  of  the  state  are  willing  to  pay  for 
and  can  pay  for  without  sacrificing  their 
other  biological  needs.  Regardless  of  what 


the  ideal  care  may  be,  it  is  unsound  to 
attempt  to  offer  care  that  cannot  be  paid 
for  on  a pay-as-you-go  basis. 

I wish  it  were  possible  for  me  to  pro- 
pose to  this  meeting  a plan  for  medical 
care  for  the  people  of  the  entire  state.  I 
cannot  do  it,  and  I do  not  believe  that  such 
a plan  can  be  evolved  overnight;  but  I do 
believe  that  such  a plan  can  be  evolved  and 
that  the  processes  of  its  evolution  should 
be  undertaken  as  a function  of  the  Ten- 
nessee State  Medical  Association. 

In  conclusion  I should  like  to  quote  the 
lines  of  Dr.  Spencer  Free: 

“The  world  wants  men,  largehearted,  man- 
ly men ; 

Men  who  shall  join  its  chorus  and  pro- 
long 

The  psalm  of  labor  and  the  psalm  of  love. 

The  times  want  scholars — scholars  who 
shall  shape 

The  doubtful  destinies  of  dubious  years, 

And  land  the  ark  that  bears  our  country’s 
good 

Safe  on  some  peaceful  Ararat  at  last. 

The  age  wants  heroes — heroes  who  shall 
dare 

To  struggle  in  the  solid  ranks  of  truth ; 

To  clutch  the  monster  error  by  the  throat ; 

To  bear  opinion  to  a loftier  seat; 

To  blot  the  era  of  oppression  out, 

And  lead  a universal  freedom  in.” 
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In  time  of  war  we  hear  much  about  the 
external  enemies  of  China,  but  little  con- 
cerning her  internal  enemies;  for  exam- 
ple, tuberculosis,  parasitic  diseases,  and 
undernourishment,  which  combine  to  kill 
far  more  people  than  the  war.  The  mate- 
rial of  this  brief  report  is  from  the  Peiping 
Union  Medical  College  and  Hospital  of 
Peking,  China.  Wide  experience  in  clinical 
medicine  in  the  Western  and  Eastern  Hemi- 
spheres of  the  world  is  necessary  in  order 
to  make  a useful  comparison  of  the  two. 
Dr.  I.  Snapper,  with  such  qualifications,  has 
done  so  in  “Chinese  Lessons  to  Western 
Medicine.” 

When  one  begins  practicing  obstetrics  in 
China,  it  soon  becomes  apparent  that  many 
conditions  appear  somewhat  different  than 
the  same  conditions  as  seen  in  the  Western 
Hemisphere.  This  is  mainly  due  to  the 
general  malnutrition  of  the  people.  Every 
phase  of  medical  practice  is  affected  by  the 
peculiar  food  situation  in  North  China. 
There  are  certain  other  factors  which  alter 
the  clinical  picture.  Most  important  of 
these  is  the  widespread  anemia  of  the  gen- 
eral population,  which  is  incident  to  poor 
nutrition ; also  the  prevalence  of  parasitic 
diseases  and  tuberculosis. 

One  is  also  required  to  combat  customs 
and  superstitions.  For  example,  obtaining 
autopsies  is  sometimes  a great  problem. 
The  Chinese  are  in  general  opposed  to  the 
practice,  and  after  the  death  of  the  patient 
the  relatives  are  apt  bluntly  to  refuse  a 
request.  Throughout  the  years  this  situa- 
tion has  improved,  and  more  autopsies  are 
now  obtained.  Another  serious  problem 
is  getting  blood  for  transfusions.  During 
the  past  several  years  most  transfusions 
have  been  done  with  stored  blood.  The 
donors  are  secured  from  the  beggar  popu- 
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lation  of  the  city  who  are  already  anemic. 
The  transfusion  service  of  the  hospital  de- 
serves great  credit  in  building  up  the  serv- 
ice of  stored  blood,  which  is  available  at 
all  times.  They  are  constantly  on  the  alert 
to  detect  relapsing  fever,  malaria,  typhus, 
and  syphilis.  The  situation  in  families  is 
occasionally  exasperating.  The  mother-in- 
law  of  an  emergency  patient  must  often  be 
consulted  before  any  operative  treatment 
can  be  carried  out.  Frequently  the  mother- 
in-law  may  live  a hundred  miles  away,  and 
the  patient  may  be  in  hopeless  condition 
before  the  permission  is  obtained.  The 
grandparents  are  also  of  importance,  and 
may  prevent  the  signing  of  a permit  for 
operation.  Girls  are  not  so  important  as 
boys,  and  so  the  operative  permits  for 
granddaughters  are  often  more  readily  se- 
cured than  for  grandsons.  The  officials, 
doctors,  and  nurses  of  the  Peiping  Union 
Medical  College  deserve  the  highest  com- 
mendation for  their  patient  efforts  in  over- 
coming so  many  difficulties,  finally  making 
the  college  one  of  the  best  of  medical  teach- 
ing institutions.  The  young  Chinese  doc- 
tors composing  the  bulk  of  the  staff  of  this 
hospital  and  medical  college,  in  their  in- 
telligent and  willing  efforts,  compare  fa- 
vorably with  those  of  leading  medical  teach- 
ing institutions  elsewhere. 

As  already  indicated,  the  chief  factor 
influencing  the  difference  between  the  prac- 
tice of  obstetrics  in  China  and  in  the  West- 
ern Hemisphere  is  the  malnutrition  of  the 
population.  The  Chinese  diet  is  poor  in  cal- 
cium, vitamins,  proteins,  and  animal  fats. 
Although  the  diet  of  North  China  is  defi- 
cient in  vitamins  A,  C,  and  D,  it  contains 
sufficient  vitamin  B,  because  considerable 
amounts  of  millet  are  eaten,  which  is  a rich 
source  of  vitamin  B.  Therefore,  vitamin 
B deficiency  is  infrequent,  as  contrasted 
with  South  China,  where  rice  is  the  main 
article  of  diet,  and  beriberi  is  still  fre- 
quently seen. 
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It  is  impossible  to  review  even  a small 
number  of  the  interesting  conditions  seen 
in  the  practice  of  obstetrics  in  North  China, 
and  we  shall  limit  this  brief  report  to  one 
condition  which  has  been  proved  to  be  a 
deficiency  disease.  We  should  like  to  show 
how  a medical  condition  when  untreated 
finally  becomes  a surgical  complication  of 
obstetrics;  namely,  osteomalacia.  Osteo- 
malacia, or  softening  of  bone,  was  once 
common  in  Europe,  but  was  practically 
eliminated  by  the  improvement  of  economic 
conditions,  and  changes  in  the  diet  of  the 
various  populations.  It  is  still  found  in 
parts  of  India,  and  in  the  northern  half 
of  China.  In  the  metropolitan  areas,  it 
is  seen  in  Peking  and  Tientsin  among  the 
poorer  part  of  the  population.  The  disease 
is  sufficiently  frequent  that  one  or  more 
osteomalacic  patients  were  constantly  on 
our  wards.  Twenty  years  ago  the  cause 
was  not  understood  and  there  were  various 
theories  as  to  its  origin.  Relatively  re- 
cent textbooks  mention  oophorectomy  as  a 
part  of  treatment,  which  is  far  from  ra- 
tional management. 

Osteomalacia  is  known  to  be  one  of  the 
series  of  rickets,  composed  of  adult  rickets 
or  osteomalacia,  fetal  rickets,  and  infantile 
rickets.  The  fundamental  studies  on  this 
disease  have  been  contributed  by  J.  P. 
Maxwell  and,  more  recently,  S.  H.  Liu.  It 
is  caused  by  a deficiency  of  calcium  and 
phosphorus  in  the  blood,  combined  with  a 
lack  of  vitamin  D,  which  is  known  to  play 
an  important  role  in  the  absorption  and 
metabolism  of  these  minerals.  The  prin- 
cipal symptoms  are  pain  in  the  thighs  and 
back,  followed  by  softening  and  deformities 
in  the  bones  of  the  pelvis,  chest,  vertebrae, 
and  the  long  bones.  The  calcium  content 
of  the  stools  is  increased,  while  that  of  the 
urine  is  decreased  because  of  faulty  ab- 
sorption. During  periods  of  improvement 
the  reverse  holds  true,  indicating  a proper 
intake  of  calcium  in  the  presence  of  vita- 
min D,  which  is  necessary  for  the  absorp- 
tion of  calcium  from  the  intestinal  tract. 

Osteomalacia  is  not  confined  to  women, 


or  dependent  on  the  ovaries,  or  cured  by 
their  removal.  Even  if  the  calcium  intake 
with  the  food  were  more  satisfactory,  the 
insufficient  intake  of  vitamin  D leads  to  a 
negative  calcium  balance.  The  basic  de- 
fect then  is  avitaminosis  D,  which  produces 
a change  in  the  intestinal  tract.  Normally,, 
vitamin  D is  acquired  in  two  ways — by 
being  ingested  in  the  food  eaten  or  through 
the  effect  of  sunshine.  Cholesterol,  which 
exists  in  the  skin,  under  the  influence  of 
sunshine,  is  converted  into  ergosterol,  which 
is,  or  is  similar  to,  vitamin  D.  In  China, 
where  osteomalacia  is  common,  the  win- 
ters are  long,  and  women  of  the  middle 
class  living  at  relatively  high  altitudes  are 
inclined  to  remain  in  the  dark  interior  of 
their  homes,  where  they  are  not  reached  by 
the  ultraviolet  rays  of  the  sunlight.  From 
the  time  that  women  of  the  proud  middle 
class  begin  to  have  pains  in  the  thighs  and 
back,  their  desire  for  movement  is  further 
limited,  and  a vicious  cycle  is  set  in  mo- 
tion. If  pregnancy  occurs  in  such  a sit- 
uation, the  calcium  drain  becomes  severe, 
although  it  must  be  emphasized  that  the 
histories  of  these  patients  indicate  that 
the  disease  first  became  manifest  during 
lactation  rather  than  during  pregnancy, 
which  should  be  expected  because  of  the 
greater  drainage  of  calcium  at  this  time. 
For  these  reasons,  men  having  the  disease 
suffer  less  severely  and  are  far  fewer  in 
number. 

According  to  Maxwell,  the  average  diet 
of  these  poor  patients  provides  only  about 
1,200  calories — thirty  grams  protein,  twen- 
ty-two grams  fat,  and  less  than  half  of  the 
calcium  and  phosphorus  which  are  neces- 
sary. Carbohydrates,  on  the  other  hand,  are 
in  excess,  and  make  up  seventy-two  per  cent 
of  the  total  calories.  It  is  indeed  remark- 
able that  osteomalacia  is  not  more  fre- 
quently seen,  but  the  body  is  an  efficient 
machine,  and  if  there  are  calcium  and  phos- 
phorus in  proper  proportion  it  can  survive, 
provided  that  a moderate  supply  of  vitamin 
D is  available,  even  though  the  total  min- 


128 


SOME  REMARKS  ON  OSTEOMALACIA  IN  CHINA— Whltacre 


May,  1945 


erals  are  below  the  accepted  minimum  re- 
quirement. 

The  usual  history  obtained  is  a patient 
admitted  as  an  emergency  case  in  pro- 
longed labor.  She  has  had  rickets  in  child- 
hood, as  evidenced  by  bowlegs.  Married 
young,  she  has  been  indoors  most  of  the 
time  and  on  an  inadequate  diet.  Late  rick- 
ets gradually  develops,  and  with  the  ad- 
vent of  pregnancy  and  lactation,  adult  rick- 
ets or  osteomalacia  makes  its  appearance. 
The  stature  shortens ; the  chest  becomes 
deformed ; and  the  pelvis  folds  together. 
The  child  is  also  affected,  for  fetal  rickets 
is  not  uncommon  among  the  children  of 
these  mothers.  During  the  last  three 
months  of  intra-uterine  life,  the  fetus  is 
storing  calcium  to  be  prepared  for  the 
period  of  rapid  growth  in  the  first  few 
months  of  neonatal  life.  If  this  supply  is 
not  available,  fetal  rickets  appears,  or  in- 
fantile rickets  is  very  likely  to  develop. 
The  drain  on  maternal  and  fetal  life  is 
considerable,  and  in  addition  to  actual  mor- 
tality, there  is  an  immense  amount  of  pre- 
ventable suffering. 

When  the  pelvis  is  collapsed,  the  only 
possible  method  of  delivery  is  by  Caesarean 
section,  or  in  other  situations  by  embryot- 
omy, and  this  procedure,  even  with  the 
greatest  care,  may  be  attended  by  danger 
to  the  mother,  and  by  terrible  consequences 
when  treated  by  untrained  midwives.  We 
have  seen  so  many  cases  where  bowel  has 
been  torn  and  the  base  of  the  bladder  de- 
stroyed. When  the  family  appreciates  the 
advantages  of  modern  medicine,  and  it  is 
possible  to  do  a planned  Caesarean  section, 
there  is,  of  course,  good  hope  of  saving 
both  the  mother  and  the  child. 

As  previously  indicated,  this  disease  has 
its  serious  surgical  considerations.  We 
were  able  to  report  a series  of  forty-four 
consecutive  cases  of  rupture  of  the  uterus. 
In  considering  the  etiology,  it  was  apparent 


that  contracted  pelvis  was  by  far  the  great- 
est single  cause,  and  many  times  this  con- 
dition was  due  to  osteomalacia.  In  an- 
other study  of  obstetrics  operations,  as  yet 
unpublished,  we  reviewed  215  consecutive 
cases  of  transverse  presentation  of  the 
fetus,  which  required  102  decapitations, 
eighty  versions  usually  followed  by  ex- 
traction, and  nine  Caesarean  sections  of 
various  types.  In  reviewing  the  causes 
necessitating  these  often  difficult  operative 
procedures,  multiparity,  malpositions  of  the 
fetus,  early  rupture  of  the  membranes,  and 
plain  neglect  were  the  most  important;  but 
osteomalacia  still  contributed  liberally  to 
these  accidents. 

The  studies  of  Maxwell,  and,  later,  of 
Liu,  have  done  much  to  advance  our  knowl- 
edge. The  significance  of  their  studies  goes 
much  further  than  osteomalacia  alone,  for 
what  vitamin  D does  for  the  osteomalacic 
patient,  it  also  does  for  normal  persons, 
and  the  understanding  of  the  metabolic 
problem  at  hand  has  made  it  possible  for 
physicians  more  intelligently  to  treat  this 
group  of  patients,  and  if  seen  early,  to 
avoid  a great  many  surgical  procedures. 

The  practice  of  obstetrics  in  any  country 
is  a combination  of  internal  medicine  and 
surgery,  plus  the  problems  incident  to  re- 
production. No  one  doing  obstetrics  wishes 
to  be  merely  a mechanic,  believing  that  if 
delivery  does  not  take  place  surgery  is  in- 
dicated. It  becomes  evident  that  a most 
important  factor  in  the  practice  of  obstet- 
rics is  internal  medicine,  in  the  sense  that 
if  we  understand  the  mechanism  of  the 
various  conditions  encountered  in  practice, 
we  are  better  able  to  treat  them.  Medical 
schools  in  general  consider  the  department 
of  medicine  to  be  the  backbone  of  the  in- 
stitution, which  is  as  it  should  be.  Preg- 
nancy confers  no  immunity  to  any  disease, 
and  therefore  all  diseases  are  encountered 
in  the  practice  of  obstetrics.  To  practice 


May,  1945 


SOME  REMARKS  ON  OSTEOMALACIA  IN  CHINA— Whitacre 


129 


good  obstetrics,  we  must  try  to  understand 
and  treat  many  and  varied  medical  con- 
ditions. Osteomalacia  then  is  only  one  of 
several  medical  conditions  which,  if  un- 
treated, become  surgical  complications  in 
obstetrics. 
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Our  President  for  1945-1946 

William  Calvert  Chaney  was  born  October  12,  1889,  at  Chaney,  Calvert 
County,  Maryland.  He  was  the  second  son  of  Dr.  Thomas  M.  and  Emma  G. 
Chaney  to  follow  in  his  father’s  footsteps  as  a physician.  He  received  his 
early  education  in  the  public  schools  of  Baltimore,  Maryland,  and  graduated 
from  the  Central  High  School  of  Washington,  D.  C.  He  acquired  his  pre- 
medical training  at  the  University  of  Pennsylvania,  where  he  also  received 
the  degree  of  M.D.  in  1917,  having  been  graduated  with  honor.  He  was  an 
interne  at  the  University  of  Pennsylvania  Hospital  from  June,  1917,  to  June, 
1918,  when  he  was  called  on  active  duty  with  the  Medical  Corps  of  the 
United  States  Army.  He  served  in  the  department  of  neurology  of  the 
Medical  Corps  as  a lieutenant  until  August  15,  1919.  He  entered  the  Mayo 
Foundation  as  a Fellow  in  Medicine  September,  1919,  and  was  given  his 
“M.S.  in  Medicine”  by  the  University  of  Minnesota  in  September,  1922. 
The  same  year  he  was  appointed  first  assistant  in  medicine  at  the  Mayo 
Clinic  and  on  October  1,  1923,  an  associate  in  medicine.  In  1922  he  was 
elected  to  Sigma  Xi  honorary  fraternity. 

He  began  his  practice  of  internal  medicine  in  Memphis,  April  1,  1924. 
He  was  made  assistant  professor  of  medicine  in  the  University  of  Tennessee 
College  of  Medicine  in  1930  and  associate  professor  in  1934.  He  is  a member 
of  the  staff  of  all  the  Memphis  hospitals.  Soon  after  his  arrival  in  Memphis 
he  became  active  in  the  Memphis  and  Shelby  County  Medical  Society  and 
served  it  as  its  efficient  president  in  1940.  He  is  a Fellow  of  the  American 
College  of  Physicians  and  at  the  present  time  is  governor  for  the  state  of 
Tennessee. 

The  practice  of  medicine  is  not  only  Doctor  Chaney’s  avocation.  It  is 
his  hobby  and  chief  joy  of  life.  Every  difficult  diagnostic  problem  is  ac- 
cepted as  a challenge.  He  does  not  go  off  on  a tangent  but  follows  the  es- 
sential clues  to  the  center  and  to  the  solution  of  the  problem.  The  high 
esteem  in  which  he  is  held  as  a consultant  is  a tribute  to  his  acumen  as  a 
diagnostician.  He  has  made  numerous  contributions  to  medical  literature, 
the  most  outstanding  of  which  was  his  work  on  the  pathology  of  the  spleen 
and  on  the  tendon  reflexes  in  myxedema. 

The  members  of  the  Tennessee  Medical  Association  are  probably  more 
familiar  with  and  better  acquainted  with  Doctor  Chaney,  the  brilliant  in- 
ternist, than  they  are  with  William  Calvert  Chaney,  the  man.  While  en- 
dowed by  nature  with  a keen  sense  of  humor  and  a ready  wit,  these  gifts 
are  no  mere  compensation  or  camouflage  for  a lack  of  willingness  or  the 
inability  to  be  serious.  Every  question  with  which  he  is  confronted  receives 
the  same  careful  mental  analysis  that  a diagnostic  problem  is  accorded. 
He  is  uncommon  in  that  he  has  good  common  sense.  His  discussions,  based 
on  careful  reasoning  and  a broad  experience,  are  uncanny  in  their  accuracy 
and  justice.  He  has  plenty  of  courage  to  stand  by  his  decisions  and  his  con- 
victions. He  has  all  the  qualities  that  the  President  of  the  Tennessee  Medi- 
cal Association  should  have  and  his  service  on  the  board  of  trustees  will 
give  him  the  necessary  experience  to  make  us  a truly  great  president. 

C.  H.  Heacock,  M.D. 


I. 


:C<3>a= 


I 

=Kr<!£>:i 


132 


EDITORIAL 


May,  1945 


SHOULDERS,  HARRISON  H.,  surgeon;  b.  Whitleyville,  Tenn.,  February  27, 
1886;  s.  Leonard  Hogg  and  Belle  M.  (Clark)  S;  student,  Potter  Bible  College,  Bowling 
Green,  Kentucky,  1902-04;  M.D.,  University  of  Nashville,  Medical  Department,  1909; 
m.  Virginia  Swiggart,  December  5,  1922;  children:  Harrison  H.,  Virginia  Hale,  Mary 
Swiggart.  Began  as  physician  Nashville,  Tennessee,  1909;  intern  St.  Thomas  Hospital, 
Nashville,  1910;  resident  sui'geon  Fort’s  Infirmary,  Nashville,  1910-12;  assistant  secre- 
tary and  executive  officer  Tennessee  Department  of  Health,  1912-17 ; postgraduate  work 
New  York  Postgraduate  Hospital,  1919-20;  resident  surgeon  St.  Luke’s  Hospital,  New 
York  City,  1920;  house  surgeon  Hospital  for  Ruptured  and  Crippled,  New  York  City, 
1921;  in  practice  at  Nashville  since  1921.  Served  as  captain,  Medical  Corps,  United 
States  Army,  overseas,  1917-19.  Certified  as  member  Founders  Group  by  American 
Board  of  Surgery;  Fellow,  American  Medical  Association;  Speaker  of  House  of  Dele- 
gates; American  College  of  Surgeons;  Member  of  Tennessee  State  Medical  Association 
(Secretary-Editor),  Nashville  Surgical  Club  (President,  1940),  Southern  Medical  As- 
sociation; Independent  Republican,  Mason  (K.  T.,  Shriner) ; Club:  Belle  Meade  Country 
(Nashville).  Contributed  editorials  to  JOURNAL  OF  TENNESSEE  STATE  MEDICAL 
ASSOCIATION.  Home:  Belle  Meade  Boulevard.  Office:  508  Doctors  Building,  Nash- 
ville, Tennessee. — Who’s  Who  in  America,  Volume  23. 
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The  practice  of  medicine  is  a high  calling,  demanding  of  its 
practitioners  sterling  qualities  of  character  and  stern  devotion  to 
duty.  The  high  plane  upon  which  it  is  cast  is  reflected  in  the  Hip- 
pocratic oath  to  which  its  devotees  are  committed  in  spirit  and 
deed.  These  lofty  ideals  are  portrayed  in  medical  ethics  and  pro- 
fessional conduct. 

A profession  has  as  its  chief  object  the  service  it  can  render 
humanity  rather  than  personal  gain.  Members  of  the  profession 
are  exhorted  to  use  every  honorable  means  to  uphold  the  dignity 
and  honor  of  their  vocation  and  to  exalt  its  standards  and  extend 
its  sphere  of  usefulness.  The  achievement  of  these  ends  requires 
diligence  and  unremitting  effort.  In  attaining  these  standards,  a 
physician  serves  alike  his  profession  and  the  public. 

Dr.  Harrison  H.  Shoulders,  who  served  the  Tennessee  State 
Medical  Association  as  secretary  and  as  editor  of  the  State  Jour- 
nal for  eighteen  years,  not  only  conspicuously  conforms  to  the 
ideals  of  his  profession,  but  has  revealed  himself  as  a faithful  and 
efficient  servant.  Possessed  of  a clear,  vigorous  mind  and  un- 
bounded energy,  he  has  unstintingly  devoted  his  many  talents  to 
the  medical  profession,  both  nationally  and  locally.  The  signal 
success  which  has  crowned  his  efforts  merits  admiration  and  a 
debt  of  gratitude  which  is  affectionately  bestowed  by  his  confreres. 


H.  M.  T. 
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President’s  Message 


It  is  with  a feeling  of  very  great  responsibility  that  I accept  the 
honor  of  taking  over  the  duties  of  the  incoming  president.  Either  this 
year  or  next  the  storm  of  socialized  medicine  will  break  in  full  fury  upon 
us  and  we  cannot  do  too  much  now  to  prepare  ourselves  for  it. 

Tennessee  was  indeed  fortunate  in  having  Doctor  Copenhaver  as  presi- 
dent of  its  Medical  Society  last  year.  He  and  his  committees  have  accom- 
plished a very  great  deal,  and  it  is  my  desire  that  we  take  up  just  where 
they  have  left  off.  During  the  past  year  important  bills  have  been  passed 
in  the  State  Legislature — laws  that  have  put  the  practice  of  medicine  in 
Tennessee  on  a very  secure  basis.  One  of  the  most  important  of  these 
is  the  Basic  Science  Law.  Another  is  an  enabling  act  which  is  an  active 
step  in  combatting  socialized  medicine.  This  act  will  allow  us  to  furnish 
the  people  of  the  state  a nonprofit  prepayment  plan  of  medical  and  sur- 
gical care. 

We  hear  much  today  about  medical  care  for  the  underprivileged  and 
for  those  in  the  lower  income  brackets.  Much  of  this,  of  course,  is  political 
propaganda  to  pave  the  way  for  government  control  of  medicine.  It  is 
true  that  the  wealthy  can  employ  many  nurses,  select  large  hospital 
rooms,  and  oftentimes  have  too  many  doctors  to  care  for  them ; but  the 
important  fact  is  that  with  all  their  money  they  have  never  been  able  to 
buy  a lower  mortality  rate  than  the  poor. 

The  fact  that  we  are  in  the  midst  of  a social  revolution  that  is  world- 
wide must  be  accepted.  In  wartime  the  masses  of  the  people  want  a 
change  of  everything.  This  spirit  of  restlessness  led  to  prohibition  in  the 
first  World  War  and  in  this  one  it  may  lead  to  socialized  medicine. 

We  believe  in  the  principle  of  state  rights.  A system  of  medical  prac- 
tice that  will  work  well  in  one  state  may  be  entirely  impractical  in  another. 

We  believe  in  a wholehearted  enthusiastic  and  loyal  support  of  the 
American  Medical  Association. 

Our  attempts  to  meet  the  demands  of  those  who  advocate  state  medi- 
cine is  an  excellent  step  in  the  right  direction.  We  should  attempt  to 
meet  those  and  other  demands  so  long  as  we  do  not  lower  the  standards 
of  American  medicine.  The  minute  that  the  real  fundamental  principles 
of  medicine,  as  we  see  them,  are  threatened,  we  have  a right  to  use  every 
means  at  our  disposal  to  preserve  the  kind  of  medical  practice  that  will 
safeguard  the  nation’s  health. 

The  most  powerful  weapon  that  we  have  and  one  that  is  very  formi- 
dable is  organization.  Remember  that  it  takes  eight  years  to  train  a 
physician,  and  it  will  not  be  easy  for  the  government  to  replace  those  of 
us  who  will  not  work  under  a plan  that  will  jeopardize  the  health  of  the 
people.  I think  that  every  county  and  state  society  should  find  out  just 
how  many  of  its  members  will  be  loyal  and  willing  to  hold  out  for  the 
type  of  medicine  we  think  is  best.  The  time  has  come  when  doctors 
should  be  wholeheartedly  for  the  high  standards  of  our  medical  organiza- 
tions or  not  members  at  all. 

As  older  physicians  it  is  our  duty  to  safeguard  American  medicine  until 
the  third  of  our  membership  who  are  now  in  the  armed  forces  have  a 
chance  to  help  solve  this  problem.  These  physicians  who  are  in  uniform 
today  will  be  the  leaders  in  the  profession  of  tomorrow.  They  went  into 
the  war  to  preserve  the  way  of  American  life.  When  they  return,  they 
should  be  asked  to  help  in  planning  the  future  of  American  medicine. 

Revolutionary  changes  in  medicine,  medical  service  controlled  by  poli- 
ticians, and  “isms”  and  “cults”  that  try  to  enter  medical  practice  by  the 
back  door  are  all  destructive  to  health  and  have  no  place  in  American 
medicine  of  the  future. — W.  C.  C. 
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The  Physician 

Holy  Writ  records  a case  of  “a  woman 
with  a flow  of  blood  who  had  suffered  many 
things  from  many  physicians.”  It  appears 
that  the  English-speaking  world  is  likewise 
suffering  many  things  from  many  physi- 
cians. 

Let’s  see  what  a physician  really  is.  Ac- 
cording to  the  Standard  Dictionary,  he  is 
“one  versed  in  or  practicing  the  art  of 
medicine,  or  healing  bodily  disease  by  the 
administration  of  medicine.  Specifically, 
one  legally  authorized  to  treat  diseases;  a 
doctor  of  medicine  . . . often  used  figura- 
tively in  a moral  sense.” 

The  term  doctor  is  practically  synony- 
mous, being  defined  as  “(1)  a practitioner 
of  medicine  or  surgery,  (2)  a person  who 
has  received  a diploma  of  the  highest  de- 
gree in  a faculty  as  of  divinity,  law,  etc.” 

If  the  terms  doctor  and  physician  were 
used  according  to  the  above  definitions,  we 
would  be  well  on  the  way  to  curing  much 
of  the  malady  which  is  caused  by  “many 
physicians.” 

Let  us  name  some  of  the  kinds  of  “doc- 
tors” who  are  producing  so  much  confu- 
sion. 

As  doctors  of  medicine,  we  humbly  as- 
sume our  share  of  the  cause  of  this  suf- 


fering. We  claim  no  infallibility.  We  be- 
lieve we  have  a reputation  for  fair  dealing 
and  for  giving  conscientious  service  in  our 
efforts  to  cure  disease  and  relieve  suffering 
by  accepted  methods. 

Doctors  of  dental  surgery  are  likewise 
entitled  to  the  same  consideration  we  claim 
for  medicine.  Doctors  of  divinity,  law,  and 
philosophy  certainly  have  their  useful  place 
in  our  civilization.  They  likewise  may  have 
at  times,  unintentionally,  added  to  the  suf- 
fering of  humanity  just  as  medical  and 
dental  men  have. 

The  above  doctors  are,  according  to  the 
definitions,  entitled  to  be  called  doctor. 
They  have  studied  for  years  to  earn  the 
degree,  and  they  spend  their  lives  in  sus- 
taining the  high  standards  of  their  pro- 
fessions. 

Be  it  far  from  us  to  say  one  word  to 
detract  from  the  service  rendered  by  dis- 
pensers of  drugs.  These  men  are  trained 
to  carry  out  a very  important  function. 
They  are  closely  regulated  by  law.  They 
stand  high  in  the  commercial  world.  Ad- 
mitting all  of  this,  the  custom  of  address- 
ing them  as  “doctor”  is  a cause  of  confu- 
sion, an  unwarranted  use  of  a title,  and 
distinction  not  wanted  by  them.  Even  their 
soda  jerkers  are  called  “doctor”  by  some 
of  the  ignorant  who  would  not  dare  to 
use  that  title  when  addressing  the  attend- 
ants of  fountains  in  restaurants. 

The  most  dangerous  part  of  this  doctor 
question  is  evident  when  our  civilized  world 
fills  with  cultists  and  quacks  who  mas- 
querade under  the  title  of  “doctor.”  The 
writer  once  saw  in  China  a Jap’s  sign  read- 
ing, “Dr.  Isimato,  dentist  and  fix  eye.”  In 
California  it  is  much  easier  to  find  a cultist, 
legalized  we  hope,  who  guarantees  his 
cures,  than  it  is  to  find  a legally  qualified 
doctor  of  medicine.  But  why  go  away 
from  home  to  look  for  such  dangers?  Not 
a week  passes  that  does  not  bring  word  of 
the  depredations  of  “doctors,”  practicing 
legally  and  illegally,  who  add  to  the  suf- 
fering of  our  people. 

In  the  face  of  all  this  confusion,  one  sug- 
gestion may  be  beneficial.  Let  all  of  us 
who  have  received  the  degree  of  doctor  of 
medicine  abandon  the  greatly  abused  and 
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overworked  title  of  doctor.  On  our  sta- 
tionery, prescription  blanks,  and  doors  let 
us  have  our  names  followed  by  the  letters 
M.D.  Let  us  consider  the  advisability  of 
taking  legal  steps  to  compel  all  persons 
using  the  title  doctor  to  indicate  definitely 
whether  they  are  doctors  of  medicine,  den- 
tistry, veterinary  surgery,  philosophy,  law, 
divinity,  osteopathy,  chiropractic,  naturop- 
athy. 

Check  your  prescription  blanks,  station- 
ery, and  signs.  Help  kill  this  infernal  use 
of  the  word  “doctor.”  Even  the  daily  press 
might  then  be  more  careful  in  conferring 
the  degree  of  doctor  on  technicians,  bacte- 
riologists, druggists,  and  others  who  nei- 
ther deserve  nor  want  the  distinction. 


Nonfeasance? 

Baby  bye, 

Here’s  a fly; 

We’ll  watch  him,  you  and  I. 

There  he  goes, 

On  his  toes, 

Tickling  baby’s  nose. 

Mother  Goose. 

The  later  version  of  the  above  runs : 
Baby  bye, 

Here’s  a fly; 

We’ll  swat  him,  you  and  I. 

It  seems  that  this  year  there  is  a war  on. 
It  also  appears  that  those  who  were  charged 
with  caring  for  the  public  health  have  been 
otherwise  busy  and  have  decided  to  let 
the  baby  watch  the  fly,  be  tickled  by  the 
fly,  or  swat  the  fly  gently  (gently  because 
the  fly  may  have  a friend  in  Washington). 
It  is  absolutely  impossible  to  secure  screen 
wire  for  replacement  of  screens  which,  we 
have  been  taught,  were  valuable  in  protect- 
ing the  baby  from  flies. 

But  why  should  we  worry  about  a few 
little  things  as  small  as  flies  when  we  have 
a big  Wagner-Murray-Dingell  bill  to  take 
the  full  time  of  those  who  should  guard  the 
public  health? 


The  Vitamin  Business 
We  reproduce  here  the  first,  second,  and 


closing  paragraphs  of  an  article  on  “The 
Vitamin  Business”  which  appeared  in  the 
May  issue  of  Fortune. 

These  four  paragraphs  contain  very 
startling  statements,  and  we  are  sure  that 
many  of  our  readers  will  want  to  see  the 
full  article. 

We  are  indebted  to  the  editor  of  Fortune 
for  permission  to  reproduce  this  portion 
of  the  article. 

“Nineteen  hundred  forty-four  was  a busy 
year  for  United  States  vitamin  manufac- 
turers. They  disposed  of  roughly  $200,- 
000,000  worth  of  capsules,  tablets,  syrups, 
elixirs,  and  other  preparations — a third  of 
all  drug  sales — over  the  counters  of  drug, 
grocery,  and  department  stores  and  through 
mail-order  catalogues.  To  millers  and 
bakers  they  sold  about  $12,000,000  worth 
of  B vitamins  for  enrichment  of  flour  and 
bread.  To  margarine  manufacturers  they 
sold  $2,000,000  worth  of  vitamin  A;  to 
fluid  and  evaporated  milk  companies,  $1,- 
500,000  worth  of  vitamin  D ; to  animal 
feed  suppliers,  $20,000,000  worth  of  vita- 
mins A and  D.  Following  the  trend,  man- 
ufacturers of  beer,  sandwich  spreads,  jams, 
jellies,  and  candy  put  $100,000  worth  of 
assorted  vitamins  into  their  products.  The 
United  States  government  was  a large  pur- 
chaser, too.  About  $5,000,000  worth  of 
vitamin  tablets  were  shipped  to  servicemen 
in  far-northern  and  tropical  countries  and 
for  use  in  emergency  field  rations,  in  addi- 
tion to  vitamin  preparations  in  other  forms. 
At  least  another  $13,000,000  worth  of  vita- 
mins were  bought  for  distribution  abroad 
through  lend-lease  and  the  Red  Cross. 

“In  other  ways  besides  sales,  the  indus- 
try had  a memorable  year.  It  was  called 
by  Dr.  Ernst  P.  Boas  of  the  Columbia  Col- 
lege of  Physicians  and  Surgeons  ‘the 
damnedest  racket  ever  perpetrated  upon 
the  public.’  It  was  blasted  by  the  Ameri- 
can Medical  Association  for  venality,  in- 
effectiveness, and  waste;  unfavorably  re- 
ported on  by  Duke  University  Medical 
School  investigators ; involved  with  the  Of- 
fice of  Price  Administration  on  charges 
of  price  gouging.  Some  of  its  members 
were  hauled  up  by  the  Department  of 
Justice  on  antitrust  charges;  others  were 
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cracked  down  on  by  the  Federal  Trade 
Commission  for  false  and  misleading  ad- 
vertising. There  was  a barrage  of  derog- 
atory comments  by  consumer  surveys,  med- 
ical journals,  and  the  lay  press  in  general. 
* * * 

“But  as  for  ‘subclinicaT  vitamin  defi- 
ciencies, the  case  has  yet  to  be  proved. 
Vitamin  therapy  may  have  a role  to  play, 
but  it  must  be  established  by  studies  equal 
to  those  already  done  on  outright  deficiency 
diseases.  Even  the  American  Medical  As- 
sociation, which  would  have  all  vitamins 
sold  only  by  doctor’s  prescription,  is  dis- 
turbed because  doctors  these  days  pre- 
scribe them  in  such  colossal  quantities  (half 
of  total  sales).  Moreover,  since  so  little 
has  been  proved  scientifically  with  regard 
to  incipient  deficiencies,  it  is  obviously  mis- 
leading to  encourage  the  public  by  direct 
advertisement  to  diagnose  and  treat  these 
ailments  for  itself. 

“It  boils  down  to  this.  Nutritionists  ac- 
knowledge that  a large  segment  of  the 
United  States  population  needs  more  food 
and  better  food  habits.  To  raise  inferior 
dietary  standards,  they  urge  a nation-wide 
program  of  education  in  the  careful  se- 
lection and  proper  cooking  of  food — not 
pills  to  compensate  for  the  lack  of  both. 
Until  good  food — and  good  cooking — can 
be  made  as  glamorous  to  the  public  as 
pills,  quantities  of  pills  of  some  sort  will 
undoubtedly  be  sold.  Already  the  phar- 
maceutical world  is  buzzing  with  plans  for 
commercial  production  and  over-the-coun- 
ter sale  of  amino  acids.  These  protein  ele- 
ments, found  in  meat,  eggs,  fish,  etc.,  may 
be  produced  synthetically,  packed  as 
compactly  as  possible,  and  sold  with  slogans 
featuring  ‘quick-energy’  appeal.  Perhaps 
the  challenge  to  the  United  States  food 
industry,  implicity  in  this  fact,  will  one 
day  be  met.  It  is  also  a challenge  to  the 
United  States  consumer  to  get  wise  to  good 
food  and  good  cooking.” 


We  have  been  wondering  for  sometime 
if  some  of  the  members  of  the  association 
would  not  like  to  have  the  opportunity  to 
express  themselves  for  the  benefit  of  other 
members  of  the  association.  We  believe  the 
only  way  to  settle  this  question  is  to  ask 
those  members  who  may  have  something  to 


say  for  the  good  of  the  order  to  write  a 
statement  for  publication,  and  it  may  be 
that  this  will  develop  into  a strong  feature 
of  the  Journal. 


DEATHS 


Maurice  Stewart  Doak,  M.D. 

Maurice  Stewart  Doak,  M.D.,  Newport; 
University  of  Tennessee,  College  of  Medi- 
cine, Memphis,  1924;  aged  forty-six;  died 
January  20,  1945,  of  an  accidental  gunshot 
wound  received  while  returning  from  duck 
hunting. 


Henry  Petway  Spencer,  M.D. 
Henry  Petway  Spencer,  M.D.,  White 
Bluff ; University  of  Tennessee,  College  of 
Medicine,  Memphis,  1907  ; aged  sixty-seven ; 
died  suddenly  April  18,  1945. 


John  Thomas  Herron,  M.D. 

John  Thomas  Herron,  M.D.,  Jackson; 
Jefferson  Medical  College  of  Philadelphia, 
Pennsylvania,  1884;  aged  eighty-six;  died 
April  21,  1945,  from  injuries  received  in 
a fall. 


Asa  Meeks  McRee,  M.D. 

Asa  Meeks  McRee,  M.D.,  Trenton;  Van- 
derbilt University,  School  of  Medicine, 
Nashville,  1897 ; aged  seventy-two ; died 
January  7,  1945. 


William  Litterer,  M.D. 

William  Litterer,  M.D.,  Nashville;  Van- 
derbilt University  School  of  Medicine, 
Nashville,  1901;  aged  sixty-seven;  died 
May  1 in  Miami,  Florida,  following  a long 
illness. 


Charles  Cleveland  Stockard,  M.D. 

Charles  Cleveland  Stockard,  M.D.,  Law- 
renceburg;  University  of  Nashville;  aged 
sixty ; died  May  6,  1945,  following  an  illness 
of  several  months. 


RESOLUTIONS 


Robert  Ratze  Brown,  M.D. 

The  following  tribute  was  paid  to  Dr. 
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Robert  R.  Brown  by  the  Nashville  Surgical 
Society : 

We,  the  Nashville  Surgical  Society,  in 
regular  session  assembled,  desire  to  com- 
memorate the  character  and  achievements 
of  one  of  our  admired  and  beloved  mem- 
bers, Dr.  Robert  Ratze  Brown,  who,  on 
February  6,  1945,  answered  the  final  sum- 
mons, leaving  in  the  hearts  of  friends  and 
those  to  whom  he  ministered  a deep  sense 
of  sorrow  and  bereavement. 

Doctor  Brown  was  born  March  11,  1890, 
near  Allensville,  Kentucky.  His  profes- 
sional education  was  acquired  in  the  Van- 
derbilt University  School  of  Medicine,  from 
which  he  graduated  in  1914.  The  prepara- 
tion for  the  practice  of  his  profession  was 
enhanced  by  an  internship  in  the  Nashville 
General  Hospital  and  association  for  sev- 
eral years  with  a great  general  surgeon, 
Dr.  Duncan  Eve,  Sr. 

He  entered  the  armed  service  of  his  coun- 
try in  1917  as  a lieutenant  in  the  Vanderbilt 
University  Hospital  Unit.  He  displayed 
undaunted  courage  and  stern  devotion  to 
duty  while  in  the  front  lines  of  combat  with 
the  First  Division  in  the  United  States 
Army.  He  was  rewarded  with  the  rank 
of  captain. 

He  was  a member  of  the  American  Med- 
ical Association,  Tennessee  State  Medical 
Society,  Nashville  Academy  of  Medicine, 
and  Davidson  County  Medical  Society,  of 
which  he  was  a past  president,  the  Ameri- 
can Academy  of  Orthopedic  Surgeons,  and 
the  Clinical  Orthopedic  Society.  He  was 
assistant  professor  of  clinical  orthopedic 
surgery  in  his  Alma  Mater.  He  was  a 
board  member  of  the  Tennessee  State  Crip- 
pled Children’s  Commission,  and  a staff 
member  of  St.  Thomas,  Protestant,  Nash- 
ville General,  and  Vanderbilt  Hospitals, 
and  the  Junior  League  Home  for  Crippled 
Children. 

Endowed  by  nature  with  a genial  and 
friendly  disposition  and  a pleasing  per- 
sonality, he  was  genei’ally  beloved.  He  was 
eminently  practical  and  possessed  rare 
judgment  which  was  prominently  displayed 
in  his  professional  activities. 

He  was  a devotee  to  numerous  sports,  in 
all  of  which  he  excelled.  He  possessed  a 
highly  competitive  spirit,  which  was 
crowned  by  a fine  sense  of  justice  and  fair- 
ness. 


Throughout  his  life  he  displayed  unusual 
devotion  to  his  parents,  particularly  to  his 
mother,  whom  he  loved  and  revered,  not 
only  as  a parent,  but  as  a companion. 

He  attained  eminence  in  his  chosen  spe- 
cialty and  also  excelled  in  patriotic  service, 
both  to  his  country  and  to  his  community, 
thereby  fulfilling  to  the  highest  degree  the 
ideals  and  traditions  of  the  finest  Amer- 
ican citizenship. 

He  loved  little  children  and  ministered 
unto  them.  Enshrined  in  their  hearts,  his 
name  wafted  aloft  on  the  wings  of  prayer 
— with  the  kiss  of  gratitude  on  his  skillful 
hands,  they  await  the  smile  of  recognition 
in  his  blue  eyes  when  they  shall  meet  again. 

Tenderly  we  leave  him  sleeping  in  his 
Creator’s  keeping,  as  memory  of  him  lin- 
gers, an  inspiration  to  human  devotion  and 
service  to  his  fellow  man. 

With  resignation  we  consign  him  to  the 
Infinite,  secure  in  the  knowledge  that  he 
has  fulfilled  eternal  destiny. 

To  his  bereaved  mother  we  extend  a 
sympathetic  understanding  and  the  binding 
tie  of  a common  loss. 

We  trust  that  beyond  the  silent  night 
there  is  an  endless  day. 

As  friends  and  fellow  members  of  the 
Nashville  Surgical  Society,  we  confer  on 
him  our  richest  blessings,  lasting  respect, 
and  continued  love. 

R.  W.  Billington,  M.D., 

H.  M.  Tigert,  M.D., 

Committee. 

April  10,  1945. 


R.  L.  Gallaher,  M.D. 

Again  the  Angel  of  Death  has  visited  our 
ranks  and  removed  from  our  midst  one 
of  our  most  beloved  physicians,  Dr.  R.  L. 
Gallaher.  For  years  to  come  the  memory 
of  his  good  deeds,  kindly  advice,  profes- 
sional services,  and  the  personal  sacrifices 
entailed  will  be  remembered  by  hundreds 
of  his  patients.  He  will  be  remembered 
as  a good  friend  as  well  as  a beloved  physi- 
cian. 

Doctor  Gallaher  was  born  in  Roane 
County  on  August  25,  1878.  He  died  in 
Caryville,  Tennessee,  February  8,  1945, 
where  he  had  lived  for  a number  of  years. 
He  was  graduated  from  Vanderbilt  Univer- 
sity in  the  year  of  1900. 
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The  Anderson-Campbell  County  Medical 
Society,  of  which  he  was  one  of  its  most 
devoted  and  loyal  members,  has  sustained  a 
loss  of  which  we' all  shall  be  conscious.  He 
has  served  as  its  president  a number  of 
times.  At  the  time  of  his  death  he  was 
vice-president. 

Doctor  Gallaher  was  for  twenty-five 
years  a faithful  member  of  the  Southern 
Railway  Association  of  Surgeons. 

This  society,  in  recognition  of  his  many 
outstanding  qualities,  with  grief  and  sor- 
row coming  at  his  death,  desires  to  express 
its  respect  and  great  admiration  of  him 
by  making  this  tribute  a permanent  record 
and  furnishing  a copy  of  same  to  the  fam- 
ily, The  Tennessee  State  Medical  Jour- 
nal, and  that  a copy  be  spread  on  the 
minutes  of  the  Anderson-Campbell  County 
Medical  Society. 

J.  M.  Cox,  M.D. 

M.  L.  Davis,  M.D. 

Roscoe  C.  Pryse,  M.D. 


John  Lemuel  Jelks,  M.D. 

Our  profession  is  much  poorer  by  the 
loss  of  John  Jelks.  His  interest  in  medi- 
cine was  wise  and  not  confined  to  his  spe- 
cialty of  proctology.  This  was  shown 
by  his  readiness  at  all  times  to  discuss  in 
our  midst  many  phases  of  medical  prac- 
tice. He  was  independent  and  original  in 
his  thought  and  action,  proposing  new 
theories  of  disease  within  his  field.  His 
skill  as  a surgeon  was  great,  and  his  knowl- 
edge profound. 

On  this  basis  he  had  been  invited  to 
write  a chapter  on  his  specialty  in  Hirsch- 
man’s  Disease  of  the  Rectum,  Sigmoid,  and 
Colon  and  a chapter  in  the  Cyclopedia  of 
Medicine. 

Cheerful  and  helpful,  he  was  beloved  by 
all  the  members  of  his  profession  who 
knew  him.  He  shared  his  knowledge  glad- 
ly with  his  fellow  practitioners  and  shared 
himself  with  his  patients.  He  followed  the 
ideals  of  the  old-time  practitioner.  A 
pleasant  friend  and  companion,  he  will  be 
sorely  missed. 

Doctor  Jelks  was  born  in  Bells,  Tennes- 
see, and  attended  the  University  of  Ar- 
kansas. He  received  his  medical  degree 
from  the  Memphis  Hospital  Medical  Col- 


lege. After  practicing  a year  in  Arkansas, 
he  returned  to  Memphis  and  built  up  his 
practice  and  reputation  in  the  field  of  sur- 
gery and  proctology. 

In  1903,  he  married  the  late  Minnie  Roll- 
wage  and  by  this  marriage  he  had  two 
sons,  John  L.  Jelks,  Jr.,  and  Dr.  Louis  R. 
Jelks,  of  Reidsville,  Georgia.  Mrs.  Jelks 
died  in  1939.  His  second  wife  was  Mrs. 
Louise  Whitemire  Speegle,  who  was  his 
devoted  helpmate  in  his  last  years. 

Doctor  Jelks  was  a prominent  member 
of  many  nonmedical  organizations,  an  elder 
in  his  church,  as  well  as  a member  of  many 
medical  associations.  He  was  past  presi- 
dent of  the  American  Proctologic  Society 
and  past  president  also  of  the  Memphis 
and  Shelby  County  Medical  Society. 

D.  C.  McCool,  Chairman 
Cecil  E.  Warde 
Neuton  S.  Stern 
— Memphis  Medical  Journal. 


Robert  Galloway  Henderson,  M.D. 

Robert  Galloway  Henderson  was  born  in 
Memphis  in  1876.  He  attended  grade 
school,  grammar  school,  and  high  school 
here  in  Memphis,  after  which  he  attended 
Hampden-Sydney  College  in  Virginia, 
where  he  took  his  premedical  education. 
This  was  followed  by  his  study  of  medicine 
in  the  Memphis  Medical  College.  Follow- 
ing his  graduation  he  served  an  internship 
in  the  Memphis  City  Hospital,  after  which 
he  went  to  New  York  City  for  postgraduate 
work.  His  postgraduate  study  was  done 
in  the  Skin  and  Cancer  Hospital  in  New 
York  City,  where  he  remained  eight  years 
preparing  himself  for  his  specialty.  While 
in  this  institution  he  had  the  unusual  dis- 
tinction of  being  the  first  man  elected  to 
succeed  himself  as  head  of  the  staff.  Upon 
completing  his  training  there  he  returned 
to  Memphis,  where  he  opened  his  office 
in  the  Randolph  Building.  After  a num- 
ber of  years  in  this  location,  he  moved  to 
the  Exchange  Building,  where  he  practiced 
until  his  retirement  ten  years  ago.  He  had 
as  his  associate  in  practice  Dr.  Emmett 
Hall.  He  had  practiced  dermatology  forty 
years  at  the  time  of  his  retirement  which 
was  occasioned  by  illness.  During  the  last 
few  months  of  his  life  he  was  confined  to 
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his  home  because  of  rapidly  failing 
strength.  He  died  of  a malignancy  on 
February  8,  1945.  He  is  survived  by  his 
wife,  Mrs.  Adah  R.  Henderson,  of  White- 
haven ; two  daughters,  Mrs.  C.  L.  Hauth- 
away,  West  Newton,  Massachusetts;  and 
Mrs.  Conley  H.  Sanford,  Whitehaven;  two 
brothers,  Ben  R.  and  W.  G.  Henderson, 
Memphis;  two  sisters,  Mrs.  R.  W.  Van  Pelt, 
Memphis,  and  Mrs.  N.  Y.  Heyward,  Raleigh, 
North  Carolina. 

C.  C.  McCool,  Chairman 
Cecil  E.  Warde 
Neuton  S.  Stern 
— Memphis  Medical  Journal. 


George  C.  Grimes,  M.D. 

On  April  6,  1945,  death  removed  from 
our  midst  one  of  Giles  County’s  oldest  and 
most  beloved  physicians  in  the  person  of 
Ur.  George  C.  Grimes  of  Aspen  Hill,  Ten- 
nessee. 

Doctor  Grimes  received  his  medical  edu- 
cation in  the  University  of  Tennessee  Col- 
lege of  Medicine,  graduating  in  1901,  and 
was  actively  engaged  in  the  practice  of  his 
profession  up  until  a few  days  before  his 
death. 

Even  at  the  advanced  age  of  seventy- 
nine,  Doctor  Grimes  was  alert  mentally  and 
kept  abreast  of  the  times  in  his  profes- 
sion. He  was  ever  ready  to  answer  any 
call,  whether  by  day  or  night,  and  was 
taken  ill  while  administering  to  a mother 
and  her  newborn  baby. 

Through  the  death  of  Doctor  Grimes, 
Pulaski  and  Giles  County  have  lost  a typi- 
cal “family  physician.”  He  was  a true 
Christian  gentleman,  a good  friend,  and  a 
good  doctor. 

Be  it  resolved,  therefore,  That  we,  the 
members  of  the  Giles  County  Medical  So- 
ciety, do  deeply  deplore  and  mourn  the  pass- 
ing of  our  fellow  member,  and  do  hereby 
express  our  deepest  sympathy  to  his  family 
and  friends  in  their  great  bereavement,  and 
further 

Be  it  resolved,  That  a copy  of  these  reso- 
lutions be  spread  on  the  minutes  of  the 
Giles  County  Medical  Association,  and  a 
copy  sent  to  the  family  of  Doctor  Grimes. 

T.  F.  Booth,  M.D. 

J.  U.  Speer,  M.D. 
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Major  General  Norman  T.  Kirk,  Surgeon 
General  of  the  Army,  and  Vice-Admiral 
Ross  T.  Mclntire,  Surgeon  General  of  the 
Navy,  declared  recently  that  the  return 
of  the  wounded  from  many  fronts  was  in- 
tensifying the  shortage  of  physical  ther- 
apists and  urged  young  men  and  women 
throughout  the  nation  to  avail  themselves 
of  the  scholarships  offered  by  the  National 
Foundation  for  Infantile  Paralysis  which 
has  appropriated  $1,267,600  for  a physical 
therapy  program.  Applications  for  scholar- 
ships are  being  accepted  at  the  National 
Foundation’s  offices,  120  Broadway,  New 
York  5,  New  York. 

An  acute  shortage  of  teachers  prepared 
to  conduct  classes  for  partially  seeing 
children  has  resulted  in  the  closing  of  some 
classes  and  the  postponement  of  the  es- 
tablishment of  others.  Attention  is  there- 
fore called  to  the  fact  that  five  colleges  and 
universities,  in  cooperation  with  the  Na- 
tional Society  for  the  Prevention  of  Blind- 
ness, are  offering  special  courses  for  the 
preparation  of  supervisors,  teachers, 
nurses,  social  workers,  and  others  con- 
cerned with  the  education  of  the  partially 
seeing  child. 

If  you  know  of  anyone  interested  in  this 
work,  refer  him  to  the  National  Society 
for  the  Prevention  of  Blindness,  Inc.,  1790 
Broadway,  New  York  City. 

The  Board  of  Examiners  of  the  Ameri- 
can College  of  Chest  Physicians  announce 
that  the  next  written  examination  for  Fel- 
lowship will  be  held  in  Chicago,  June  16. 
Candidates  for  Fellowship  in  the  college 
who  plan  on  taking  the  examination  should 
contact  the  executive  secretary  of  the 
American  College  of  Chest  Physicians,  500 
North  Dearborn  Street,  Chicago  10,  Illinois. 

Announcement  is  made  by  the  American 
Board  of  Obstetrics  and  Gynecology,  Inc., 
that  the  general  oral  and  pathology  exam- 
inations (Part  II)  for  all  candidates  will 
be  conducted  at  Atlantic  City,  New  Jersey, 
June  13  through  June  19,  1945. 

For  further  information  and  application 
blanks,  address  Dr.  Paul  Titus,  secretai'y. 
1015  Highland  Building,  Pittsburgh  6, 
Pennsylvania. 
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NEWS  FROM  AND  ABOUT 
TENNESSEE  PHYSICIANS  IN 
THE  MILITARY  SERVICE 

The  news  that  General  Royal  Reynolds 
has  been  relieved  of  command  of  the  Ken- 
nedy General  Hospital  because  of  illness 
has  been  received  with  genuine  regret  by 
the  whole  of  Memphis,  and  especially  by 
the  members  of  the  medical  fraternity. 

When  General  Reynolds  took  charge  of 
this  important  post,  one  of  his  first  acts 
was  to  show  his  interest  in  and  his  friend- 
ship for  the  members  of  our  society.  On 
a number  of  occasions  he  and  his  staff  were 
hosts  at  scientific  and  social  meetings  at  the 
hospital,  and  they  have  participated  in  the 
programs  of  our  society  whenever  called 
upon.  His  cordiality  and  hospitality  were 
always  evident,  as  was  the  fact  that  he 
never  showed  any  evidence  of  that  disease 
known  as  “stiff-neck”  that  we  have  some- 
times encountered  in  those  of  distinction 
and  high  rank. 

He  will  be  succeeded  in  command  by 
Colonel  Albert  E.  McEvers,  who  has  re- 
cently served  as  commanding  officer  at  the 
Billings  General  Hospital.  Colonel  Mc- 
Evers has  had  a wealth  of  experience,  both 
during  World  War  I and  since  that  time, 
and  apparently  has  all  the  qualifications 
necessary  for  his  new  duties. 

To  Colonel  McEvers  we  extend  greetings 
and  a warm  welcome  to  our  midst.  We 
trust  that  he  too  will  make  himself  at 
home  at  our  meetings,  and  assure  him  that 
we  extend  to  him  a cordial  invitation  to  be 
with  us  and  make  a place  for  himself  in 
our  ranks. 

For  General  Reynolds  we  wish  a speedy 
recovery  from  his  illness  and  sincerely  hope 
that  the  recent  rescue  of  his  son  from  the 
Japs  in  the  Philippines  will  act  as  a tonic 
that  will  hasten  his  convalescence.  We 
have  found  out  why  he  wears  stars  on  his 
capable  shoulders.*  — Memphis  Medical 
Journal. 


We  learn  with  regret  that  General  H.  C. 
Pillsbury  has  been  relieved  of  command  of 


^General  Reynolds’  son  is  now  with  his  father 
and  mothei-.  From  newspaper  photographs  he 
looks  “whole”  and  well. 


Thayer  General  Hospital.  During  his  stay 
in  Nashville  his  association  with  the  Nash- 
ville Academy  of  Medicine  and  Davidson 
County  Medical  Society  has  been  very  pleas- 
ant. He  has  taken  an  active  interest  in  the 
meetings  of  the  society,  both  as  a host  and 
visitor,  and  has  very  kindly  provided  us 
with  scientific  programs  presented  by  his 
staff. 

We  have  enjoyed  this  association  with 
the  armed  forces,  and  join  with  General 
Pillsbury’s  many  friends  in  Nashville  in 
wishing  him  continued  success  and  good 
health.  We  hope  that  he  will  consider 
Nashville  as  another  home  in  the  future. 

R.  S.  Duke,  M.D., 
Chairman,  Press  Committee, 
Nashville  Academy  of  Medicine. 

~~  3 April  1945 
Dr.  Harrison  H.  Shoulders 
Doctors  Building 
Nashville,  Tennessee 
Dear  Harrison: 

I have  just  received  the  March  issue  of 
the  Journal  of  the  Tennessee  State 
Medical  Association.  I want  to  congrat- 
ulate you  and  the  other  officers  of  the  as- 
sociation on  the  excellent  results  you  have 
obtained  in  securing  passage  of  the  amend- 
ment to  the  Basic  Science  Law  and  the 
Medical  Practice  Act.  I know  from  past 
experience  that  all  of  you  have  put  forth 
a great  deal  of  effort  and  that  the  fight  has 
been  a long  and  difficult  one.  Those  of  us 
who  are  in  the  armed  services  sincerely 
appreciate  the  efforts  which  the  men  at 
home  are  putting  forth  to  maintain  ade- 
quate safeguards  for  the  private  practice 
of  medicine.  While  it  may  be  true  that 
the  public  has  misinterpreted  our  efforts  in 
the  past,  I believe  that  a larger  proportion 
of  the  public  is  coming  to  appreciate  the 
fact  that  our  first  object  is  to  protect  the 
public  and  to  maintain  the  highest  possible 
standard  for  the  practice  of  medicine. 

Our  work  in  the  radiological  branch  of 
this  hospital  continues  to  be  heavy  and  ex- 
tremely interesting.  As  one  of  the  chief 
radiological  centers  for  X-ray  and  radium 
therapy,  we  of  course  see  a large  number 
of  interesting  and  unusual  cases.  With 
the  approaching  end  of  the  war  in  Europe, 
I am  sure  that  most  of  us  older  doctors 
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who  are  in  the  armed  services  have  hopes 
of  returning  to  the  private  practice  of 
medicine  in  the  not  too-distant  future. 

Please  remember  me  to  my  friends  in 
Nashville,  particularly  those  in  the  head- 
quarters office  of  the  Tennessee  State  Med- 
ical Association.  1 am,  as  ever 
Very  sincerely  yours, 

Franklin  B.  Bogart, 
Lieutenant  Colonel,  M.  C. 
Chief,  Radiological  Branch. 


The  following  letter  appeared  in  the 
Knox  County  Bulletin  for  April  24,  1945 : 
Care  Postmaster 
New  York,  New  York 

Dear  Herbert: 

Congratulations  on  being  the  new 
“Prexy.”  I see  you  are  injecting  new  life 
in  the  Medical  Society  by  publication  of  the 
bulletin,  a good  project.  The  Home  and 
Library  Committee  is  something  new  to 
me — hope  it  is  getting  along  fine  with  its 
objective.  Have  noticed  in  the  Knoxville 
Journal  some  nice  write-ups  about  the  pro- 
posed new  hospital.  Am  sure  it  is  needed 
to  care  for  the  great  expansion  that  Knox- 
ville demands  for  its  marked  growth.  Often 
think  of  the  medical  profession  collectively 
and  individually.  Have  news  now  and  then 
from  some  of  the  members  and  how  I like 
to  get  those  letters. 

I see  some  of  the  Knoxville  physicians 
over  here  now  and  then.  Have  seen  four 
recently  in  my  consultation  tours — saw  Jim 
Ely,  John  Lesher,  and  Henry  Christian  re- 
cently; they  were  fine  and  busy.  In  most 
every  hospital  I visit,  I see  some  doctor 
that  I knew  in  the  States.  Have  two  Ten- 
nesseans with  me.  Of  course,  the  first 
subject  of  discussion  is,  When  is  the  war 
going  to  be  over?  Will  we  be  in  the  army 
of  occupations  to  rebuild  Europe?  And  how 
are  things  at  home?  Well,  we  feel  as  if 
the  war  in  Europe  will  be  over  this  summer 
except  mopping  up.  The  Pacific  war  a 
long,  tough  war.  And  then  what  next? 

The  American  Army  is  well  fed;  the 
patients  are  well  cared  for;  get  the  best 
of  medical  and  surgical  care ; and  the  med- 
ical men  are  working  hard.  As  for  myself, 
I have  been  in  hospitals  during  my  army 


career  except  for  four  months  and  six 
weeks  in  the  School  of  Radiology,  which 
was  very  profitable.  Am  chief  of  medical 
service  in  our  hospital.  Have  excellent 
staff  and  additional  duties  of  consultant  on 
dermatology  for  a large  group  of  hospitals. 
Get  to  see  plenty  of  skin  and  syph.  Having 
wonderful  experience  with  penicillin.  Our 
hospital  is  one  of  three  in  England  equipped 
with  radium  100  milligrams  and  five  X-ray 
machines.  Yes,  I have  my  own  car,  sedan, 
to  visit  hospitals — a break  there. 

Well,  to  my  friends  in  the  service,  let 
me  hear  from  you.  We  may  be  closer  to- 
gether than  you  think.  Recently  was  on 
mission  and  later  found  out  was  near  two 
on  that  trip.  Keep  the  good  work  up.  To 
you  at  home,  best  wishes  and  continue  the 
good  fight  for  medicine  as  we  left  it.  I 
speak  now  for  all  the  servicemen — we  are 
not  forgetting  you  and  want  to  join  you 
as  soon  as  possible.  We  are  working  hard, 
underpaid  financially,  but  the  gratitude  of 
the  soldiers  makes  us  feel  good  and  is  great 
compensation.  We  still  will  be  glad  to  put 
on  those  civilian  clothes  and  strive  for  an 
honorable  position  in  medicine. 

Sincerely  yours, 

“Lank” 

Lt.  Col.  A.  H.  Lancaster. 

M.  C„  U.  S.  A. 


Captain  George  H.  McSwain  of  Paris, 
Tennessee,  who  was  wounded  in  the  left 
knee  by  grenade  fragments  on  Leyte,  has 
been  returned  to  the  United  States.  He  is 
at  present  in  Convalescent  Hospital,  Camp 
Butner,  North  Carolina.  When  wounded, 
he  was  serving  with  the  paratroopers. 

Captain  Floyd  C.  Hay,  Station  Hospital, 
Camp  Fannin,  Texas,  is  now  located  at  the 
Army  and  Navy  Hospital,  Hot  Springs, 
Arkansas. 

Lieutenant  Colonel  Hugh  R.  Raines, 
Camp  Stewart,  Georgia,  is  now  at  the  Ken- 
nedy General  Hospital,  Memphis. 

Captain  D.  J.  Johns  has  been  transferred 
from  the  Welch  Convalescent  Hospital  to 
Station  Hospital,  Camp  Butner,  North 
Carolina. 
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MEDICAL  SOCIETIES 


Davidson  County : 

April  17 — “Carcinoma  of  the  Prostate 
as  Treated  in  the  Tumor  Clinic,”  by  Dr. 
J.  C.  Pennington.  Discussion  opened  by 
Major  John  Draper  of  the  Thayer  General 
Hospital. 

May  1 — “Certain  Aspects  of  the  Problem 
of  Hypertension,”  by  Dr.  Albert  Weinstein. 
Discussion  by  Dr.  W.  H.  Witt  and  Dr.  Jack 
Witherspoon. 


Dyer,  Lake,  and  Crockett  Counties: 

A meeting  of  the  society  was  held  in 
Dyersburg  and  the  following  officers  were 
elected : 

Dr.  W.  L.  Sumners,  Ridgely,  President. 

Dr.  A.  H.  Moody,  Dyersburg,  Vice-Pres- 
ident (Dyer  County). 

Dr.  W.  S.  Alexander,  Ridgely,  Vice-Pres- 
ident (Lake  County). 

Dr.  W.  H.  Stallings,  Friendship,  Vice- 
President  (Crockett  County). 

Dr.  R.  David  Taylor,  Dyersburg,  Secre- 
tary. 


Hamilton  County: 

April  19 — “Rocky  Mountain  Spotted  Fe- 
ver,” by  Dr.  W.  D.  Anderson. 

April  26 — “Obstetrical  Clinic  at  Erlanger 
Hospital,”  by  Dr.  Paul  Johnson. 

May  3 — “The  Blind  Method  of  Hip  Nail- 
ing,” by  Dr.  Samuel  E.  Andrew. 

“Surgery  of  the  Chest,”  by  Dr.  Guy  M. 
Francis. 

May  10 — Paper  by  Dr.  John  W.  Bradley. 
“Chronic  Cystic  Mastitis,”  by  Dr.  A.  M. 
Patterson. 


Knox  County: 

April  24 — “The  Role  of  Vitamin  K in 
Pregnancy,”  by  Dr.  M.  Lou  Hefley.  Dis- 
cussion opened  by  Drs.  E.  R.  Zemp  and 
Eben  Alexander. 


Shelby  County: 

April  17 — Case  reports: 

“Primary  Tuberculosis  of  the  Fallopian 
Tube,”  by  Dr.  O.  B.  Stegall. 
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“Osteoid  Osteoma  of  Astragalus,”  by 
Dr.  G.  B.  Higley. 

Papers : 

“Cancer  of  the  Cervix,”  by  Dr.  P.  C. 
Schreier.  Discussion  by  Drs.  W.  L.  Wil- 
liamson and  M.  W.  Searight. 

“The  Medical  Management  of  Uncompli- 
cated Hypertensive  Vascular  Disease,”  by 
Dr.  E.  G.  Campbell.  Discussion  by  Drs. 
R.  S.  Pearce  and  S.  F.  Strain. 


The  Consolidated  Medical  Assembly  of 
West  Tennessee 

A meeting  of  the  society  was  held  at  the 
New  Southern  Hotel,  Jackson,  on  May  1. 
The  two  guest  speakers  were  from  Nash- 
ville. Dr.  Robert  C.  Derivaux  spoke  on  the 
subject  of  “Basic  Aspects  of  Nutrition”  and 
Dr.  W.  J.  Darby’s  subject  was  “Problems 
of  Diagnosis  of  the  Avitaminoses.” 

A large  number  of  doctors  were  present. 


OTHER  MEDICAL  SOCIETIES 


The  following  Flexner  lectures  in  physi- 
ology were  delivered  in  the  Vanderbilt 
Medical  School  Amphitheatre : 

April  6 — “Excitation  and  Conduction  in 
Nerve,”  by  Dr.  H.  J.  Curtis,  Department 
of  Physiology,  Columbia  University;  Col- 
lege of  Physicians  and  Surgeons,  Columbia 
University,  New  York  City. 

April  16 — “Microchemical  Methods  for 
the  Appraisal  of  Nutritional  Studies,”  by 
Dr.  Oliver  H.  Lowry  of  the  William  Hal- 
lock  Park  Laboratory,  New  York. 

April  20 — “The  Renal  Regulation  of  Acid 
Base  Balance  with  Special  Reference  to  the 
Nature  of  the  Mechanism  for  Acidifying 
the  Urine,”  by  Dr.  Robert  F.  Pitts,  asso- 
ciate professor  of  physiology,  Cornell  Uni- 
versity Medical  College. 

April  30  — “Pneumocardiography,”  by 
Dr.  H.  A.  Blair,  associate  professor  of 
physiology,  University  of  Rochester  School 
of  Medicine  and  Dentistry. 


The  Vanderbilt  Medical  Society  will  hold 
its  next  meeting  Friday,  May  4,  1945,  at 
8:00  P.M.,  in  the  Medical  School  Amphi- 
theatre. 


May.  1945 


ABSTRACTS  OF  CURRENT  LITERATURE 


145 


1.  “The  Rh  Factor  and  Its  Relation  to 
Pregnancy  Wastage,”  by  Drs.  P.  M.  Den- 
sen  and  G.  S.  McClellan. 

2.  “Endometrial  Vascular  Reaction  and 
the  Mechanism  of  Nidation,”  by  Dr.  Doris 
Phelps. 


International  College  of  Surgeons 
The  Tennessee  Division  of  the  United 
States  Chapter  of  the  International  College 
of  Surgeons  will  meet  conjointly  with  the 
Knox  County  Medical  Society  at  the  An- 
drew Johnson  Hotel,  Knoxville,  Tennessee, 
Friday,  June  8,  1945,  at  9:30  A.M.  All- 
day session  with  banquet  and  program  at 
night. 

SPEAKERS 

Dr.  A.  A.  Berg,  New  York.  Subject: 
“The  Prevention  of  Recurrent  Ulcers  After 
Subtotal  Gastrectomy  by  Vagus  Section.” 
Dr.  Wm.  Seaman  Bainbridge,  New  York. 
Subject:  “Surgical  Emergencies.” 

Dr.  Lloyd  F.  Craver,  New  York.  Sub- 
ject: “Hodgkin’s  Disease.” 

Dr.  Watson  B.  Morris,  New  Jersey.  Sub- 
ject: “Office  Gynecology.” 

Dr.  Moses  Behrend,  Philadelphia.  Sub- 
ject: “Surgery  of  the  Common  Bile  Duct.” 
Dr.  Desidero  Roman,  Philadelphia.  Sub- 
ject: “Lingual  Goiter,”  with  a short  film 
demonstrating  the  operation  and  extrophy 
of  the  liver,  with  citation  of  a case. 

Dr.  Max  Thorek,  Chicago.  Subject: 
“What  Is  a New  Operation?  How  to  Avoid 
Surgical  Plagiarism.” 

Dr.  Milton  Adams,  Memphis.  Subject: 
“Early  Treatment  of  Extensive  Facial  In- 
juries.” 

Dr.  J.  Gilbert  Douglas,  Birmingham, 
Subject:  “Conditions  and  Diseases  Incident 
to  the  Menopause.” 

Dr.  R.  L.  Sanders,  Memphis.  Subject: 
“Surgical  Complications  of  Duodenal  Ul- 
cer.” 

Dr.  Custis  Lee  Hall,  Washington,  D.  C. 
Subject:  “Stenosing  Tenosynovitis  of  the 
Wrist.” 

Dr.  Edmund  C.  Hessert,  Camden,  New 
Jersey.  Subject:  “Solid  Tumors  of  the 
Ovaries.” 

Make  your  plans  to  be  with  us  for  the 
full  day  and  banquet.  No  registration  fee. 
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INTERNAL  MEDICINE 

By  R.  B.  Wood,  M.D. 

By  D.  R.  Thomas.  M.D. 

Medical  Arts  Building.  Knoxville 


The  Treatment  of  Subacute  Bacterial  Endocarditis  with 
Penicillin.  Paullin  and  McLoughlin.  Annals  of  In- 
ternal Medicine,  Vol.  22,  No.  4,  April,  1945. 

The  authors  report  six  cases  of  subacute  bac- 
terial endocarditis  proven  by  repeated  positive 
blood  cultures.  Three  cases  were  considered  rather 
hopeless  from  the  onset.  The  other  three,  although 
they  appeared  hopeless,  responded  so  well  to  peni- 
cillin therapy  that  they  are  still  alive  and  well 
and  without  subjective  or  objective  evidence  of 
bacterial  endocarditis;  at  intervals  of  six  months 
for  one,  nine  months  or  more  for  the  other  two 
since  dismissal  from  the  hospital. 

They  feel  that  failure  in  some  reported  cases  has 
resulted  from  inadequate  total  dosage  or  insuffi- 
cient concentration  of  penicillin.  They  feel  that  all 
cases  seem  to  require  a total  dosage  of  at  least 
4,000,000  units;  and  feel  with  its  availability  now 
that  greater  total  dosage  could  be  used. 

They  found  few  serious  reactions  reported  dur- 
ing the  use  of  penicillin  and  cite  Herrell  as 
stating  that  it  can  be  used  with  safety  even  in 
severe  anemia,  leukopenia,  or  even  complete  agran- 
ulocytosis. 

The  authors  feel  that  penicillin  should  be  ad- 
ministered every  two  hours  intramuscularly  from 
200,000  to  300,000  units  daily,  and  they  give  25,000 
units  in  two  cubic  centimeters  normal  saline.  They 
feel  that  the  intravenous  drop  will  give  a more 
desirable  uniform  constant  concentration  in  the 
blood,  but  feel  the  difficulty  in  holding  the  arm 
quiet  for  days  renders  the  intramuscular  route 
easier  on  the  patient. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


Carcinoma  of  the  Cervix  and  Pregnancy.  Alfred  J. 
Kobak,  J.  D.  Fitzgerald,  Vincent  C.  Freda,  and  Louis 
Rudolph.  American  Journal  of  Obstetrics  and  Gyn- 
ecology, Vol.  49,  No.  3,  March,  1945. 

Carcinoma  of  the  cervix  occurring  during  preg- 
nancy is  a tragic  complication.  In  the  past  five 
years  eight  such  cases  were  observed  on  the  ob- 
stetric services  of  Cook  County  Hospital. 

It  is  well  known  that  most  of  the  patients  ex- 
hibiting carcinoma  of  the  cervix  are  multipara. 
Parturition  and  abortions  are  the  most  frequent 
causes  of  lacerations,  infection,  and  erosion  of  the 
cervix.  These  changes  are  believed  by  many  to 
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make  a favorable  background  for  the  development 
of  cancer  of  the  cervix  at  a later  date.  In  this 
series  the  ratio  of  multipara  was  three  to  one, 
whereas  in  all  the  rest  of  their  pregnant  patients, 
it  is  only  about  five  to  three.  In  a study  of  many 
other  reports,  it  was  noted  that  the  occurrence  of 
cervical  carcinoma  was  even  much  less  frequent  in 
women  having  their  first  pregnancy.  Hofbauer,  in 
a histologic  study  of  apparently  normal  services 
during  pregnancy,  found  epithelial  proliferation 
which  was  similar  to  premalignant  phenomena  seen 
in  other  organs,  and  which  is  regarded  by  him  to 
be  a factor  in  the  possible  production  of  malignancy 
at  a later  date.  Perhaps  a deflection  of  these 
proliferative  changes  in  the  cervical  epithelium 
may  be  a precipitating  factor  of  malignant  develop- 
ment during  pregnancy,  since  the  whole  endocrine 
mechanism  is  then  profoundly  altered. 

The  altered  physiology  of  the  cervix  during  a 
pregnancy  must  considerably  influence  a malig- 
nancy originating  therein.  It  is  believed  by  many 
that  the  carcinoma  precedes  the  pregnancy,  and 
is  only  a small  growth  at  the  time  of  conception. 
The  malignancy  is  usually  a squamous  cell  growth, 
but  may  in  about  ten  per  cent  of  cases  originate 
from  the  glandular  portion  of  the  cervix. 

From  the  writers’  experiences  the  two  consistent 
symptoms  were  painless  bleeding  and  the  local 
vaginal  findings.  During  early  pregnancy,  the 
bleeding  must  be  differentiated  from  a threatened 
abortion  or  a bleeding  nonmalignant  erosion.  The 
bimanual  palpation  of  a hard  mass  that  is  irregular 
and  bleeds  readily  should  always  be  followed  by 
a biopsy  that  might  aid  the  diagnosis.  Any  preg- 
nant patient  with  persistent  cervical  bleeding 
should  have  the  same  diagnostic  biopsy  that  the 
nonpregnant  patient  is  accorded. 

There  is  a strange  divergence  of  opinion  in  the 
medical  literature  concerning  the  influence  that 
pregnancy  exerts  on  the  growth  of  cancer  of  the 
cervix.  Some  observers  claimed  that  gestation  in- 
hibited the  growth  of  carcinoma  of  the  cervix 
or  at  least  did  not  act  unfavorably,  and  based  their 
belief  on  the  ease  of  operability  and  the  early  stage 
that  the  neoplasm  might  be  found  during  a preg- 
nancy. On  the  other  hand,  some  observers  con- 
tend that  local  genital  hyperemia,  increased  gly- 
cogen content  of  the  genital  tissues,  and  the  earlier 
age  of  the  patient  might  cause  the  carcinoma  to 
grow  faster.  The  authors  agree  with  Danforth, 
Baer,  Brouha  and  Gosselin,  and  Nevinny  that  the 
malignancy  is  not  inhibited  during  pregnancy,  but 
possibly  accelerated  in  its  rate  of  growth.  Hem- 
orrhage during  pregnancy  or  parturition  is  a haz- 
ard to  the  patient.  If  the  patient  survives  the 
hemorrhage  or  sepsis,  there  is  the  ever-gloomy 
prognosis  concerning  the  growth  of  the  tumor  after 
childbirth.  Childbirth  trauma  is  certain  to  cause 
the  carcinoma  to  flourish  at  a greater  rate. 

There  is  a tendency  to  regard  carcinoma  of  the 
cervix  during  pregnancy  as  so  improbable  that 
other  causes  of  bleeding  are  given  stubborn  preced- 
ence in  diagnosis  and  therapy.  The  malignancy  is 


thus  diagnosed  more  often  toward  the  end  of  preg- 
nancy when  the  growth  has  achieved  large  pro- 
portions. Carcinoma  of  the  cervix,  contrary  to  the 
opinion  of  several  contributors,  continued  to  develop 
at  a rapid  pace  during  pregnancy.  The  earlier  the 
diagnosis  is  established  the  sooner  effective  therapy 
may  be  instituted,  and  the  better  the  ultimate  prog- 
nosis. 

The  treatment  of  these  cases  depends  upon  the 
disposition  of  the  pregnancy.  In  the  first  trimester 
the  pregnancy  is  disregarded  and  deep  X-ray  ther- 
apy is  instituted.  With  the  death  of  the  fetus, 
radium  is  added  to  the  treatment.  In  advanced 
pregnancy  there  is  added  concern  for  the  cervix. 
The  latter  should  be  spared  of  the  injuries  that 
occur  during  parturition.  If  there  is  no  infection 
as  noted  by  the  temperature  of  character  of  the 
vaginal  discharge,  a classical  Caesarean  section  is 
performed  to  spare  the  cervix  of  trauma  and  to 
leave  intact  the  fundal  portion  of  the  uterus  to 
facilitate  the  radium  therapy,  which  is  started 
after  uterine  involution  has  occurred.  A total  of 
4,500  milligram  hours  of  radium  is  given  in  thi’ee 
equally  divided  doses.  As  soon  after  the  delivery 
of  the  baby  as  possible,  deep  X-ray  treatments  are 
started,  and  continued  for  a long  period  of  time. 
In  the  presence  of  local  infection  by  criteria  men- 
tioned, a Porro  Caesarean  section  is  preferred. 
In  pregnancies  close  to  viability  the  Caesarean 
section  may  be  deferred,  and  1,500  to  3,000  milli- 
gram hours  of  radium  may  be  given  to  the  cervix 
to  temporarily  inhibit  the  progress  of  the  new 
growth. 

The  ultimate  prognosis  for  the  patient  hinges  on 
the  persistent  continuation  of  the  deep  X-ray  and 
radium  therapy  that  is  instituted  after  the  dispo- 
sition of  the  pregnancy.  The  patient  must  be 
apprised  of  the  seriousness  of  her  condition  di- 
rectly or  indirectly.  In  a public  institution  the 
follow-up  is  best  attended  to  by  a well-established 
social  service  department.  When  the  patient  fails 
to  adhere  fully  to  the  program  of  the  important 
follow-up  therapy,  it  is  the  responsibility  of  the 
social  service  department  or  the  physician  to  inform 
the  patient  more  directly  of  her  exact  condition. 


The  Rapid  Treatment  of  Early  Syphilis  During  Preg- 
nancy. Mortimer  D.  Speiser,  M.D.,  Gertrude  Wex- 
ler,  M.D.,  Evan  W.  Thomas,  M.D.,  and  Hyman  A. 
Asher,  M.D.  American  Journal  of  Obstetrics  and 
Gynecology,  Vol.  49,  No.  2,  214:  225,  February,  1945. 
From  the  data  given,  the  rapid  treatment  of 
early  syphilis  in  pregnant  women  has  given  en- 
couraging results.  At  the  Bellevue  Hospital  pre- 
natal syphilis  clinic,  forty-three  patients  were 
treated  for  syphilis  with  massive  mapharsen  ther- 
apy. It  was  felt  that  intensive  therapy  would 
have  the  advantage  of  so  favorably  affecting  the 
patient  with  early  syphilis  prior  to  the  fourth 
month  of  gestation  that  she  would  not  transmit 
the  disease.  On  the  other  hand,  such  therapy 
given  to  the  infected  mother  who  is  further  ad- 
vanced with  her  pregnancy  may  appreciably  effect 
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a syphilitic  infection  already  transmitted  to  her 
offspring. 

After  much  experimentation,  it  was  finally  de- 
cided that  the  maximum  dose  of  mapharsen  given 
should  be  approximately  one  milligram  per  kilo- 
gram of  body  weight,  and  that  only  one  injection 
was  to  be  given  a day.  The  average  patient  would 
then  receive  ten  daily  injections  of  about  .06  gram 
of  mapharsen.  To  reinforce  the  treatment  of  this 
low  dosage,  four  fevers  induced  by  typhoid  vac- 
cine were  included  in  the  ten  days.  The  fevers 
were  given  on  the  second,  fourth,  sixth,  and  eighth 
days.  In  June,  1943,  bismuth  was  added  to  the 
schedule  of  rapid  treatment,  giving  .1  gram  of 
bismuth  salicylate  in  oil  on  the  first,  seventh,  and 
tenth  days  of  therapy. 

The  results  of  treatment  in  the  mothers  and 
babies  are  classified  according  to  the  type  of  in- 
tensive therapy  given — i.e.,  mapharsen  alone,  the 
seven-to-eight-day  plan  of  treatment  with  maphar- 
sen and  fever,  and  the  finally  adopted  ten-day  plan 
with  mapharsen,  bismuth,  and  fever. 

Six  patients  with  secondary  syphilis  were  treated 
with  mapharsen  alone.  Two  patients  who  were 
treated  in  the  second  trimester  relapsed  shortly 
before  delivery  with  the  result  that  one  patient 
delivered  a premature  macerated  stillbirth  and  the 
other  a full-term  baby  who  developed  secondary 
syphilis  two  weeks  after  birth.  The  other  four 
patients  delivered  babies  who  were  apparently 
free  from  syphilis.  Of  the  mothers,  one  was  sero- 
negative and  three  were  seropositive  at  the  time 
of  delivery. 

Eight  patients  with  primary,  secondary,  or  re- 
lapsing secondary  syphilis  received  .6  to  .8  gram 
of  mapharsen  and  two  to  three  fevers  induced  by 
typhoid  vaccine.  Seven  patients  delivered  appar- 
ently healthy  babies,  six  at  term  and  one  close  to 
term.  One  patient  delivered  a macerated  fetus  at 
thirty-seven  weeks.  The  mother  was  seropositive 
at  the  time  of  delivery.  Of  the  mothers  who  de- 
livered the  apparently  healthy  babies,  three  were 
seronegative  and  four  were  seropositive  at  the 
time  of  delivery. 

Twenty-one  patients  with  early  infectious  syph- 
ilis were  placed  on  the  finally  adopted  ten-day 
plan  of  therapy.  Three  were  lost  from  observation 
and  two  have  not  delivered  as  yet.  Of  the  sixteen 
babies  delivered,  there  were  fourteen  live  infants, 
twelve  of  whom  have  negative  serologic  tests,  and 
two  with  seropositive  tests  at  birth  who  have  not 
been  rechecked.  There  were  two  failures.  Of  the 
fourteen  mothers  who  delivered  live  infants,  six 
were  seropositive  and  eight  seronegative  at  the 
time  of  delivery. 

Combining  the  results  of  the  three  plans  of  ther- 
apy, we  find  that  of  the  thirty  babies  delivered 
twenty-three  have  seronegative  reactions.  Seven 
have  been  classified  as  failures,  two  premature 
macerated  fetuses,  one  four-month  stillborn  fetus, 
the  premature  child  who  died  six  days  after  birth, 
the  child  who  developed  secondary  syphilis,  and 
the  two  recently  born  children  who  were  seroposi- 
tive at  birth  and  have  not  been  rechecked. 


In  the  routine  treatment  of  syphilis  in  pregnancy, 
a direct  relationship  can  be  observed  in  the  results 
obtained  and  the  time  in  pregnancy  that  treatment 
was  started.  No  such  relationship  is  apparent  in 
the  intensively  treated  cases.  Of  the  nine  mothers 
who  were  treated  in  the  first  trimester  of  preg- 
nancy, seven  babies  have  been  classified  as  good 
results,  and  of  the  thirteen  who  were  treated  in 
the  second  trimester,  nine  delivered  babies  free 
from  syphilis.  Eight  mothers  were  treated  in  the 
third  trimester  and  seven  of  their  babies  were 
healthy. 

It  must  be  recognized,  however,  that  from  the 
foregoing  data  massive  mapharsen  therapy  com- 
bined with  fever  and  bismuth  has  proved  less  toxic 
than  the  older  forms  of  routine  therapy. 

Most  authorities  agree  that  all  pregnant  women 
who  have  or  have  had  syphilis  should  be  treated 
with  each  pregnancy  irrespective  of  previous  ther- 
apy or  the  status  of  their  serologic  tests. 

After  a patient  finished  the  rapid  treatment,  no 
further  therapy  was  given  unless  a relapse  oc- 
curred. Thirty-two  of  the  intensively  treated  pa- 
tients subsequently  became  pregnant  and  received 
no  further  treatment  during  their  pregnancy.  Two 
had  previously  been  treated  for  early  latent  syph- 
ilis and  thirty  for  secondary  syphilis.  Of  these 
thirty-two  patients,  twenty-seven  delivered  healthy 
babies,  twenty-six  at  term  and  one  after  thirty 
weeks  of  gestation.  Five  had  spontaneous  abor- 
tions, of  which  only  one  was  due  to  syphilis. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Results  of  Surgical  Treatment  of  Acute  Congestive 

Glaucoma.  P.  C.  Kronfeld  and  H.  I.  McGarry. 

American  Journal  of  Ophthalmology,  April,  1945. 

The  authors  compare  the  results  of  various  sur- 
gical procedures  in  use  for  the  control  of  intra- 
ocular tension  in  acute  congestive  glaucoma.  Iri- 
dectomy failed  in  fifty-six,  iris  incarceration  in 
twenty-three,  and  corneoscleral  trephining  in  twen- 
ty-one per  cent  of  cases.  The  remarkable  failure  of 
iridectomy  was  due  to  the  presence  of  several  day- 
old,  extensive,  and  unbreakable  peripheral  syn- 
echias, a view  confirmed  by  clinical  and  gonioscopic 
observation.  Iridectomy  should,  therefore,  be  used 
only  in  the  very  early  stages  of  acute  congestive 
glaucoma.  Although  both  iris-inclusion  and  tre- 
phine operations  were  successful  in  a large  num- 
ber of  cases,  the  best  results  in  the  hands  of  the 
writers  were  had,  eight  in  succession,  with  basal 
iridectomy  combined  with  small  iris  incarceration. 
A six-millimeter  high  conjunctival  flap  is  made 
down  to  the  limbus.  After  a scratch  incision  at 
the  external  scleral  sulcus  with  a keratome  (iri- 
dectomy ab  externo)  the  prolapsed  iris  is  excised 
by  several  small  snips  with  the  de  Wecker  scissors. 
In  one  corner  of  the  wound,  however,  the  iris  pro- 
lapse is  incarcerated  by  cutting  the  adjacent  por- 
tion of  the  prolapse  off  its  insertion  and  crowding 
this  portion  of  the  iris  into  the  angle  of  the  wound. 
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ROENTGENOLOGY 

By  J.  Marsh  Frere,  M.D. 

Newell  and  Newell  Sanitarium,  Chattanooga 


Pituitrin  for  Concentrating  Diodrast  in  Excretion  Urog- 
raphy. Maurice  H.  Wald,  M.S.,  M.D.,  and  A.  F. 
Galloway,  M.D.,  Northwestern  University  Medical 
School,  Chicago,  Illinois.  Radiology,  October,  1944, 
Vol.  43,  No.  4,  p.  358. 

The  authors  attempted  to  improve  the  present 
methods  of  concentrating  diodrast  in  intravenous 
urography  and  to  observe  the  effects  of  the  anti- 
diuretic principle  of  posterior  pituitary  extract  in 
relation  to  the  excretion  of  that  foreign  material. 

“Of  fifteen  patients  subjected  to  intravenous 
urography  after  preparation  by  a standard  dehy- 
dration technic,  eleven  showed  good  visualization, 
three  showed  fair  visualization,  and  in  one,  who 
had  a right  ureteropelvic  obstruction,  visualization 
was  poor. 

“Of  twelve  patients  subjected  to  a second  intra- 
venous pyelography,  after  administration  of  pi- 
tuitrin, all  save  one  showed  visualization  equal  to 
or  better  than  that  shown  previously.  (The  pa- 
tient in  whom  visualization  was  poor  was  very 
small  and  probably  could  not  concentrate  the  rela- 
tively large  quantity  of  water  given.) 

“Of  the  eight  patients  subjected  to  a third  urog- 
raphy without  preparation  of  any  sort  except  the 
administration  of  a large  quantity  of  water,  three 
showed  good  visualization  equal  to  that  of  the  orig- 
inal examination. 

“In  another  group  of  three  patients  subjected  to 
urography  without  preparation  of  any  sort,  two 
had  as  good  or  better  visualization  than  on  the 
preliminary  study. 

“Of  the  group  of  twenty-four  patients  subjected 
to  urography  after  the  administration  of  two- 
tenths  cubic  centimeter  pituitrin,  but  without  prep- 
aration of  any  other  type,  fifteen  showed  good  con- 
centration of  dye,  six  a fair  concentration,  and 
thi’ee  gave  poor  visualizations.” 

They  concluded  that  if  one-half  cubic  centimeter 
(ten  units)  of  pituitrin  is  administered  subcuta- 
neously, it  will  suppress  eighteen  ounces  of  water 
ingested  at  the  same  time.  By  using  pituitrin, 
the  density  and  detail  of  the  upper  urinary  tract 
shadows  cast  by  diodrast  administered  intravenous- 
ly will  be  improved  without  harm  to  the  patient. 


UROLOGY 

By  Burnett  W.  Wright,  M.D. 
Doctors  Building,  Nashville 


Renal  Decapsulation:  A Review  of  the  Literature  and  a 
Report  of  Ten  Cases.  Benjamin  S.  Abeshouse.  From 
the  Urological  Service,  Sinai  Hospital,  Baltimore. 
The  Journal  of  Urology,  Volume  53,  No.  1,  June, 
1945,  pp.  27,  76. 

Decapsulation  of  the  kidney  has  had  a varied 
and  checkered  career.  At  the  turn  of  the  last  cen- 


tury the  operation  enjoyed  great  popularity  in  the 
treatment  of  acute  and  chronic  nephritis,  nephral- 
gia, essential  hematuria,  etc.  However,  the  in- 
discriminate use  of  renal  decapsulation  in  improp- 
erly selected  or  incori'ectly  diagnosed  cases  was 
attended  by  such  poor  results  that  the  operation 
rapidly  lost  favor  and  in  recent  years  has  been 
almost  totally  discredited. 

The  purpose  of  this  paper  is  to  draw  the  atten- 
tion of  the  urological  profession  to  the  indications 
and  contraindications  of  renal  decapsulation.  The 
author  has  reviewed  the  results  of  this  type  of 
operative  treatment  of  various  renal  diseases  for 
the  past  forty  years  as  well  as  ten  personal  ob- 
servations. In  the  presentation  the  author  has 
disregarded  those  cases  in  which  renal  decapsula- 
tion was  intentionally  or  accidentally  performed 
during  the  course  of  a ureterolithotomy,  pyelolithot- 
omy  or  nephlithotomy,  presumably  to  relieve  con- 
gestion in  the  kidney  and  to  prevent  recurrent 
formation  of  the  stone.  It  is  the  author’s  opinion 
that  renal  decapsulation  possesses  great  merit  if 
utilized  in  carefully  selected  cases  when  it  may 
serve  as  an  important  palliative  or  even  a life- 
saving measure. 

From  a review  of  2,298  cases  of  renal  disease 
treated  by  decapsulation  collected  from  the  litera- 
ture since  1902  and  ten  personal  observations,  the 
author  draws  the  following  conclusions: 

1.  Decapsulation  is  an  operation  of  unquestion- 
able merit  in  cai-efully  selected  cases.  The  opera- 
tion is  never  curative,  but  only  palliative  in  that 
it  x’estores  or  improves  renal  circulation  and  se- 
cretion. 

2.  Various  theories  have  been  proposed  to  ex- 
plain the  beneficial  effects  of  decapsulation.  The 
most  logical  explanation  is  that  the  improvement 
in  renal  circulation  and  secretion  following  de- 
capsulation is  due  to  the  destruction  or  interrup- 
tion of  the  sympathetic  (vasoconstrictor)  nerve 
connections  between  the  capsule  and  the  cortex. 

3.  From  the  extensive  reports  in  the  literatui'e, 
it  is  apparent  that  definite  indications  and  contra- 
indications have  been  established  for  decapsulation 
in  the  various  renal  diseases.  The  two  chief  indi- 
cations for  decapsulation  are  progressive  oliguria 
and  anuria.  Pain  and  hematuria  may  also  serve 
as  indications  for  operation  in  certain  selected 
cases. 

4.  Despite  these  well-defined  indications  and  the 
good  results  reported,  decapsulation  should  not  be 
attempted  under  any  circumstances  until  appro- 
priate medical  treatment  has  been  given  a thor- 
ough trial. 

5.  The  best  results  of  decapsulation  are  obtained 
when  the  operation  is  performed  early.  Poor  re- 
sults not  infrequently  are  due  to  the  fact  that  the 
operation  is  employed  as  a desperate  final  measure 
when  the  patient  is  moribund.  Many  of  the  failures 
of  decapsulation  may  be  attributed  to  the  presence 
of  a pre-existing  irreparable  pathological  process 
in  the  kidney — i.e.,  vascular  or  fibrotic  lesions,  ex- 
tensive tubular  and  glomerular  degeneration,  cystic 
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changes,  hydronephrosis,  etc.,  which  seriously  in- 
terfere with  the  re-establishment  of  renal  secretion. 

6.  Acute  glomerulonephritis  is  ordinarily  ame- 
nable to  medical  treatment.  However,  surgical  in- 
tervention is  indicated  in  certain  cases  which  have 
failed  to  respond  to  conservative  therapy  and  are 
destined  to  a rapid  decline  with  a fatal  outcome. 
Decapsulation  should  be  performed  within  twenty- 
four  hours  after  the  onset  of  anuria.  Early  opera- 
tion is  also  indicated  in  cases  with  progressive 
oliguria,  increasing  edema  and  rising  blood  pres- 
sure. Pain  and  hematuria  accompanying  acute 
glomerulonephritis  and  uninfluenced  by  medical 
treatment  may  require  decapsulation  for  relief. 

7.  Decapsulation  is  contraindicated  in  chronic 
nephritis  (Bright’s  disease)  except  in  cases  of  pro- 
gressive oliguria  or  anuria  and  in  cases  of  super- 
imposed acute  nephritic  crises — i.e.,  severe  hema- 
turia, pain,  and  nephrotic  syndrome,  which  have 
not  responded  to  appropriate  treatment. 

8.  Decapsulation  has  yielded  excellent  results  in 
the  treatment  of  pain  (nephralgia)  and  hematuria 
associated  with  an  acute  or  chronic  glomerulo- 
nephritis of  the  focal  or  diffuse  type  which  are 
unaffected  by  the  usual  conservative  measures. 

9.  Decapsulation  is  seldom  indicated  in  acute 
pyelonephritis  in  view  of  the  success  attending 
conservative  treatment  including  sulfonamide  ther- 
apy. In  rare  instances,  certain  symptoms — i.e., 
fever,  pyuria,  hematuria,  pain,  and  oliguria — may 
persist  and  demand  operative  interference.  In 
such  cases  it  is  highly  desirable  to  operate  before 
extensive  abscess  formation  develops  within  the 
kidney  or  in  the  perinephritic  tissue. 

10.  Uniformly  good  x’esults  are  obtained  by  de- 
capsulation and  nephrolysis  in  chronic  perinephri- 
tis. After  the  diagnosis  has  been  established,  early 
operation  is  advisable  in  order  to  prevent  con- 
strictive changes  in  the  kidney  and  ureter. 

11.  Surgery  is  rarely  indicated  in  genuine  lipoid 
nephrosis  notwithstanding  the  good  results  re- 
ported in  the  relatively  few  cases  in  which  it  has 
been  employed.  Operation  should  be  restricted  to 
cases  with  persistent  edema  and  increasing  al- 
buminuria or  recurrent  cases  which  do  not  re- 
spond to  a high  protein-thyroid  extract  treatment. 

12.  Excellent  results  have  been  obtained  by  de- 
capsulation in  the  treatment  of  resistant  cases 
of  pseudonephrosis — i.e.,  the  nephrotic  stage  of 
chronic  parenchymatous  nephritis.  The  chief  in- 
dication for  operation  in  these  cases  are  stubborn 
edema  and  progressive  albuminuria  uninfluenced 
by  conservative  measures. 

13.  Decapsulation  is  contraindicated  in  the  treat- 


ment of  tubular  nephrosis  associated  with  bichlo- 
ride of  mercury  poisoning.  The  best  results  fol- 
low the  early  and  complete  removal  of  the  poison 
from  the  gastrointestinal  tract  by  gastric  lavage 
and  cecostomy  in  conjunction  with  the  intravenous 
administration  of  fluids  (i.e.,  normal  saline,  ten 
per  cent  glucose,  lactate,  Hartman  solution,  etc.). 
When  oliguria  and  anuria  develop  despite  these 
measures,  early  decapsulation  may  prove  to  be  in- 
valuable. 

14.  Decapsulation  is  indicated  in  cases  of  per- 
sistent oliguria  or  anuria  following  sulfathiazole 
or  sulfapyridine  therapy  after  ruling  out  the  pres- 
ence of  calculi  or  concretions  in  the  pelvis  or  ureter 
by  cystoscopy  and  ureteral  dilation. 

15.  There  is  no  unanimity  of  opinion  concerning 
the  efficacy  of  decapsulation  in  cases  of  oliguria 
and  anuria  occurring  in  the  puerperium  and  post- 
partum period.  In  this  country  there  is  a tendency 
to  treat  these  complications  conservatively,  where- 
as on  the  continent  operation  is  frequently  em- 
ployed with  good  results.  The  results  of  decap- 
sulation in  bilateral  cortical  necrosis  have  not  been 
very  promising.  Decapsulation  should  be  given 
a more  extensive  trial  in  cases  of  oliguria  or  anuria, 
complicating  pregnancy  before  judging  its  true 
value.  Unquestionably  many  of  the  poor  results 
of  decapsulation  in  the  treatment  of  oliguria  and 
anuria  associated  with  eclampsia  may  be  due  to 
the  fact  that  the  operation  was  frequently  em- 
ployed in  hopeless  or  moribund  cases. 

16.  Early  decapsulation  has  proven  to  be  an 
effective  method  of  combating  the  anuria  associ- 
ated with  post-transfusion  type  of  nephrosis. 

17.  Decapsulation  alone  or  in  conjunction  with 
denervation  has  been  ineffective  in  the  treatment 
of  hypertension  due  to  primary  arterial  disease  of 
the  kidney — i.e.,  arteriosclerosis  and  arterioloscle- 
rosis. 

18.  Decapsulation  has  been  successfully  em- 
ployed in  tbe  treatment  of  a miscellaneous  group 
of  renal  diseases — i.e.,  phosphaturia,  orthostatic 
albuminuria,  bilateral  tuberculosis,  cystic  disease, 
etc.  However,  a true  evaluation  of  the  operation 
in  these  conditions  must  await  further  clinical 
trial. 

19.  The  technique  of  unilateral  decapsulation  is 
relatively  simple  and  can  be  easily  carried  out 
through  the  usual  oblique  or  curved  incision  with- 
in fifteen  to  twenty  minutes.  Spinal  anesthesia  is 
preferable.  Exposure  of  the  kidney  may  be  great- 
ly facilitated  by  the  propitious  use  of  an  elevator, 
Edebohls’  bag  or  sandbag. 
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PROCEEDINGS  OF  THE  HOUSE  OF  DELEGATES,  ONE  HUNDRED  TWELFTH 
ANNUAL  MEETING,  TENNESSEE  STATE  MEDICAL  ASSOCIATION, 

MAXWELL  HOUSE,  NASHVILLE,  TENNESSEE,  APRIL  8,  1945 


SUNDAY  MORNING,  APRIL  8,  1945 

A meeting  of  the  House  of  Delegates  of  the 
Tennessee  State  Medical  Association  was  held  on 
Sunday,  April  8,  1945,  at  the  Maxwell  House, 
Nashville,  and  was  called  to  order  at  9:40  A.M.  by 
the  Speaker  of  the  House,  Dr.  E.  R.  Zemp,  of 
Knoxville. 

THE  SPEAKER:  Gentlemen,  the  meeting  will 
come  to  order. 

The  Secretary  will  please  call  the  roll. 

The  Secretary,  Dr.  H.  H.  Shoulders,  Nashville, 
called  the  roll  of  certified  delegates  as  follows: 

LIST  OF  DELEGATES 


County  Delegate 

Anderson-Campbell J.  S.  Hall,  Clinton 

Bedford  H.  A.  Morgan,  Shelbyville 

Blount  G.  D.  Lequire,  Maryville 

Bradley  H.  J.  McAlister,  Cleveland 

Carroll  None 

Cocke  None 

Cumberland  V.  L.  Lewis,  Crossville 

Davidson  J.  C.  Pennington.  Nashville 

Davidson  D.  W.  Smith,  Nashville 

Davidson David  W.  Hailey,  Nashville 

Davidson  J.  J.  Ashby,  Nashville 

Davidson  J.  C.  Overall,  Nashville 

Davidson  R.  S.  Duke,  Nashville 

Davidson  D.  C.  Seward,  Nashville 

Dickson  W.  J,  Sugg,  Dickson 

Dyer,  Lake,  Crockett  J.  D.  Brewer,  Dyersburg  (Dyer) 
Dyer,  Lake,  Crockett  W.  S.  Alexander,  Ridgeley  (Lake) 
Dyer,  Lake,  Crockett 

W.  H.  Stallings,  Friendship  (Crockett) 
Fayette-Hardeman  David  Galloway,  Bolivar 

Fentress Guy  C.  Pinckley,  Jamestown 

Franklin  H.  T.  Kirby-Smith,  Sewanee 

Gibson  John  Jackson,  Dyer 

Giles  J.  U,  Speer,  Pulaski 

Greene L.  E.  Dyer,  Greeneville 

Grundy  W.  A.  Brewer.  Monteagle 

Hamblen  B.  C.  Weesner,  Morristown 

Hamilton  Stewart  Lawwill,  Chattanooga 

Hamilton  D Isbell,  Chattanooga 

Hamilton  W.  J,  Sheridan,  Chattanooga 

Hamilton  J.  J.  Armstrong,  Chattanooga 

Hardin,  Lawrence,  Lewis,  Perry,  Wayne 

V.  O.  Crowder,  Lawrenceburg 

Haywood  None 

Henry  R.  J.  Perry,  Springville 

Hickman  None 

Humphreys  None 

Jackson  R.  C.  Gaw,  Gainesboro 


Knox 

Knox 

Knox 

Knox 

Lauderdale 

Lincoln 

Loudon 

Macon 

Madison 

Maury  . 

McMinn 

Monroe 

Montgomery 

Obion  

Overton 

Putnam 

Roane 

Robertson 

Rutherford 

Scott 

Sevier 

Shelby 

Shelby 

Shelby 

Shelby 

Shelby  

Shelby 

Shelby 

Smith 

Sullivan- Johnson 

Sumner 

Tipton 

Washington,  Carter, 
Weakley 

White 

Williamson 

Wilson  


R.  B.  Wood,  Knoxville 
H.  J.  Bolin,  Knoxville 

Ralph  Monger,  Knoxville 

M.  S.  Roberts,  Knoxville 

None 

None 

None 

None 

None 

None 

John  Sharp,  Etowah 
R.  C.  Kimbrough,  Madisonville 
R.  M.  Workman,  Clarksville 

None 

W.  M.  Brown,  Livingston 
J.  Fred  Terry,  Cookeville 
Thos.  H.  Phillips,  Rockwood 
John  S.  Freeman,  Springfield 
B.  W.  Rawlins,  Murfreesboro 
Milford  Thompson,  Oneida 

None 

W.  C.  Colbert,  Memphis 
C.  H.  Heacock,  Memphis 
W.  B.  Key,  Memphis 

E,  G.  Kelly,  Memphis 

A.  R.  Porter,  Jr.,  Memphis 
W.  L.  Rucks,  Memphis 
C.  V.  Croswell,  Memphis 
Thayer  S.  Wilson,  Gordonsville 
Wm.  A.  Wiley,  Kingsport 
W.  M.  Dedman.  Gallatin 
H.  Stirl  Rule,  Covington 
Unicoi  C.  W.  Friberg,  Johnson  City 
H.  G.  Edmondson,  Martin 
W.  H.  Andrews,  Sparta 
J.  O.  Walker,  Franklin 
None 


THE  SPEAKER:  As  the  result  of  the  roll  call 
I hereby  declare  a quorum  present. 

The  first  thing  I would  like  someone  to  move 
is  that  the  by-laws  be  changed  for  today  because 
we  cannot  have  a first,  second,  and  third  day.  We 
have  to  go  right  on  through  and  the  by-laws  should 
be  annulled  or  suspended  for  this  meeting. 

DR.  JERE  L.  CROOK  (Jackson) : I so  move. 

The  motion  was  seconded  by  Dr.  David  Galloway, 
Bolivar,  and  carried. 

THE  SPEAKER:  In  three  minutes  get  your 
nominating  committees — East  Tennessee  one  group, 
Middle  Tennessee  another  group,  West  Tennessee 
another  group — and  select  your  nominees  for  next 
year. 
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The  groups  caucused  for  the  selection  of  nomi- 
nating committees. 

THE  SPEAKER:  I would  like  to  have  a report 
on  the  nominating  committees.  Who  is  the  nomi- 
nating committee  from  East  Tennessee? 

DR.  HIRAM  LAWS  (Hamilton):  I am  chair- 
man of  the  nominating  committee.  The  other 
members  are  Dr.  Ralph  Monger,  Knox,  and  Dr.  L. 
E.  Dyer,  Greene. 

THE  SPEAKER:  Middle  Tennessee. 

DR.  O.  N.  BRYAN:  Dr.  J.  C.  Pennington,  Da- 
vidson, chairman;  Dr.  R.  S.  Duke,  Davidson,  and 
Dr.  H.  A.  Morgan,  Bedford. 

THE  SPEAKER:  West  Tennessee. 

DR.  HENRY  H.  HERRON:  Dr.  W.  C.  Colbert, 
Shelby,  chairman;  Dr.  Roy  M.  Lanier,  Haywood; 
Dr.  J.  E.  Powers,  Madison. 

COMMITTEES  APPOINTED 

THE  SPEAKER:  The  Reference  Committees 
are  these: 

Committee  on  Credentials — Dr.  H.  B.  Everett, 
Dr.  John  Freeman,  Dr.  W.  J.  Sheridan. 

Committee  on  Reports  of  Officers — Dr.  Ralph 
Monger,  Dr.  D.  W.  Smith,  Dr.  D.  H.  James. 

Committee  on  Reports  of  Committees — Dr.  James 
B.  Stanford,  Dr.  J.  C.  Pennington,  Dr.  L.  E.  Dyer. 

Committee  on  Resolutions — Dr.  J.  0.  Manier, 
Dr.  M.  S.  Roberts,  Dr.  W.  B.  Key. 

Committee  on  Amendments  to  Constitution — Dr. 
Hiram  Laws,  Dr.  J.  J.  Ashby,  Dr.  C.  V.  Croswell. 

I will  entertain  a motion,  as  we  did  the  last  time 
we  met  this  way,  that  all  members  present  be 
elected  delegates  whether  they  are  alternates  or 
not. 

DR.  BRYAN:  I will  make  that  motion. 

The  motion  was  seconded  by  Dr.  E.  G.  Wood 
and  carried. 

THE  SPEAKER:  Dr.  Hiram  Laws  asked  for 
the  floor  and  I will  give  him  two  minutes. 

DR.  HIRAM  LAWS:  Gentlemen,  I asked  the 
Speaker  for  a few  minutes  this  morning  before 
this  Society  went  into  business.  We  have  a beloved 
Chairman  of  the  House  of  Delegates  whom  we 
have  had  for  a number  of  years.  He  is  also  a 
past  President  of  the  Tennessee  State  Medical  So- 
ciety. He  has  wielded  the  gavel  more  than  any 
man  that  I can  remember  in  this  Society.  He 
has  given  away  more  gavels  than  any  man  that  I 
can  remember  in  this  Society.  He  has  never  been 
presented  with  a gavel  from  this  Society.  I make 
a motion  that  our  beloved  Chairman  be  presented 
with  a gavel  and  the  Secretary  be  notified  to  send 
that  gavel  to  him,  as  the  time  is  so  short  we  can- 
not have  one  presented  at  this  meeting. 

The  motion  was  seconded  by  Dr.  A.  R.  Porter,  Jr. 

DR.  LAWS:  Gentlemen,  you  have  heard  the  mo- 
tion. All  in  favor  make  it  known  by  saying  “aye”; 
opposed  “no.”  It  is  carried  unanimously. 

THE  SPEAKER:  That  is  a very  beautiful  sen- 
timent and  I appreciate  it  deeply. 

We  will  now  have  the  report  of  the  Board  of 
Trustees,  Dr.  Hamilton,  chairman. 

TREASURER’S  REPORT 

DR.  C.  M.  HAMILTON:  Mr.  Speaker  and  Mem- 


bers of  the  House  of  Delegates:  I wish  to  present 
a report  of  the  examination  of  the  finances  of 
the  State  Association  by  certified  accountants  as 
my  report  for  the  present  year  as  Treasurer. 


REPORT  OF  EXAMINATION  FOR  YEAR 
ENDED  DECEMBER  31,  1944 

The  Chairman  and  Board  of  Directors,  Tennessee 
State  Medical  Association, 

Nashville,  Tennessee. 

Sirs: 


We  have  examined  the  cash  receipts  and  dis- 
bursement records  of  the  Tennessee  State  Medical 
Association,  Nashville,  Tennessee,  for  the  year 
ended  December  31,  1944.  The  results  of  our  exam- 
ination are  presented  in  the  following  comments 
and  on  the  exhibit  and  schedules  designated  as 
follows: 


Exhibit  “A” — Statement  of  Receipts  and  Disburse- 
ments for  Year  Ended  December  31,  1944. 

Schedule  A-l — Cash  in  Banks,  December  31,  1944. 

Schedule  A-2 — Statement  of  Income  Receipts  by 
Months,  Year  Ended  December  31, 
1944. 

Schedule  A-3 — Disbursements,  MEDICAL  JOUR- 
NAL, Year  Ended  December  31, 
1944. 

Schedule  A-4 — Salaries  and  Wages,  Year  Ended 
December  31,  1944. 

Schedule  A-5 — General  Expenses,  Year  Ended  De- 
cember 31,  1944. 

Schedule  A-6 — Committee  and  Convention  Ex- 
penses, Year  Ended  December  31, 
1944. 


Schedule  A-7 — Social  Security  Tax  Expense  Paid, 
Year  Ended  December  31,  1944. 
Schedule  A-8 — Investments,  December  31,  1944. 

Cash  in  Banks,  $5,644-46,  was  verified  by  recon- 
ciliation of  statements  rendered  by  the  banks  with 
the  Association’s  records.  All  cash  receipts  ap- 
pearing in  the  records  were  traced  into  the  de- 
positories. In  verification  of  disbursements,  can- 
celed checks  were  examined  as  to  signatures  and 
endorsements  and  the  amounts  and  payees  thereon 
were  compared  with  the  entries  on  the  cash  dis- 
bursements record. 


Investments,  $19,300.84.  The  Association  had 
funds  invested  to  the  total  amount  of  $19,300.84 
at  December  31,  1944.  Investments  were  repre- 
sented by  $5,313.84  in  First  Mortgage  Real  Estate 
Notes,  at  cost;  $1,000.00  par  value  Bonds  of  the 
Home  Owners  Loan  Corporation,  at  cost,  $1,031.00; 
$9,400.00  maturity  value  Series  “F”  Defense  and 
Savings  Bonds,  at  cost,  $6,956.00;  and  $6,000.00 
face  value  Series  “G”  Savings  Bonds,  at  cost, 
$6,000.00.  These  securities  were  examined  by  our 
representative.  On  Schedule  A-8  the  items  com- 
prising invested  funds  are  listed  and  for  the  pur- 
pose of  record  all  investments  are  carried  at  cost. 
In  addition  to  the  above  listed  investments  there 
is  also  shown  on  Schedule  A-8  the  amount  of  $4,- 
155.18  cash  on  deposit  with  First  Mortgage  Com- 
pany, Nashville,  Tennessee,  available  for  invest- 
ment. 
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General 

As  shown  on  Exhibit  “A”  there  was  an  excess 
of  income  receipts  over  income  disbursements  in 
the  amount  of  $2,938.02;  an  excess  of  capital  re- 
ceipts over  capital  disbursements  in  the  amount  of 
$3,771.17;  and  a net  excess  of  total  receipts  over 
total  disbursements  in  the  amount  of  $6,709.19. 

Office  furniture,  fixtures,  and  equipment  were 
insured  against  loss  by  fire  to  the  amount  of 
$500.00.  The  fidelity  bond  of  $10,000.00  on  the 
Treasurer,  Dr.  Charles  M.  Hamilton,  was  con- 
tinued in  effect  for  one  year  by  payment  of  the 
annual  premium  during  the  year. 

The  records  are  maintained  on  a cash  receipt 
and  disbursement  basis,  and  we  have  not  attempted 
to  prepare  a schedule  of  assets  and  liabilities  at  the 
close  of  the  year,  December  31,  1944.  However, 
items  of  expense  incurred  in  the  year  1944  and 
unpaid  at  the  end  of  the  year  consisted  of  the 
following: 

Social  Security  Tax  for  the  Last  Quarter  of  1944 

(payable  in  January,  1945)  $ 29.76 

Withholding  Tax  Withheld  114.60 

Cost  of  December,  1944,  issue  of  Journal  (includ- 
ing extra  copies,  mailing,  membership  lists,  etc.)  441.10 
Office  Supplies,  etc.  19.60 

Linen  Service  for  December  1.00 

Lights — December  2.47 

Telephone — December  15.90 

Total $624.43 

These  items  were  all  paid  in  January  and  Feb- 
ruary, 1945. 

Respectfully  submitted, 

OSBORN  AND  PAGE, 
Certified  Public  Accountants. 

April  3,  1945. 

EXHIBIT  “A” 

Statement  of  Receipts  and  Disbursements  for  Year 
Ended  December  31,  1944 

Income 


Receipts — Schedule  A-2 
Dues  $ 8,170.50 

Interest  on  Investments  564.01 

Advertising  7,820.26 

Exhibit  Space  1,000.00 

Rosters,  Subscriptions,  and 
Extra  Copies  of  Journal  55.90 

Cuts  12.50 

Rent  480.00 

History  of  Society  3.00 


Total  Income  Receipts  $18,106.17 

Disbursements — 

Medical  Journal — Schedule 
A-3  $ 4.503.78 


Salaries  and  Wages — 


Schedule  A-4  6,112.50 

General  Expenses — Sched- 
ule A-5  2,266.83 

Board  of  Trustees,  Com- 
mittee and  Convention 
Expenses — Schedule  A-6  725.77 

Committee  on  Postgraduate 
Instruction  in  Surgical 
Diagnosis  1,500.00 

Social  Security — Schedule 

A-7  59.40 

Tax  Payments  Deducted 
from  1943  Salaries  and 
Wages — 


Social  Security  $ 14.75 

Withholding  Tax  114.60  $ 129.35 


$15,297.63 

Less  — Deductions,  Fourth 
Quarter  1944 — 

Social  Security  $ 14.88 

Withholding  Tax  114.60  129.48 


Total  Income  Disburse- 
ments   

Excess  of  Income  Receipts 
Over  Income  Disburse- 
ments   

Capital 

Receipts — 

Principal  — First  Mortgage 
Notes — Schedule  A-8 
Disbursements — 

Excess  of  Capital  Receipts 
over  Capital  Disburse- 
ments   


$15,168.15 


$ 2,938.02 


$ 3,771.17 
— 0— 


$ 3,771.17 


Represented  by — 


$ 6,709.19 


General  Investment 
Fund  Fund 


Fund  Balances,  December 
31,  1944  $5,644.46  $ 4,155.18 

Fund  Balances,  December 
31,  1943  3,090.45 


Increase  During  Year  End- 
ed December  31,  1944  $2,554.01  $ 4,155.18  $ 6,709.19 


SCHEDULE  A-l 

Cash  in  Banks,  December  31,  1944 


American  National  Bank — 

Balance  December  31,  1944, 

per  Bank  Statement  $5,410.47 

Deduct — Outstanding  Checks: 

December  28,  1944,  C.  M. 

Hamilton  $100.00 

December  30,  1944,  H.  H. 

Shoulders  89.00 

December  30,  1944,  W.  M. 

Hardy  72.20 

December  30,  1944,  W.  M. 

Gupton.  P.  M 10.00  $ 271.20 


Balance,  December  31,  1944, 
per  Books  $5,139.27 

Third  National  Bank — 

Balance,  December  31,  1944, 

per  Books  and  Bank  State- 
ment   $ 505.19 


Cash  in  Banks,  December  31, 

1944— Exhibit  "A”  $5,644.46 


SCHEDULE  A-2 

Statement  of  Income  Receipts  by  Months  for  Year  Ended  December  31,  1944 


E-< 


January  $ 3,799.56 

February  3,184.33 

March  1,974.33 

April  1,358.04 

May  992.37 

June  857.00 

July  811.12 

August  692.11 

September  785.82 

October  787.43 

November  680.62 

December  2,183.44 


TOTALS  $18,106.17 
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$2,809.00 

$ 586.36 

$ 360.00 

2,526.00 

438.33 

180.00 

1,270.50 

590.33 

60.00 

403.00 

$ 75.00 

473.04 

360.00 

354.00 

584.87 

276.00 

538.00 

114.00 

651.92 

48  00 

560.11 

40.00 

743.82 

78.00 

75.00 

582.43 

52.00 

628.62 

240.00 

414.01 

1,442.43 

$8,170.50 

$564.01 

$7,820.26 

$1,000.00 
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$ 4.20 

$ 40.00 

40.00 

13.50 

40.00 

2.00 

$ 5.00 

40.00 

6.00 

7.50 

40.00 

3.00 

40.00 

5.20 

40.00 

4.00 

40.00 

2.00 

40.00 

12.00 

40.00 

4.00 

80.00 

$3.00 

$55.90 

$12.50 

$480.00 

$3.00 
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SCHEDULE  A-3 


SCHEDULE  A-8 


Disbursements,  Medical  Journal,  Year  Ended 


Investments,  December  31,  1944 


December  31,  1944 


First  Mortgage  Real  Estate  Notes — 


Printing  $3,000.00 

Extra  Copies  322.28 

Mailing  380.00 

Color  Cover  372.00 

Color  Advertising  270.00 

Minutes,  Tables,  etc.  84.50 

Membership  Lists  60.00 

Cartoons  and  Half-tones  15.00 


Total— Exhibit  "A”  $4,503.78 


SCHEDULE  A-4 

Salaries  and  Wages  for  Year  Ended  December 


General  Securities  Company 

Anna  Mary  Bransford 

A.  D.  Talley 

P.  Ray  Thomas 

M.  E Hooper 

W.  W.  Johnson 

Total  Real  Estate  Notes 
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$ 750.00 

$ 750.00 

1,746.93 

327.85 

$1,419.08 

500.00 

150.00 

350.00 

2,100.00 

2,100.00 

3,788.08 

243.32 

3.544.76 

200.00 

200.00 

$9,085.01 

$3,771.17 

$5,313.84 

31,  1944 


Dr.  H.  H.  Shoulders 
Dr.  W.  M.  Hardy 
Miss  Willard  Batey: 
Salary 

Bonus  

Essie  Mayberry 
Edith  Lee  


$2,400.00 

1,800.00 

$1,500.00 

150.00  1,650.00 

252.50 
10.00 


Bonds — (At  Cost) 

$1,000.00  Par  H.  O.  L.  C.  3’s,  May  1, 


1952/44  $1,031.00 

1,400.00  Par  Series  “F”  Defense 

Bonds,  April,  1942  1,036.00 

8.000. 00  Par  Series  “F”  Savings 

Bonds,  December,  1943  5,920.00 

6.000. 00  Par  Series  "G”  Savings 

Bonds,  April,  1943  6,000.00 


Total  Salaries  and  Wages — Exhibit  “A"  $6,112.50 

SCHEDULE  A-5 

General  Expenses  for  Year  Ended  December  31, 
1944 


Total  Bonds  13,987.00 


Total  Investments  $19,300.84 

Cash — 

Available  for  Investment  on  Deposit 
with  First  Mortgage  Company: 

Principal  Collected  During  1944  $3,771.17 
Interest  Collected  During  1944  384.01 — $ 4,155.18 


Rent  $ 897.48 

Telephone  and  Telegraph  139.52 

Office,  Supplies,  Programs,  etc.  254.60 

Postage  160.00 

Dr.  C.  M.  Hamilton — Honorarium  200.00 

Letter  Service  24.40 

Lights  23.88 

Binding  Expense  5.00 

Janitor  Service  3.00 

Linen  Service  12.00 

Storage  30.00 

Rent — Safety  Deposit  Box  3.60 

Refunds — Dues  46.50 

Refunds — Advertising  3.00 

Subscriptions  5.00 

Cuts  46.25 

Tax  Service  25.00 

Accounting  Fees  65.00 

Gavel  for  President  15.95 

Bond  Expense  25.00 

Badges  43.50 

Registration  of  Doctors  18.00 

Signs  20.15 

Attorney  Fee  200.00 


Total— Exhibit  “A”  $2,266.83 


SCHEDULE  A-6 

Committee  and  Convention  Expenses  for  Year 
Ended  December  31,  1944 


A M A.  Council  on  Industrial  Health  $ 50.51 

Report  Proceedings.  House  of  Delegates  118.77 

Tennessee  State  Medical  Association  Con- 
vention : 

Travel,  Hotel,  Meals  $ 67.05 

Reporting  Service  303.54  370.59 

A.  M.  A.  Convention  (Chicago)  169.72 

Legislative  Committee  16.18 


Total— Exhibit  "A”  $725.77 


SCHEDULE  A-7 

Social  Security  Tax  Expense  Paid  for  Year  Ended 
December  31,  1944 


Social  Security — 1943  $14.65 

First  Quarter— 1944  $29.70 

Less — Deductions  14.85  14.85 

Second  Quarter — 1944  29.90 

Less — Deductions  14.95  14.95 

Third  Quarter — 1944  29.90 

Less — Deductions  14.95  14.95 


Total — Exhibit  “A"  $59.40 


DR.  JERE  L.  CROOK:  I move  it  be  accepted 
and  referred. • 

THE  SPEAKER:  The  Treasurer’s  report  will  be 
referred  to  the  Reference  Committee  on  Reports 
of  Officers. 

DR.  HAMILTON:  I will  now  give  the  report  of 
the  activities  of  the  Board  of  Trustees  of  the  Ten- 
nessee State  Medical  Association. 

Dr.  Hamilton  read  the  report  of  the  Board  of 
Trustees. 

REPORT  OF  ACTIVITIES  OF  THE  BOARD  OF 

TRUSTEES  OF  STATE  MEDICAL  ASSO- 
CIATION, APRIL  8,  1945 

The  Board  of  Trustees  has  held  two  regular 
meetings.  The  first  was  the  post-convention  meet- 
ing in  the  Noel  Hotel,  Nashville,  Tennessee,  April 
13,  1944.  The  second  was  at  the  headquarters 
office,  508  Doctors  Building,  Nashville,  Tennessee, 
January  21,  1945. 

Present  at  the  first  meeting  were: 

C.  M.  Hamilton,  Nashville,  Chairman;  E.  R. 
Zemp,  Knoxville;  W.  C.  Chaney,  Memphis;  B.  L. 
Jacobs,  Chattanooga;  0.  N.  Bryan,  Nashville;  Kyle 
C.  Copenhaver,  Knoxville;  H.  H.  Shoulders,  Nash- 
ville; Arthur  R.  Porter,  Jr.,  Memphis,  visitor. 

A major  portion  of  the  business  at  this  time 
was  the  appointment  of  Standing  and  Special  Com- 
mittees. A list  of  the  appointments  has  been  pub- 
lished in  the  JOURNAL  and  need  not  be  included  in 
this  report.  The  board  authorized  the  Treasurer 
to  furnish  the  Committee  on  Postgraduate  Instruc- 
tion in  Gynecology  the  usual  pro  rata  of  the  nec- 
essary funds  to  perform  its  function. 

The  board  also  decided  to  make  a limited  amount 
of  funds  available  for  the  Postwar  Planning  Com- 
mittee when  such  needs  should  arise. 
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Present  at  the  meeting  January  21,  1945,  were: 

C.  M.  Hamilton  (Chairman),  E.  R.  Zemp,  W. 
C.  Chaney,  B.  L.  Jacobs,  0.  N.  Bryan,  Kyle  C. 
Copenhaver,  President;  H.  H.  Shoulders,  Secre- 
tary; W.  M.  Hardy,  Assistant  Secretary;  N.  S. 
Shofner,  visitor. 

The  board  was  informed  that  an  approximate 
$10,000.00  bank  balance  was  available.  It  was 
decided  that  $8,000.00  of  this  amount  should  be 
invested  in  real  estate  first  mortgage  loans  or  gov- 
ernment bonds,  depending  on  the  security  of  real 
estate  loans  available. 

The  board  confirmed  that  action,  previously 
taken  by  mail,  to  cancel  the  meeting  of  the  Tennes- 
see State  Medical  Association  scheduled  for  1945. 
However,  the  board  authorized  the  meeting  of  the 
House  of  Delegates  in  Nashville  April  8,  1945, 
at  9:30  A.M. 

A favorable  vote  by  letter  on  the  bonus  for  Miss 
Willard  Batey  was  confirmed  by  motion. 

Dr.  N.  S.  Shofner,  chairman  of  the  Committee 
on  Public  Policy  and  Legislation,  was  called  upon 
for  a report  of  legislative  actions.  He  gave  a 
report  of  the  legislation  that  had  been  planned  and 
drafted.  The  major  features  of  the  proposals 
were : 

(1)  An  amendment  to  the  Basic  Science  Law  to 
place  it  in  its  original  form  so  as  to  make  it  apply 
to  all  practitioners  of  the  healing  art. 

(2)  An  amendment  to  the  Naturopathic  Bill 
was  read  and  its  purpose  stated,  which  is  to  pre- 
vent naturopaths  from  using  dangerous  drugs  and 
agents,  such  as  narcotics,  anesthetics,  X-ray  ther- 
apy, etc. 

It  was  brought  out  that  more  than  700  naturo- 
paths have  been  licensed  in  Tennessee  since  the 
passage  of  the  bill  and  that  a naturopathic  school, 
located  in  East  Nashville,  has  been  approved  for 
the  education  of  veterans  under  the  GI  Bill  of 
Rights. 

The  board  authorized  the  expenditure  of  $2,000 
for  the  passage  of  these  amendments.  Due  to  the 
tireless  efforts  of  the  Legislative  Committee  and 
loyal  legal  assistance,  these  amendments  have  been 
passed. 

Respectfully  submitted, 

C.  M.  HAMILTON,  Chairman. 

THE  SPEAKER:  The  report  will  be  referred 
to  the  Reference  Committee  on  Reports  of  Officers. 
Next  is  the  report  of  the  Secretary,  Dr.  H.  H. 
Shoulders. 

The  Secretary,  Dr.  H.  H.  Shoulders,  read  his 
report.  • 

REPORT  OF  THE  SECRETARY-EDITOR  FOR 
THE  YEAR  1944 

To  the  Members  of  the  Board  of  Trustees: 

The  following  is  a brief  statement  of  the  activi- 
ties of  the  headquarters  office  of  the  Association 
during  the  year  1944. 


Membership 

There  were  1,776  doctors  on  the  roll  of  members 
of  the  Tennessee  State  Medical  Association  at  the 
end  of  1944.  Of  this  number,  430  are  serving  with 
the  armed  forces.  These  430  members  do  not  pay 
dues,  pursuant  to  action  taken  by  this  House  of 
Delegates  in  1942.  This  results,  of  course,  in  a 
loss  of  dues  in  the  amount  of  $2,580  per  year. 
This  is  the  largest  membership  the  Association 
ever  had. 

Component  Societies 

There  has  been  no  change  to  date  in  the  number 
of  component  societies.  A radical  change  is  con- 
templated, touching  the  counties  of  Benton,  Car- 
roll,  Chester,  Crockett,  Decatur,  Fayette,  Gibson, 
Hardeman,  Haywood,  Henderson,  Madison,  and 
McNairy.  The  doctors  in  these  twelve  counties 
have  taken  action  severally  and  jointly  to  sur- 
render their  respective  county  charters  and  to 
apply  for  a new  charter  under  the  name  of  “The 
Consolidated  Medical  Assembly  of  West  Tennes- 
see.” » 

A number  of  the  smaller  counties  in  this  group 
have  not  had  active  societies  in  the  last  several 
years.  Such  combinations  make  it  possible  for  the 
doctors  in  the  small  society  to  become  a part  of  a 
large  active  society.  In  my  own  opinion,  it  is  the 
only  way  to  give  doctors  so  situated  an  opportu- 
nity for  contact  with  their  fellows  which  is  both 
stimulating  and  educational. 

The  Journal 

Every  issue  of  the  Journal  has  been  mailed 
and,  excepting  rare  instances,  on  time.  In  a few 
instances  the  delay  was  for  the  purpose  of  in- 
cluding material  which  we  thought  necessary  to 
include.  In  other  instances  the  printer  has  had 
some  difficulty.  He  has  the  same  labor  handicaps 
that  other  civilian  concerns  have  at  the  present. 

Members  in  Service 

We  have  made  a diligent  effort  to  keep  in  touch 
with  our  members  in  service  and  to  see  to  it  that 
the  Journal  reaches  them.  These  efforts  have 
provoked  very  complimentary  letters  from  mem- 
bers serving  in  faraway  places.  They  seem  highly 
gratified  at  receiving  the  JOURNAL.  It  serves  to 
maintain  for  them  a sort  of  contact  with  their 
professional  fellows  at  home  and  we  are  persuaded 
to  believe  that  it  contributes  to  their  high  morale. 

Committee  on  Postwar  Medical  Service 

As  you  know,  the  American  Medical  Association 
created  a Committee  on  Postwar  Medical  Service 
and  requested  the  states  to  do  likewise.  This 
House  of  Delegates  authorized  the  creation  of  such 
a committee  in  Tennessee  and  it  was  appointed. 
Up  to  date  the  activities  of  that  committee  con- 
sist largely  in  compiling  information  which  will 
be  of  immediate  usefulness  when  demobilization  is 
begun. 

This  Association  has  done  all  that  could  be  done 
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in  the  interest  of  the  members  who  are  serving 
so  effectively  with  our  armed  forces. 

Finances 

A detailed  financial  statement  of  the  Association, 
together  with  an  audit  by  a certified  public  ac- 
countant, has  been  handed  you  by  the  Treasurer 
and  Chairman  of  the  Board  of  Trustees.  I will 
make  only  brief  reference  to  this  subject. 

Notwithstanding  the  loss  of  income  from  men 
serving  with  the  armed  forces,  our  total  income 
for  the  year  was  $18,106.17.  Our  income  from 
dues  decreased  to  $8,170.50.  Income  from  adver- 
tising increased  to  $7,820.26.  I will  say,  therefore, 
that  the  JOURNAL  earns  for  the  Association  almost 
as  much  as  the  members  pay  in  dues.  When  the 
income  from  advertising  is  added  to  the  income 
from  exhibit  space,  it  brings  an  income  from  these 
two  sources  greater  than  the  income  from  dues. 

The  expenses  of  the  Association  were  diminished 
in  1944.  As  a result  the  Association  had  an  income 
in  excess  of  disbursements  in  the  amount  of  $2,- 
938.02. 

In  the  year  1944  the  Legislature  did  not  meet. 
In  1945  it  did. 

It  must  be  remembered  that  the  Association  does 
not  receive  and  cannot  expect  to  receive  the  in- 
come from  investments  which  was  l'eceived  just  a 
few  years  ago. 

I mention  these  matters  for  the  purpose  of 
making  one  point  that  the  Association  is  able  to 
carry  on  enormous  activities  in  spite  of  a low  in- 
come from  dues  (the  second  lowest  in  the  United 
States)  by  reason  of  the  willing  sacrifice  and  ef- 
forts of  officers,  committeemen,  and  members. 

The  Necessity  for  Strong  Position 

It  is  necessary — in  fact,  it  is  increasingly  neces- 
sary that  this  Association  be  maintained  in  a 
strong  position  in  every  respect.  This  means  a 
strong  position  in  a financial  sense.  It  means, 
also,  a strong  position  in  unity,  loyalty,  and  alert- 
ness. 

Legislative  Program 

I cannot  allow  this  opportunity  to  pass  without 
making  reference  to  the  legislative  pi’ogram  this 
year.  Our  entire  program  was  enacted,  not  al- 
ways in  the  exact  form  we  preferred,  but  in  its 
major  aspects,  it  is  the  most  successful  program 
we  have  ever  accomplished.  It  is  not  my  purpose 
to  discuss  the  meaning  of  it  all.  I will  say,  briefly, 
it  makes  it  possible  to  clean  up  some  “dirty  linen” 
within  the  medical  profession  by  the  strengthen- 
ing of  the  Medical  Practice  Act.  It  makes  pos- 
sible the  cleaning  up  of  a terrible  mess  made  pos- 
sible by  the  adoption  of  the  Naturopathic  Bill  two 
years  ago. 

A committee  to  study  the  illegal  practice  of 
medicine  in  Tennessee  was  created  and  the  Com- 
missioner of  Health  was  made  a member  of  it. 
This  should  yield  a factual  statement  that  should 
form  the  basis  of  legislative  acts  in  the  future,  and 
finally  an  enabling  act  to  permit  the  formation 


and  operation  of  medical  service  plans  was  passed. 

An  enormous  amount  of  legislation  is  being  pro- 
posed in  the  National  Congress  touching  the  field 
of  medicine.  I am  happy  to  believe  that  at  the 
present  time  the  opinion  of  doctors  is  held  in  some 
higher  esteem  in  Washington  than  was  the  case 
a little  while  back. 

As  Anatole  France  said,  “The  future  is  hidden 
from  us  all,  even  from  those  who  make  it.”  No 
one  can  predict,  with  accuracy,  just  what  the  next 
few  years  may  bring,  but  one  thing  is  certain, 
the  medical  profession  has  a record  of  service  and 
sacrifice,  both  in  peace  and  in  war,  and  a record 
of  ethical  conduct  in  the  public  interest,  which, 
in  my  humble  opinion,  will  be  potent  in  shaping 
that  destiny. 

In  closing,  I wish  to  thank  the  officers  and  the 
committeemen  for  their  hearty  cooperation  through- 
out the  year  and  to  make  the  observation  that 
the  organization  is  stronger  in  spirit  and  in  pur- 
pose than  it  has  ever  been. 

Respectfully, 

H.  H.  SHOULDERS,  M.D., 
Secretary-Editor. 

April  8,  1945. 

THE  SPEAKER:  The  report  will  be  referred 
to  the  Reference  Committee  on  Reports  of  Officers. 

The  report  of  the  Committee  on  Graduate  In- 
struction in  Gynecology. 

Dr.  W.  L.  Williamson  read  the  report  of  the 
Committee  on  Graduate  Instruction  in  Gynecology. 

REPORT  OF  COMMITTEE  ON  POSTGRADUATE 
INSTRUCTION 
Gynecology 

The  Committee  for  Postgraduate  Instruction  in 
Gynecology  was  organized  April  11,  1944,  in  its 
meeting  held  at  the  Noel  Hotel  in  Nashville.  At 
that  time  the  committee  voted  that  Dr.  W.  L. 
Williamson  be  the  chairman  for  the  program  in 
gynecology  to  function  during  the  years  1945-46. 

In  October,  1944,  by  a vote  of  the  committee  in 
writing  through  the  mails,  Dr.  J.  R.  Bromwell 
Branch,  who  was  instructor  in  the  successful  pro- 
gram of  surgical  diagnosis,  was  reappointed  to 
serve  as  instructor  for  the  course  in  gynecology; 
this  for  the  reason  that  Doctor  Branch  was  orig- 
inally a gynecologist,  and  it  was  evident  to  the 
committee  that  his  training  in  this  field  was  ade- 
quate, continuous,  and  consistent  through  the  years 
along  with  his  practice  of  surgery.  In  addition, 
the  committee  gave  Doctor  Branch  a month’s  leave 
of  absence  with  pay  during  December,  1944,  and 
he  spent  the  mofrith  in  hospitals,  gynecological  de- 
partments, and  clinics  in  New  York  and  Johns 
Hopkins  in  Baltimore  preparatory  to  his  return  to 
open  instruction  in  this  course  in  Tennessee. 

January  15,  1945,  instruction  was  opened  for  the 
first  circuit  in  West  Tennessee  in  the  centers  of 
Covington,  Brownsville,  Jackson,  Selmer,  and  Boli- 
var. The  number  of  physicians  taking  the  course 
in  the  first  circuit  and  the  percentage  of  attendance 
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at  the  close  has  been  approximately  the  same  as 
in  the  past  course.  Instruction  also  was  opened 
in  the  second  circuit  which  includes  the  centers 
of  Franklin,  Columbia,  Fayetteville,  Pulaski,  and 
Waynesboro,  and  at  the  present  writing  only  two 
weeks  of  the  ten  weeks’  course  have  thus  far  been 
given  in  the  second  circuit. 

The  interest  in  gynecology  promises  to  be  equal 
to  that  of  past  courses.  Particular  attention  is 
being  given  by  the  committee  to  clinic  demonstra- 
tions for  the  reason  so  many  physicians  in  their 
questionnaire  reports  after  the  last  course  urged 
more  of  these  demonstrations.  Doctor  Branch  is 
promoting  this  phase  of  the  course,  demonstrating 
complete  pelvic  examinations  with  equipment,  in- 
struments, and  standard  methods  for  conducting 
same.  The  medical  phase  of  gynecology  is  stressed 
in  this  course. 

As  a result  of  announcements  to  the  public, 
schools,  colleges,  and  women’s  study  clubs  offering 
services  of  Doctor  Branch  for  lay  lectures,  Doctor 
Branch  has  been  giving  lay  lectures  on  the  follow- 
ing subjects: 

1.  Problems  of  Adolescence. 

2.  Difficulties  of  Sex  Life. 

3.  The  Menopause  and  Cancer. 

Already  the  widespread  interest  among  women 
of  the  communities  where  the  course  has  been 
conducted  has  been  noted  by  physicians  by  reason 
of  visits  to  their  offices  over  symptoms  and  prob- 
lems described  by  the  instructor  in  his  lay  talks. 
The  committee  is  hopeful  of  practical  results  com- 
ing out  of  this  program  of  education  for  the  lay 
public  and  a corresponding  response  by  the  general 
practitioners  or  family  physicians  for  earlier  med- 
ical care  and  treatment  of  gynecological  conditions. 

Attached  is  the  financial  statement  as  of  March 
31,  1945. 

A printed  copy  of  the  lecture  notes  in  book  form 
for  gynecology  is  also  herewith  submitted  as  a 
part  of  this  report. 

The  committee  calls  attention  to  the  fact  that  in 
the  previous  course  in  surgical  diagnosis  a total 
of  418  medical  officers  in  the  Army  and  Navy  took 
that  course.  It  is  believed  that  a large  number 
of  these  have  now  been  transferred  out  of  the 
state  to  the  battle  fronts,  and  this  number  will 
be  greatly  reduced  for  the  coming  course  in  gyn- 
ecology. 

Respectfully  submitted, 

W.  L.  WILLIAMSON,  M.D., 
Chairman. 

Memphis,  Tennessee,  March  30,  1945. 


Financial  Statement,  Month  Ending  March  31,  1945 

Receipts 

Contri-  Lecture 

butions  Tuition  Books  Total 

Balance  Forward  $6,375.00  $ 797.50  $7,172.50 

625.00  337.50  $3.00  965.50 


Total 


$7,000.00  $1,135.00  $3.00  $8,138.00 


Disbursements 

Salary  Office 

and.  Travel  Expense  Total 

Balance  Forward  $2,716.68  $290.77  $3,006.85 

1,358.34  25.84  1,384.18 

$4,391.03 


Receipts  $8,138.00 

Disbursements  4,391.03 


$3  746.97 

Less  Cash  on  Hand  53.00 


$3,693.97 

Plus  Outstanding  Checks  889.24 


$4,583.21 

Less  H.  K.  Alexander,  M.D.,  Check  (returned)  . 10.00 

$4,573.21 

Bank  Balance  Reads  $4,573.21 

Surgical  Diagnosis 

This  final  report  is  to  be  attached  to  and  con- 
sidered a part  of  the  report  made  to  this  body  in 
April,  1944,  at  the  end  of  the  first  year  of  the 
course  in  postgraduate  instruction  in  surgical  diag- 
nosis. 

The  course  was  completed  according  to  schedule 
at  the  end  of  November,  1944.  It  is  my  impres- 
sion that  postgraduate  medical  education  has  be- 
come popular  in  Tennessee.  The  interest  is  shown 
by  the  growth  in  numbers  throughout  the  war  pe- 
riod. Attention  is  called  to  the  following  table 
which  shows  a comparison  of  previous  courses 


given : 

Total 

Course  Date  Enrollments 

Obstetrics  1937-38  1,333 

Pediatrics  1939-40  1,028 

Internal  Medicine  1941-42  1,304 

Surgical  Diagnosis  1943-44  1,418 


All  Courses  Total  5,083 


All  of  the  credit  for  the  success  of  this  course 
must  be  given  to  the  instructor,  Dr.  J.  R.  B. 
Branch,  and  his  able  fieldman,  Mr.  L.  W.  Kibler. 

The  attendance  percentage  of  the  matriculates 
has  been  unusually  high.  The  following  table, 
taken  from  the  records  of  this  course,  speaks  for 


itself : 

Facts  from  the  Records 
Number  of  Circuits  9 

Number  Teaching  Centers  47 

Number  Colored  Teaching  Centers  4 

Number  of  Counties  Included  in  This 
Course  (96  within  the  state)  95 

Number  Civilian  Physicians 

Enrolled  1,000 

Number  Medical  Officers  Enrolled  418 


Total  Enrollments  1,418 

Number  Private  Consultations  Held  by 
Instructor  with  Group  Members  609 
Average  Percentage  of  Attendance  81% 
Number  Communities  Receiving  Lay 
Lectures  3 

Number  Laity  Attending  260 

The  schedule  was  followed  as  planned,  with  the 
addition  of  the  Army  groups  at  Camp  Campbell, 
Camp  Forrest,  and  a weekly  visit  for  consulta- 
tions at  the  air  base  at  Dyersburg  and  an  extra 
course  at  Camp  Tyson.  These  made  six  lectures 


$4,075.02 


$316.61 
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a week  and  in  the  Memphis  area  seven;  they 
were  well  worth  while,  as  they  were  added  at 
the  urgent  request  of  the  authorities,  and  we  have 
tangible  evidence  of  their  appreciation. 

Among  other  things,  the  contributions  which 
seemed  particularly  valuable  were  those  pertain- 
ing to  the  modern  treatment  of  wounds,  burns, 
and  the  demonstrations  of  skin  grafting.  Espe- 
cially stressed  were  the  diagnosis  and  proper  treat- 
ment of  acute  surgical  conditions  of  the  abdomen, 
appendicitis,  etc.,  shock  and  cancer.  Six  out  of 
the  ten  lectures  were  illustrated  with  appropriate 
movie  films,  which  were  very  popular.  The  in- 
structor assisted  at  a number  of  operations  and 
did  some  for  demonstration  where  that  seemed 
wise. 

It  was  interesting  to  note  that  the  consultation 
feature  was  very  freely  used  in  some  areas,  but 
very  little  in  others,  although  it  was  repeatedly 
offered.  One  disappointing  thing  was  the  paucity 
of  patients  for  demonstration. 

Attached  herewith  is  a copy  of  the  auditor’s 
report  as  of  December  30,  1944.  A final  report 
has  been  made  by  the  chairman  to  the  contribut- 
ing agencies:  Commonwealth  Fund,  University  of 
Tennessee,  Vanderbilt  University,  State  Health 
Department,  and  the  Tennessee  State  Medical  As- 
sociation. 

J.  L.  McGEHEE,  M.D., 
Chairman,  Committee  for  Postgraduate 
Instruction  in  Surgical  Diagnosis. 

Audit  Report 

J.  L.  McGehee,  M.D.,  Chairman, 

Tennessee  State  Medical  Association, 

Committee  on  Postgraduate  Instruction  in  Surgical 
Diagnosis, 

U University  Center  Building, 

Memphis,  Tennessee. 

Dear  Sir: 

We  have  completed  our  examination  of  your 
books  and  records,  per  instructions  of  Mr.  L.  W. 
Kibler,  field  director,  for  the  period  begun  January 
30,  1943,  and  ended  December  30,  1944,  and  as  a 
result  of  our  examination  we  present  herewith 
statement  of  cash  received  and  cash  disbursed,  to- 
gether with  certain  exhibits  supporting  items  on 
this  statement. 

Cash  Received  and  Cash  Disbursed:  We  made 
a detailed  examination  of  all  receipts  and  dis- 
bursements during  this  period,  and  in  our  opinion 
all  funds  received  have  been  properly  accounted 
for  and  all  disbursements  have  been  properly  re- 
corded. 

Included  in  this  report  is  a statement  of  basis 
of  refunds  to  contributors,  showing  the  propor- 
tionate amount  of  refund  due  each  contributor. 
The  refunds  are  computed  on  the  same  basis  as  in 
prior  period. 

We  made  a physical  count  of  the  lecture  manuals 
on  hand  and  the  students  receipt  cards  in  your 
files,  which  is  as  follows: 


In  the  Hands  of  the  Students  1,334 

On  Hand  in  the  Office  79 


Total  1,413 

Total  Printed  1,400 


Over  13 


We  trust  the  statements  included  with  this  re- 
port will  be  self-explanatory.  However,  should 
there  be  additional  information  desired  within  the 
scope  of  our  examination,  it  will  be  gladly  fur- 
nished upon  request,  and,  in  closing,  we  take  this 
opportunity  of  thanking  you  for  entrusting  this 
work  to  our  care  and  hope  to  merit  a continuance 
of  your  valued  patronage. 

Respectfully  submitted, 

CARL  B.  WELLBORN, 
Certified  Public  Accountant. 

Memphis,  Tennessee,  December  30,  1944. 


Schedule  A 

Cash  Received  and  Cash  Disbursed,  January  30, 
1943,  to  December  30,  1944 

Balance  Cash  on  Hand  and  in  Bank  at  January 

30,  1943  $6,564.31 

Received — 

Contributions,  Ex.  A-l  $32,000.00 

Enrollment  Fees  8,964.00 

Sales  of  Lecture  Manuals  17.00 

Deposit  made  by  Tennessee  State 
Medical  Association  to  Cover 
Overdraft  in  Broadway  National 
Bank,  Nashville,  Tennessee  317.50 


Total  Cash  Received  $41,298.50 


Total  Cash  to  Be  Accounted  for  $47,862.81 

Disbursed — 

Dr.  J.  R.  B.  Branch,  In- 
structor, Salary  $15,999.98 

Dr.  J.  R.  B.  Branch,  In- 
structor, Traveling  Ex- 
pense 3,000.02  $19,000.00 


L.  W.  Kibler,  Field  Di- 
rector, Salary  $ 6,166.63 

L W.  Kibler,  Field  Di- 
rector, Traveling  Ex- 
pense 1,500.04  7,666.67 


Mrs.  Merle  Lee  Secre- 
tary, Salary  $ 3,215.00 

Mrs.  Merle  Lee,  Secre- 
tary, Traveling  Expense  23.19  3,238.19 


Mrs.  Margie  Hopkins,  Sec- 
retary, Salary 
Victory  Tax  Withheld  in 
Prior  Period 

Refund  to  Tennessee  State 
Medical  Association  $ 674.91 

Refund  to  Tennessee  State 
Medical  Association  De- 
posit to  Cover  Over- 
draft 317.50 


Refund  to  Commonwealth 

Fund  4,724.35 

Refund  to  Tennessee  State 
Health  Department  674.91 

University  of  Tennessee  224.97 

Vanderbilt  University  224.97 

Other  Expense,  Ex.  A-2  2,351.55 


Total  Cash  Disbursed  $39,213.38 


Cash  in  Bank  at  De- 
cember 30,  1944,  Ex. 

A -3  $ 8,649.43 

The  item  of  $317.50  as  shown  in  cash  received  was  sub- 
sequently refunded  as  shown  in  cash  disbursed. 


75.16 

40.20 


992.41 
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Schedule  B 

Basis  of  Refunds  to  Contributors,  December  30, 
1944 


Contributor 
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Commonwealth  Fund  $24,000.00  24/32 

University  of  Tennessee  1,000.00  1/32 

Tennessee  State  Medical  Association  3,000.00  3/32 

Tennessee  State  Health  Department  3,000.00  3/32 

Vanderbilt  University  1,000.00  1/32 


Total  Contributions  $32,000.00  32/32 


Funds  to  Be  Distributed 

Balance  of  Cash  in  Bank  at  December  30,  1944  $8,649.43 


Distribution  of  Funds 

Contributors’ 
Proportion 
to  Total 
Contributions 


Commonwealth  Fund  24/32 

University  of  Tennessee  1/32 

Tennessee  State  Medical  Association  3/32 
Tennessee  State  Health  Department  3/32 
Vanderbilt  University  1/32 


$6,487.09 

270.29 

810.88 

810.88 

270.29 


Total 


$8,649.43 


Exhibit  A-l 

Contributions  Received  January  30,  1943,  to  De- 
cember 30,  1944 


Commonwealth  Fund  $24,000.00 

Tennessee  State  Health  Department  3,000.00 

Tennessee  State  Medical  Association  3,000.00 

University  of  Tennessee  1,000.00 

Vanderbilt  University  1,000.00 


Total  Contributions  Received  $32,000.00 


Exhibit  A-2 

Other  Disbursements,  January  30,  1943,  to  De- 
cember 30,  1944 


Mimeographing  and  Printing  $ 897.72 

Postage  and  Express  388.80 

Telephone  and  Telegraph  267.90 

Refunds  on  Enrollments  93.50 

Expense  Moving  Office  to  Memphis  55.62 

Stationery  and  Office  Supplies  220.31 

Office  Machine  Upkeep  and  Expense  24.25 

Luncheon  and  Other  Expense — Committee  Meet- 
ing 14.90 

Auditing  . . 75.00 

Instructors’  Equipment  243.45 

Petty  Cash  Disbursements  for  Freight  and  Mis- 
cellaneous Office  Expense  70.10 


Total  Other  Disbursements  $2,351.55 


Exhibit  A-3 

Reconciliation  of  Account  with  Union  Planters 
National  Bank  and  Trust  Company,  Memphis, 
Tennessee,  December  30,  1944 


Balance  per  Bank  Statement  at  December  29, 

1944  $8,946.65 

Less  Checks  Outstanding — 

Check  No.  272  $ 4.60 

Check  No.  273  3.75 

Check  No.  275  12.90 

Check  No.  276  44.37 

Check  No.  278  136.40 

Check  No.  281  20.20 

Check  No.  282  75.00 


Total  Checks  Outstanding  $ 297.22 


Cash  in  Bank  at  December  30,  1944  $8,649.43 


The  above  amount  of  cash  in  bank,  $8,649.43,  is  avail- 
able for  refund. 


THE  SPEAKER:  Referred  to  the  Reference 
Committee  on  Reports  of  Committees. 

Report  of  the  Committee  on  Scientific  Work. 

COMMITTEE  ON  SCIENTIFIC  WORK 

THE  SECRETARY:  There  being  no  scientific 
program,  the  Scientific  Program  Committee  has 
no  report  to  make. 

COMMITTEE  ON  STATE  TUBERCULOSIS 

THE  SPEAKER:  Committee  on  State  Tuber- 
culosis, Dr.  W.  S.  Rude.  (Not  present.) 

STATE  HOSPITAL  COMMITTEE 

Report  of  the  State  Hospital  Committee,  Dr.  E. 
G.  Wood,  chairman. 

DR.  E.  G.  WOOD:  Mr.  Speaker,  there  has  been 
no  meeting  of  the  Hospital  Committee  and  there 
is  no  report  to  make. 

THE  SPEAKER:  Committee  on  Public  Policy 
and  Legislation,  Dr.  N.  S.  Shofner,  chairman. 

Dr.  N.  S.  Shofner  read  his  report. 

REPORT  OF  COMMITTEE  ON  PUBLIC  POLICY 
AND  LEGISLATION 

Just  before  the  1945  session  of  the  Legislature 
convened,  the  Committee  on  Public  Policy  and  Leg- 
islation of  the  Tennessee  State  Medical  Association 
met  with  our  attorney,  Mr.  Charles  Cornelius,  to 
formulate  plans  and  procedures  for  three  pur- 
poses: (1)  to  amend  the  Basic  Science  Act  of  1943 
in  such  manner  as  to  restore  it  to  its  original  form 
as  passed  in  1941  and  vetoed  by  Governor  Cooper; 
(2)  to  amend  the  Naturopathic  Act  of  1943  in 
order  to  restrict  these  cultists  to  a limited  field  in 
which  they  would  be  harmless;  (3)  to  pass  an 
enabling  act  for  setting  up  a prepayment  plan  of 
medical  service. 

As  soon  as  Mr.  Cornelius  had  the  bills  written 
the  committee  sent  letters  to  the  secretaries  of  all 
component  county  societies  informing  them  of  the 
contents  of  the  bills  and  asking  them  to  see  that 
legislators  from  their  respective  counties  were  in- 
formed of  the  purpose  of  the  bills  and  to  seek  their 
support. 

The  only  bills  upon  which  opposition  was  ex- 
pected were  the  amendments  to  the  Basic  Science 
and  Naturopathic  Acts  of  1943,  and  this  proved 
to  be  correct. 

After  the  bills  were  introduced  and  referred  to 
the  Committees  on  Public  Health  in  the  two  houses, 
doctors  in  the  counties  from  which  the  committee 
members  came  were  called  and  urged  to  see  their 
senators  and  representatives.  The  response  from 
this  request  was  unanimous  and  effective.  We 
were  fortunate  in  having  two  doctors  as  members 
of  the  Senate  Committee.  Dr.  R.  L.  Dossett  of 
Tullahoma  was  chairman  and  very  influential  in 
the  Senate.  Dr.  R.  W.  Smith  of  Cocke  County  was 
the  other  member.  At  the  Senate  hearing  of  our 
bills,  Dr.  Thomas  Booth,  Giles  County,  and  Dr. 
L.  E.  Ragsdale,  Maury  County,  and  Dr.  V.  L. 
Lewis,  Crossville,  left  their  work  at  home  and 
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came  to  Nashville  to  be  present  since  their  sen- 
ators were  on  the  committee. 

On  the  House  Committee,  Mr.  Ned  Lentz,  David- 
son County,  and  Dr.  W.  H.  Winters,  a leading 
druggist  of  Nashville,  gave  us  invaluable  help.  The 
Speaker  of  the  House,  Mr.  George  Wood,  was  a 
staunch  supporter  of  the  naturopaths,  and  because 
of  his  influence  we  had  to  accept  a compromise  on 
the  amendment  to  the  Naturopathic  Act,  but  it 
weakens  it  a little,  if  any. 

Both  our  amendments  passed  by  overwhelming 
majorities  and  were  signed  by  Governor  McCord, 
who  had  been  consulted  by  the  committee  in  the 
beginning,  and  who  perfectly  understood  the  value 
of  maintaining  professional  standards  and  who 
was  always  sympathetic  in  his  attitude. 

The  passage  of  these  two  amendments  marks 
the  culmination  of  the  State  Medical  Association’s 
efforts  over  a period  of  some  twelve  years  and  is 
the  result  of  the  determination  of  the  Association 
to  keep  up  high  standards  in  the  practice  of  the 
healing  arts  and  to  protect  the  public  from  char- 
latans. It  was  accomplished  by  group  effort  and 
enthusiasm.  During  the  fight  the  whole  profession 
did  its  part.  Never  was  a request  refused  and  the 
help  was  effective.  It  was  evident  that  our  years 
of  effort  had  borne  fruit.  Influential  men  of  all 
calling  from  all  over  the  state  had  taken  note  of 
the  menace  of  unqualified  practitioners  of  so-called 
healing  arts  and  several  volunteered  to  come  to 
Nashville  to  lend  their  influence  to  the  passage 
of  these  bills,  looking  on  it  as  a public  service. 

While  the  victory  is  a victory  of  the  whole  State 
Association  and  every  member  is  to  be  congratu- 
lated, special  credit  is  due  to  a few  men  for  their 
very  great  and  successful  work. 

First,  Mr.  Charles  Cornelius,  our  attorney,  has 
not  only  written  our  bills  for  a number  of  years, 
but  has  made  the  fight  to  pass  them  his  own  fight. 
A former  senator  from  Davidson  County,  he  knows 
the  ropes  and  he  guided  us  in  every  move  that 
was  made.  No  doctor  could  have  been  more  en- 
thusiastic than  was  Mr.  Cornelius.  Such  help  as 
he  gave  us  cannot  be  bought.  His  work  was  the 
work  of  a crusader  and  any  pecuniary  compensa- 
tion was  entirely  secondary. 

Dr.  R.  H.  Hutcheson,  State  Commissioner  of 
Health,  rolled  up  his  sleeves  and  worked  with  no 
letup.  He  has  been  in  a position  to  see  the  neces- 
sity for  the  legislation  and  took  the  view  that  as 
Commissioner  of  Health  he  was  doing  part  of  his 
job  to  protect  the  public  health  in  sponsoring  such 
legislation.  His  work  was  very  helpful. 

Doctor  Dossett,  senator  from  Tullahoma,  was  in 
a position  to  help  and  he  did  everything  in  his 
power.  He  stands  high  with  his  senatorial  col- 
leagues and  was  very  effective. 

Dr.  Kyle  Copenhaver,  president  of  the  Associa- 
tion, was  very  active  as  were  President-Elect 
Chaney  and  past  Presidents  Stanford  and  Edwards, 
George  Williamson  of  Columbia,  and  many  others 
from  all  sections  of  the  state  too  numerous  to 
mention. 


There  were  also  introduced  and  passed  a series 
of  amendments  to  the  Medical  Practice  Act  of 
1932  so  as  to  bring  it  into  accord  with  the  pro- 
visions of  the  Basic  Science  Act  and  to  make  other 
changes  to  strengthen  the  Medical  Practice  Act 
in  the  light  of  experience  and  to  conform  to  the 
recommendations  to  the  Board  of  Medical  Exam- 
iners, of  which  Doctor  Qualls  is  chairman. 

Upon  instructions  of  the  Committee  on  Prepay- 
ment Plans  for  Medical  and  Hospital  Services,  your 
committee  had  written  and  introduced  and  passed 
an  enabling  act  for  the  formation  and  operation 
of  nonprofit  medical  service  corporations.  In  pre- 
paring this  act  we  availed  ourselves  of  the  services 
of  an  attorney  for  the  American  Medical  Associa- 
tion, Mr.  McDavitt,  who  came  to  Nashville  and 
spent  several  days  working  with  representatives 
of  the  Committee  and  Mr.  Cornelius  and  who  gave 
us  the  benefit  of  his  knowledge  and  experience  with 
such  plans  in  other  states. 

In  addition  to  the  above  legislation  a joint  reso- 
lution was  passed  by  the  Legislature  authorizing 
the  governor  to  appoint  an  interim  committee  to 
study  the  illegal  practice  of  medicine  in  Tennes- 
see and  to  report  to  the  Seventy-Fifth  General 
Assembly.  The  committee  is  to  consist  of  five 
members,  one  of  whom  shall  be  the  Commissioner 
of  Public  Health.  This  is  an  important  move  in 
the  right  direction  of  bringing  to  the  attention 
of  the  public  certain  abuses  which  have  long  been 
known  to  the  medical  profession,  but  which  have 
not  been  given  proper  consideration  because  any 
movement  by  the  profession  in  this  direction  is 
always  answered  by  the  accusation  that  we  are 
acting  in  our  own  selfish  interests. 

N.  S.  SHOFNER,  M.D.  (Chmn.), 

H.  B.  EVERETT,  M.D., 

M.  S.  ROBERTS,  M.D., 

JOHN  B.  STEELE,  M.D., 

T.  R.  RAY,  M.D., 

H.  H.  SHOULDERS,  M.D., 

KYLE  C.  COPENHAVER,  M.D., 
Committee. 

THE  SPEAKER:  Referred  to  the  Reference 
Committee  on  Reports  of  Committees. 

LIAISON  COMMITTEE 

Liaison  Committee,  Dr.  L.  W.  Edwards.  (Not 
present.) 

Insurance  Committee,  Dr.  A.  F.  Cooper,  Chair- 
man. 

DR.  C.  M.  HAMILTON : Mr.  Speaker,  Doctor 
Cooper  is  absent  and  asked  me  to  read  his  report. 

Doctor  Hamilton  read  the  report  of  the  Insur- 
ance Committee. 

REPORT  OF  INSURANCE  COMMITTEE 

The  House  of  Delegates  of  the  Tennessee  State 
Medical  Association. 

Gentlemen: 

Your  Insurance  Committee  submits  herewith  its 
report  for  the  past  year.  It  should  be  obvious 
that  the  representatives  of  the  two  companies 
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with  which  we  are  insured  as  a group  have  been 
considerably  handicapped  in  interviewing  our 
members  over  the  state  because  of  transportation 
difficulties  which  could  not  be  overcome.  Reduc- 
tion of  agency  force  and  office  personnel  has  in- 
convenienced them  no  little.  Yet  claims  have  been 
paid  remarkably  promptly,  and  as  far  as  it  has 
come  to  our  knowledge  with  entire  satisfaction  to 
all.  We  urge  as  forcibly  as  we  can  that  all  our 
members  avail  themselves  of  their  opportunities  to 
obtain  this  excellent  and  remarkably  reasonable 
protection  offered  them. 

The  National  Casualty  Company  of  Detroit,  rep- 
resented by  the  J.  O.  Tankard  Agency  of  Nash- 
ville, has  only  sixty-two  policies  in  force  in  our 
group,  yet  seven  claims  totaling  $1,067.85  were 
paid. 

The  Commercial  Casualty  Insurance  Company, 
through  Mr.  Hayes  Hartnett  of  Nashville,  its  gen- 
eral agent,  has  350  enrolled  in  our  group.  This 
number  was  reduced  from  362  by  policyholders 
who  failed  to  pay  premiums,  deaths,  and  in  several 
cases  permanent  removal  from  the  state.  This 
company  has  paid  $14,634.39  in  claims.  Over 
fifty  per  cent  of  these  were  for  recurring  condi- 
tions, which,  you  doubtless  know,  do  not  affect 
the  validity  of  this  contract.  In  one  instance,  Mr. 
Hartnett  secured  a very  satisfactory  settlement 
of  a claim  of  $800  for  one  of  our  members,  Dr. 
Rae  B.  Gibson,  though  he  had  been  in  military 
service  overseas  for  some  months  after  the  condi- 
tion for  which  he  was  entitled  to  be  paid  had 
terminated. 

Let  us  call  to  your  attention  again,  as  we  did 
last  year,  that  our  members  in  both  these  groups 
though  in  military  service  are  covered  for  any 
and  all  conditions  that  might  have  occurred  to 
them  in  civil  life.  Naturally,  military  exigencies 
purely  are  not  covered. 

A.  F.  COOPER,  M.D.,  (Chmn.), 
KYLE  C.  COPENHAVER,  M.D., 

C.  M.  HAMILTON,  M.D., 

Committee. 

THE  SPEAKER:  The  report  will  be  referred 
to  the  Reference  Committee  on  Reports  of  Com- 
mittees. 

Report  of  the  Committee  on  Medical  Education, 
Dr.  J.  Marsh  Frere,  chairman. 

DR.  CECIL  E.  NEWELL:  Doctor  Frere  was 
unable  to  be  here  today  and  asked  me  if  I would 
read  his  report. 

Doctor  Newell  read  the  report  of  the  Committee 
on  Medical  Education. 

REPORT  OF  COMMITTEE  ON  MEDICAL 
EDUCATION 

Mr.  Chairman  and  Delegates : 

Your  Committee  on  Medical  Education  had  a 
meeting  at  the  last  annual  meeting  of  the  State 
Society  in  Nashville.  The  members  present  agreed 
to  continue  the  educational  work  that  we  had 


previously  outlined;  otherwise  this  was  the  extent 
of  our  activities  during  the  year. 

I am  sure  the  various  other  committees  doing 
health  educational  work  will  make  a complete  re- 
port of  their  accomplishments. 

Respectfully  submitted, 

J.  MARSH  FRERE,  M.D.  (Chmn.), 
Chattanooga, 

J.  M.  LEE,  M.D.,  Nashville, 

W.  C.  CHANEY,  M.D.,  Memphis, 

R.  B.  WOOD,  M.D.,  Knoxville, 

C.  H.  SANFORD,  Memphis, 

D.  W.  SMITH,  M.D.,  Nashville, 

Committee. 

THE  SPEAKER:  Referred  to  the  Reference 
Committee  on  Reports  of  Standing  Committees. 

COMMITTEE  ON  MEMOIRS 

Committee  on  Memoirs,  Dr.  James  O.  Walker, 
chairman.  (Not  present.) 

Committee  on  Maternal  Welfare,  Dr.  W.  T. 
Pride,  chairman. 

THE  SECRETARY : I have  Doctor  Pride’s  re- 
port here,  which  he  mailed  to  me. 

The  Secretary  read  the  report  of  the  Committee 
on  Maternal  Welfare. 

COMMITTEE  ON  MATERNAL  WELFARE 

Your  Committee  on  Maternal  Welfare  begs  to 
submit  the  following  report: 

We  have  received  reports  from  sections  of  the 
state,  especially  from  the  more  populous  districts. 
While  conditions  are  greatly  improved,  there  is 
still  much  to  be  done  before  we  can  relax  our 
efforts.  However,  those  of  us  who  can  recall  a 
few  years  ago  when  there  was  not  even  an  out- 
patient department  at  any  school  or  hospital  or 
maternity  cases  know  conditions  are  better.  The 
ideal  situation  has  not  been  reached,  but  the  pub- 
lic is  aroused  and  we  know  conditions  will  mold 
themselves  into  the  unified  care  of  motherhood. 

When  we  consider  that  2,500,000  maternity  pa- 
tients each  year  are  to  be  cared  for  by  only  2,500 
obstetricians,  you  can  readily  see  why  our  maternal 
death  rate  is  great.  We  need  at  least  10,000  spe- 
cialists. We  also  need  30,000  more  hospital  beds 
for  maternity.  In  the  year  1942  we  had  at  the 
John  Gaston  Hospital  and  the  University  of  Ten- 
nessee 3,403  deliveries,  2,199  in  the  hospital  and 
1,204  in  the  home,  with  twenty-three  deaths.  This 
is  a good  record  and  especially  so  when  the  pa- 
tient had  little  prenatal  care. 

We  recommend  that  maternal  care  be  investi- 
gated by  the  federal  government  with  an  appro- 
priation of  $250,000,000.  This  to  be  set  up  by  each 
state  and  administered  by  the  obstetricians  of  that 
state.  This  then  would  be  primarily  a local  re- 
sponsibility. In  some  districts  full-time  obstetri- 
cians may  be  necessary.  Well-trained  midwives 
can  be  used  in  certain  sections  upon  the  doctor’s 
recommendation. 

The  E.M.I.C.  plan  is  not  acceptable  to  the  med- 
ical profession,  and  yet  one  out  of  every  six  babies 
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born  in  1944  was  cared  for  under  this  plan.  This 
is  the  first  step  toward  socialized  medicine. 

We  have  a large  problem  ahead  of  us,  but  if 
properly  organized  it  can  be  solved  to  the  better- 
ment of  the  human  race. 

W.  T.  PRIDE,  M.D., 

Chairman,  Committee  on  Maternal  Welfare. 

THE  SPEAKER:  Referred  to  the  Reference 
Committee  on  Reports  of  Committees. 

Report  of  the  Committee  on  Child  Welfare,  Dr. 
James  C.  Overall,  chairman. 

Dr.  James  C.  Overall  read  the  report  of  the 
Committee  on  Child  Welfare. 

COMMITTEE  ON  CHILD  WELFARE 

The  Committee  on  Child  Welfare  of  the  Tennes- 
see State  Medical  Association  has  not  done  any 
organized  work  during  the  year  1944. 

However,  the  committee  and  various  pediatri- 
cians over  the  state  of  Tennessee  have  continued 
their  work  individually.  This  work  consisted  of 
talks  before  parent-teacher  associations  and  other 
groups  on  child  welfare,  particularly  relating  to 
tuberculosis  and  immunization  work.  As  soon  as 
the  State  Association  resumes  regular  meetings, 
we  will  be  able  to  give  a better  report. 

Very  truly  yours, 

JAMES  C.  OVERALL,  M.D., 
Chairman,  Committee  on  Child  Welfare. 

THE  SPEAKER:  Referred  to  the  Reference 
Committee  on  Reports  of  Committees. 

Report  of  the  Committee  on  Cancer,  Dr.  C.  H. 
Heacock,  chairman. 

Dr.  C.  H.  Heacock  read  the  report  of  the  Com- 
mittee on  Cancer. 

REPORT  OF  CANCER  COMMITTEE 

The  committee  met  April  8,  1945,  at  the  Noel 
Hotel,  Nashville,  Tennessee.  Dr.  R.  L.  Sanders 
was  seated  as  alternate  for  Dr.  W.  L.  Simpson. 
All  other  members  of  the  committee  were  present. 

Mrs.  Rogers  N.  Herbert,  state  commander,  re- 
ported to  the  committee  on  the  activities  of  the 
field  army  for  the  past  year.  Eighty-four  counties 
of  the  state  are  now  organized.  During  1944 
$4,326  was  raised  in  the  state  for  the  fight  against 
cancer.  As  is  the  rule,  this  account  was  audited 
by  a certified  public  accountant.  This  month  a 
fund-raising  campaign  for  $100,000  is  being  con- 
ducted in  the  state.  Since  about  thirty-five  per 
cent  of  this  money  will  be  spent  locally,  it  is  urged 
again  that  each  component  society  of  this  Asso- 
ciation appoint  a committee  on  cancer  to  super- 
vise the  expenditure  of  this  money. 

Circular  letters  have  been  sent  out  by  the  State 
Committee  to  each  component  society  of  this  As- 
sociation, asking  them  to  have  special  programs 
on  the  subject  of  cancer.  Letters  are  also  being 
sent  to  each  member  of  the  Association,  asking 
them  to  cooperate  in  the  national  fund-raising 
campaign,  and  to  give  special  time  and  considera- 
tion to  the  patients  coming  for  examination  as  a 


result  of  the  publicity  given  to  cancer  this  month. 
Copies  of  these  letters  are  attached  to  this  report. 

March  24,  1945. 

To  the  Secretaries  of  the  Local  Medical  Society: 
Dear  Doctor: 

As  you  know,  cancer  now  ranks  second  only  to 
heart  disease  as  a cause  of  death  in  our  mortality 
statistics.  Eighteen  Americans  die  every  hour 
from  cancer.  This  totaled  about  175,000  last  year 
in  the  United  States.  This  is  true  in  spite  of  the 
fact  that  early  cancer  is  curable  and  that  fifty  per 
cent  of  these  victims  could  have  been  saved  if 
the  diagnosis  had  been  made  in  the  early  stage 
of  the  disease. 

We  cannot  escape  the  fact  that  many  of  those 
who  died  consulted  their  physicians  in  time,  but 
were  not  properly  advised.  In  many  localities  the 
educational  campaign  among  the  laity  has  been 
more  advanced  than  the  program  of  the  medical 
profession  to  keep  abreast  of  the  times  in  infor- 
mation regarding  the  early  diagnosis  and  treat- 
ment of  cancer. 

The  Committee  on  Cancer  of  the  State  Medical 
Association  feels  strongly  that  cancer  should  have 
a more  prominent  place  on  the  programs  of  the 
various  component  societies  of  the  State  Associa- 
tion. We  are  urgently  requesting  you  to  have  at 
least  one  program  on  cancer  every  year,  and  two 
if  your  society  meets  more  frequently  than  once 
every  month. 

Will  you  kindly  refer  this  request  to  the  chair- 
man of  your  Program  Committee?  If  you  desire 
any  help  from  outside  your  territory  in  arranging 
these  programs,  the  member  of  the  State  Commit- 
tee nearest  you  will  be  glad  to  assist  in  arranging 
the  program. 

Respectfully  yours, 

C.  H.  HEACOCK,  M.D., 
Chairman,  Cancer  Committee. 

March  30,  1945. 

To  the  Membership  of  the  State  Association. 
Dear  Doctor: 

The  month  of  April  has  been  set  aside  by  proc- 
lamation of  President  Roosevelt  as  “Cancer  Con- 
trol Month.”  Eric  Johnston,  president  of  the 
Chamber  of  Commerce  of  the  United  States,  is 
managing  a campaign  to  raise  $5,000,000  to  fight 
cancer.  During  the  month  there  will  be  a great 
deal  of  publicity  regarding  the  early  symptoms 
of  cancer,  and  every  time  the  laity  will  be  advised 
that  cancer  can  only  be  cured  if  discovered  early. 
Over  and  over  they  will  be  told  to  consult  their 
local  doctor. 

The  Committee  on  Cancer  of  your  State  Asso- 
ciation is  100  per  cent  behind  the  Field  Army  of 
the  American  Cancer  Society  in  its  educational 
and  fund-raising  campaign.  We  believe  that  every 
doctor  in  the  state  can  help  and  wish  to  point 
out  at  least  two  ways  in  which  we  believe  your 
assistance  will  count  most. 

1.  Cooperate  with  the  local  representatives  of 
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the  Field  Army  in  your  community.  You  can  lead 
in  the  educational  program  as  well  as  support  the 
fund-raising  campaign. 

2.  As  a result  of  the  national  radio  and  maga- 
zine propaganda,  many  people  will  consult  you  for 
examination.  It  will  be  a great  temptation  when 
you  are  so  busy  to  put  them  off  or  give  them  just 
a hurried  perfunctory  examination.  By  doing  so 
you  may  be  sealing  some  person’s  doom.  Can  we 
count  on  your  cooperation?  It  is  of  more  impor- 
tance than  you  may  think. 

Cordially  yours, 

C.  H.  HEACOCK,  M.D., 
Chairman,  Cancer  Committee. 

THE  SPEAKER:  The  report  is  referred  to  the 
Reference  Committee  on  Reports  of  Committees. 

Report  of  the  Committee  on  Physical  Therapy, 
Dr.  J.  J.  Ashby,  chairman. 

COMMITTEE  ON  PHYSICAL  THERAPY 

DR.  J.  J.  ASHBY : Mr.  Speaker,  the  Committee 
on  Physical  Therapy  has  had  no  meeting;  it  has 
had  no  business  transacted,  and  it  has  no  report 
at  this  time. 

THE  SPEAKER:  Committee  on  Industrial  Hy- 
giene, Dr.  Cecil  E.  Newell,  chairman. 

Dr.  Cecil  E.  Newell  read  the  report  of  the 
Committee  on  Industrial  Hygiene. 

REPORT  OF  COMMITTEE  ON  INDUSTRIAL 
HYGIENE 

Gentlemen: 

This  is  the  seventh  annual  report  of  the  Com- 
mittee on  Industrial  Hygiene.  Our  committee  re- 
grets its  loss,  but  is  proud  of  the  fact  that  its 
second  member  has  joined  the  armed  forces.  This 
member  is  Dr.  Carrington  Harrison  of  Nashville, 
Tennessee,  who  is  now  serving  as  an  officer  in 
the  Medical  Corps  of  the  Army  of  the  United 
States. 

Since  the  term  “industrial  hygiene”  by  definition 
is  more  limited  in  scope  than  the  concepts  of  our 
committee  is  actually  supposed  to  cover,  we  have 
decided,  if  it  meets  with  your  approval,  to  change 
our  title  to  the  “Committee  on  Industrial  Health.” 
We  feel  that  this  application  is  more  apt. 

Last  month  at  our  instigation,  the  Committee 
on  Industrial  Hygiene  of  the  Chattanooga-Hamil- 
ton  County  Medical  Society  sponsored  with  the 
Chattanooga  Health  Council  a publicity  campaign 
on  industrial  health.  This  was  centered  around 
the  quarterly  luncheon  of  the  latter  organization 
held  March  20.  Dr.  H.  H.  Hudson,  director  of 
Industrial  Hygiene  Service  of  the  Tennessee  De- 
partment of  Public  Health,  was  the  principal 
speaker  at  the  luncheon.  Attendance  at  the  lunch- 
eon included  representatives  of  labor,  management, 
insurance  carriers,  safety  groups,  doctors,  nurses, 
state  and  local  health  departments,  etc.  The  en- 
tire week  was  declared  Industrial  Health  Week, 
and  numerous  papers,  talks,  forums,  and  panel 
di^ussions  were  presented  to  plants,  civic  clubs, 


and  broadcast  over  Chattanooga’s  three  radio  sta- 
tions. Hamilton  County’s  subcommittee  hopes  to 
make  this  an  annual  institution.  It  is  hoped  that 
other  county  committees  will  follow  suit  in  some 
similar  endeavor. 

Arrangements  had  been  made  for  our  committee 
to  have  representation  at  the  American  Medical 
Association’s  Seventh  Annual  Congress  on  Indus- 
trial Health  in  Chicago  in  February,  but  at  the 
last  minute  the  meeting  was  called  off  at  the  re- 
quest of  the  Office  of  Defense  Transportation. 
When  these  meetings  are  resumed,  we  shall  con- 
tinue to  have  at  least  one  of  our  members  attend, 
if  that  is  your  wish. 

Respectfully  submitted, 

CECIL  E.  NEWELL,  M.D.,  (Chmn.), 

C.  F.  N.  SCHRAM,  M.D., 

A.  R.  McMAHAN,  M.D., 

CARRINGTON  HARRISON,  M.D., 

Committee. 

Sunday,  April  8,  1945. 

THE  SPEAKER:  Referred  to  the  Reference 
Committee  on  Reports  of  Committees. 

Report  of  the  Committee  on  Fractures,  Dr.  E. 
M.  Regen,  chairman. 

THE  SECRETARY:  This  report  was  mailed  in 
because  of  Dr.  Regen’s  inability  to  be  here. 

REPORT  OF  FRACTURE  COMMITTEE 

This  committee  has  not  met  during  the  year  and 
has  no  report  to  present. 

(Signed)  E.  T.  NEWELL,  M.D., 

E.  J.  LIPSCOMB,  M.D., 

ROBERT  PATTERSON,  M.D., 

E.  M.  REGEN,  M.D.  (Chmn.), 

Committee. 

THE  SPEAKER:  Committee  on  Prepayment 
Plans  for  Medical  and  Hospital  Services,  Dr.  Ar- 
thur R.  Porter,  Jr.,  chairman. 

DR.  ARTHUR  R.  PORTER,  JR.:  Mr.  Speaker 
and  Delegates:  This  report  is  rather  long  and  I 
will  read  it  hurriedly  and  not  take  up  any  more 
time  than  necessary.  I invite  your  criticism.  My 
skin  is  thick,  my  disposition  good,  and  I can  take  it. 

Doctor  Porter  read  the  report  of  the  Committee 
on  Prepayment  Plans  for  Medical  and  Hospital 
Services. 

REPORT  OF  COMMITTEE  ON  PREPAYMENT 
PLANS  FOR  MEDICAL  AND  HOSPITAL 
SERVICES 

On  December  17,  1944,  the  Committee  on  Prepay- 
ment Service  Plans  for  Medical  and  Hospital  Serv- 
ices met  in  joint  session  with  the  Committee  on 
Public  Policy  and  Legislation  in  the  office  of  the 
Secretary-Editor,  Dr.  H.  H.  Shoulders,  with  all 
members  of  both  committees  present,  together  with 
Doctor  Shoulders,  the  Assistant  Secretary-Editor, 
Dr.  W.  M.  Hardy,  and  the  Counsel  for  the  Tennes- 
see State  Medical  Association,  Mr.  Charles  L.  Cor- 
nelius. 

It  was  unanimously  decided  that  the  Tennessee 
State  Medical  Association  should  request  and  urge 
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the  Tennessee  State  Hospital  Association  to  or- 
ganize a state-wide  prepaid,  nonprofit  hospital 
service  plan  with  national  affiliation;  and  that 
the  Tennessee  State  Medical  Association  should 
organize  a sister  plan  of  prepaid,  nonprofit  medical 
service  plan  that  should  be  administered  entirely 
and  exclusively  by  the  doctors  of  Tennessee,  or 
such  a board  as  they  may  appoint  or  elect.  Such  a 
plan  should  be  patterned  along  the  lines  approved 
by  the  American  Medical  Association.  This  plan 
shall  be  hereinafter  referred  to  as  the  Tennessee 
Medical  Service. 

The  first  problem  met  in  this  undertaking  was 
the  lack  of  an  enabling  act  in  Tennessee.  Such 
an  enabling  act  has  later  been  passed  by  the 
State  Legislature,  and  is  now  a matter  of  record. 
However,  the  time  since  its  passage  has  been  so 
short  that  it  has  been  impossible  to  secure  copies 
of  this  law  and  study  all  of  its  px-ovisions. 

At  the  December  meeting  of  these  two  com- 
mittees, it  was  decided  to  x-equest  that  this  plan 
be  placed  under  the  supervision  of  the  State  Com- 
missioner of  Insurance.  Such  a plan  should  be 
exempt  from  the  state  law  requiring  a $50,000 
deposit  with  the  Commissioner  of  Insurance  be- 
cause the  doctors  are  equipped  and  trained  to  ren- 
der such  service  to  their  patients.  It  should  also 
be  exempt  from  taxation  because  it  is  a nonpi-ofit 
plan,  intended  to  serve  subscribers  of  the  low- 
income  brackets  who  should  not  be  burdened  with 
the  addition  of  such  a tax. 

There  are  a number  of  these  plans  already  in 
successful  operation  all  over  these  United  States. 
One  of  the  most  typical  is  the  Michigan  Medical 
Service  organized  in  1940.  Being  a pioneer  in 
this  kind  of  work,  the  Michigan  Medical  Service 
made  mistakes  in  the  beginning  which  were  rather 
costly,  and  the  group  plan  became  heavily  in  debt. 
Changes  have  since  been  made  that  have  put  the 
plan  on  a paying  basis.  If  the  Michigan  Service 
Plan  is  used  as  a pattern,  many  of  their  eax-ly 
mistakes  can  be  avoided  and  benefits  can  be  ob- 
tained through  their  experience. 

The  Tennessee  Medical  Service  should  be  ad- 
ministered by  a board  of  dii'ectors  choseix  in  ac- 
cord with  the  provisions  of  the  Enabling  Act  and 
the  by-laws  of  the  plan.  There  should  be  an  exec- 
utive director  of  the  state  assisted  by  such  a staff 
as  necessary.  There  should  also  be  a medical  ad- 
visory board,  which  is  a committee  appointed  by 
the  Board  of  Directors,  and  a salaried  medical 
director.  This  gxoup  should  be  assisted  by  re- 
gional committees  set  up  for  each  district  or  lo- 
cality where  the  plan  is  put  in  practice. 

Agreement  with  the  Physicians 

Each  physician  desix-ing  to  participate  in  the 
activities  of  the  Tennessee  Medical  Service  shall 
make  application  for  registration  and  agx-ee  to 
abide  by  the  articles  of  incorporation,  by-laws,  and 
regulations  of  the  Tennessee  Medical  Service;  he 
shall  agx-ee  also  to  furnish  reports  of  services  ren- 
dered to  subscribers  under  the  service,  to  accept 
compensation  for  such  services  in  accordance  with 
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the  regulation  of  the  Tennessee  Medical  Service, 
and,  unless  permitted  by  its  x-egulations,  to  make 
no  dix’ect  chax-ge  to  such  subscriber  patients  for 
services  rendered  under  the  plan. 

Thex-e  should  be  a financial  “Schedule  of  Bene- 
fits” which  indicates  the  pi'oportionate  amounts 
payable  to  participating  physicians  for  the  re- 
spective sex-vices  to  subscribers.  This  schedule 
should  also  be  used  as  a basis  for  determining  the 
maximum  dollar  indemnities  in  any  one  year  for 
subscribers  above  certain  income  limits.  The  par- 
ticipating physicians’  responsibilities  to  subscribers 
under  the  plan  ax-e  the  same  as  the  x-elations  to 
patients  attended  under  private  practice.  The 
“Schedule  of  Benefits”  is  to  be  compiled  with  the 
assistance  of  the  medical  committees  and  should 
be  equivalent  to  the  prevailing  chai'ges  made  by 
doctors  of  medicine  in  Tennessee  for  persons  in  the 
ixxcome  bracket  below  $2,000  per  year  for  single 
individuals  and  $2,500  for  family. 

Benefits  Available  to  Subscribers 

Sui-gical  and  medical  benefits  are  to  be  made 
available  to  subscribers  in  terms  of  service  and 
not  cash  indemnification.  Participating  physicians 
are  to  agree  jointly  and  individually  to  free  the 
subscribers  from  any  liability  for  assessments  for 
the  benefits  described  in  the  subscription  agree- 
ments. Payments  for  benefits  received  are  to  be 
made  directly  to  participating  physicians. 

Under  the  proposed  plan  the  subscriber  will  be 
entitled  to  receive  when  a bed  patient  in  the  hos- 
pital (benefits  to  be  specifically  worked  out;  fol- 
lowing are  suggestions) : 

1.  Sui-gical  services,  operative  and  cutting  pro- 
cedures performed  by  doctors  of  medicine  for  treat- 
ment of  diseases  and  injuries,  and  treatment  of 
fractux-es  and  dislocations. 

2.  Diagnostic  X-ray  seiwices  perfox-med  by  doc- 
tors not  to  exceed  fifteen  dollars  in  any  one  sub- 
scription year. 

3.  Diagnostic  laboratory  services  performed  by 
doctors  not  to  exceed  fifteen  dollars  in  any  one 
subscription  year. 

4.  Anesthesia  when  administered  by  an  anes- 
thetist who  is  an  M.D.  or  employed  by  doctor  not 
to  exceed  fifteen  dollars  in  any  one  subscription 
year. 

5.  Maternity  services  after  a certificate  has  been 
in  force  for  one  year  of  twelve  consecutive  months 
and  held  by  both  husband  and  wife. 

Services  are  not  to  be  provided  for  industrial 
injuries  or  diseases  which  are  govei’ned  by  Work- 
men’s Compensation  Acts;  or  for  sex-vices  which 
can  be  obtained  without  cost  to  the  subscriber  by 
compliance  with  laws  enacted  by  federal,  state, 
municipal,  or  other  legislative  body. 

Expense  Paragraph 

In  cases  where  two  or  more  sui-gical  services 
are  performed  at  any  one  time,  or  during  one  con- 
tinuous period  of  disability,  whether  from  one  or 
more  causes,  or  during  successive  periods  of  dis- 
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ability  due  to  the  same  or  related  cause  or  causes, 
the  total  value  of  such  surgical  service  shall  not 
exceed  one  hundred  fifty  dollars. 

Membership  and  Enrollment 

Eligible  subscribers  should  be  residents  of  the 
state  of  Tennessee,  or  persons  employed  by  indus- 
trial or  mercantile  firms  with  headquarters  or 
main  offices  in  the  state;  also  residents  of  neigh- 
boring states  who  are  accustomed  to  coming  within 
the  state  of  Tennessee  for  their  hospital  services 
and  who  are  able  to  combine  in  groups  of  suitable 
size  to  be  eligible  as  group  subscribers.  Unit 
groups  should  consist  of  ten  or  more  persons  who 
are  employed.  The  intention  of  the  plan  is  to 
serve  subscribers  who  have  an  annual  income  of 
less  than  $3,000.  However,  there  should  be  no 
income  limitation  among  subscribers  who  are  oth- 
erwise eligible  to  enroll.  Individuals  who  are 
single  and  make  more  than  $2,000  annually  or 
heads  of  families  whose  incomes  are  above  $2,500 
annually  should  be  required  to  pay  additional 
amounts  to  doctors  from  whom  they  receive 
medical  service  in  line  with  such  charges  as  are 
made  against  patients  of  similar  income  in  private 
practice.  In  the  beginning  of  operations  the  bene- 
fits should  be  restricted  to  hospital  cases  and  sub- 
scription rates  should  be  sufficient  to  make  sure 
that  the  plan  will  operate  successfully.  The  gen- 
eral average  over  the  country  is  about  ninety 
cents  per  month  per  individual;  $1.80  per  month 
for  husband  and  wife;  $2.50  per  month  for  a fam- 
ily composed  of  husband,  wife,  and  minor  children 
up  to  eighteen  years  of  age. 

Enrollment  procedures  are  to  be  similar  to  those 
generally  adopted  by  nonprofit  medical  service 
plans  throughout  the  country.  The  subscriber  is, 
in  general,  required  to  enroll  through  his  place 
of  employment. 

Applications 

The  hospital  service  plan  for  the  state  should 
be  under  the  administration  of  the  hospital  admin- 
istrators, members  in  good  standing  of  the  Ten- 
nessee State  Hospital  Association.  The  Medical 
Service  plan  should  be  under  the  administration 
of  doctors  of  medicine,  members  in  good  standing 
of  the  Tennessee  State  Medical  Association. 

With  this  statement  firmly  established  there 
should  be  no  confusion  as  to  who  administers 
which.  Now  upon  that  basis  the  two  separate 
groups  can  employ  the  same  clerks  and  use  the 
same  office  for  selling  their  services.  The  sub- 
scriber may  sign  the  application  stating  that  he 
wishes  to  join  the  medical  service  plan  and  the  hos- 
pital service  plan  at  the  same  time,  or  he  may 
make  separate  application  for  either  one.  Each 
application  carries  with  it  authorization  for  the 
employer  to  deduct  the  appropriate  amount  from 
the  monthly  pay  roll  and  to  remit  this  amount 
to  the  proper  office  setup  for  service  subscription 
payments. 


Identification  Card 

Each  subscriber  is  given  an  identification  card 
which  must  be  presented  to  the  physician  by  the 
subscriber  as  evidence  of  his  eligibility  for  benefits. 

Administration  Costs 

Administration  costs  of  this  plan  for  the  first 
year  will  use  about  thirty  per  cent  of  the  pre- 
miums collected,  but  the  cost  should  be  reduced 
each  year  until  it  reaches  about  thirteen  per  cent 
by  the  third  year.  If  the  reserve  accumulates  too 
rapidly  and  becomes  too  large,  it  can  be  reduced 
by  broadening  the  service  and  giving  more  to  the 
patient  or  by  reducing  the  premiums  collected. 

This  committee  recommends  that  a Board  of  Di- 
rectors be  set  up  as  provided  by  the  Enabling  Act 
who  shall  draw  up  plans  for  organizing  a prepaid 
nonprofit  medical  service  to  be  submitted  to  the 
Trustees  for  approval.  The  doctors  and  the  hos- 
pitals must  offer  to  the  public  something  better 
than  the  Wagner  Bill  offers  or  they  will  be  sure 
to  have  it  or  some  similar  legislation. 

ARTHUR  R.  PORTER,  JR.,  M.D. 

(Chmn.), 

L.  W.  EDWARDS,  M.D., 

J.  C.  BROOKS,  M.D., 

H.  B.  EVERETT,  M.D., 

M.  S.  ROBERTS,  M.D., 

Committee. 

THE  SPEAKER:  Referred  to  the  Reference 
Committee  on  Reports  of  Committees. 

Report  of  the  Postwar  Planning  Committee.  By 
request,  we  will  hear  from  Doctor  Dixon  first. 

Dr.  W.  C.  Dixon  read  the  report  of  the  Postwar 
Planning  Committee. 

REPORT  OF  COMMITTEE  ON  POSTWAR 
MEDICAL  SERVICE 

This  House  of  Delegates  authorized  the  appoint- 
ment of  a Committee  on  Postwar  Medical  Service 
to  cooperate  with  a similar  committee  of  the  Amer- 
ican Medical  Association  in  the  aid  of  veterans 
of  World  War  II  in  whatever  way  was  practical. 

The  functions  of  the  committee  up  to  date  have 
consisted  largely  of  compiling  information  which 
will  be  useful  when  demobilization  is  begun. 

Fortunately,  the  personnel  of  this  committee  is 
essentially  the  same  as  the  Committee  on  Procure- 
ment and  Assignment.  We  are,  therefore,  in  the 
possession  of  a great  volume  of  information  con- 
cerning the  local  need  for  doctors  in  Tennessee. 

No  official  plans  have  as  yet  been  formulated 
concerning  the  order  in  which  medical  officers  will 
be  discharged.  A plan  has  been  tentatively  agreed 
upon  about  which  I cannot,  at  the  moment,  dis- 
cuss. I can  say  that  it  will  be  the  policy  of  the 
committee  to  serve  as  an  information  bureau  and 
not  as  a placement  bureau  per  se.  That  is  to  say 
that  this  committee  will  aid  veterans  in  securing  a 
proper  location  by  supplying  them  with  informa- 
tion as  to  the  needs  in  the  cities  and  communities 
over  the  state. 
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It  will  not  be  their  purpose  to  designate  the  place 
and  insist  that  the  veteran  go  to  the  designated 
place. 

It  is  hoped  that  the  location  will  be  perma- 
nent. We  are  all  aware  of  the  fact  that  there 
has  been  a faulty  distribution  of  doctors  and  it  is 
hoped  that  this  defect  may  be  corrected  to  some 
extent  in  the  period  of  demobilization. 

We  also  will  prepare  to  aid  discharged  medical 
officers  in  obtaining  their  rights  under  federal 
legislation  enacted  for  the  benefit  of  veterans  with 
particular  reference  to  educational  opportunities 
for  the  completion  of  their  previous  training  and 
for  postgraduate  opportunities  for  those  who  have 
completed  their  preliminary  training. 

W.  C.  DIXON,  M.D. 

THE  SPEAKER:  Referred  to  the  Reference 
Committee  on  Reports  of  Committees. 

DR.  JERE  L.  CROOK:  Mr.  Chairman,  I would 
like  to  have  the  chairman  say  one  thing  about  the 
last  paragraph. 

THE  SPEAKER:  It  has  been  referred  to  the 
Reference  Committee. 

DR.  CROOK:  I want  it  in  the  minutes. 

THE  SPEAKER:  Next  is  the  report  of  the  Ad- 
visory Committee  to  the  Woman’s  Auxiliary. 

THE  SECRETARY:  The  chairman  of  the  com- 
mittee could  not  be  present  and  I will  read  his 
report. 

The  Secretary  read  the  report  of  the  Advisory 
Committee  to  the  Woman’s  Auxiliary. 

REPORT  OF  ADVISORY  COUNCIL  OF 
WOMAN’S  AUXILIARY 

To  the  House  of  Delegates,  Tennessee  State  Med- 
ical Association,  Nashville,  Tennessee. 
Gentlemen: 

I herewith  submit  report  of  the  activities  of 
the  Woman’s  Auxiliary  to  the  Tennessee  State 
Medical  Association  for  the  year  ending  conjointly 
with  the  Tennessee  State  Medical  Association. 

The  president  of  the  Auxiliary,  Mrs.  Jesse  C. 
Hill,  of  Knoxville,  Tennessee,  has  been  very  active 
during  the  year.  She  has  inspired  her  member- 
ship to  a full  realization  that  never  in  the  history 
of  the  world  have  women  been  called  upon  to  meet 
such  a challenge  as  that  with  which  they  are  faced 
today.  Opportunities  are  increasing  both  in  the 
need  for  service  and  responsibility  of  effort  to  the 
end  that  there  has  been  a definite  gain  in  interest 
and  in  memberships  now  totaling  341  members. 

The  auxiliary  and  its  various  units  throughout 
the  state  have  rededicated  themselves  to  the  serv- 
ice for,  and  assistance  to,  the  doctors.  They  have 
been  active  in  health  education  through  the  Hygeia 
magazine  and  have  increased  subscriptions  during 
the  year  by  156.  This  magazine  is  the  medium 
between  the  medical  profession  and  the  laity,  and 
it  is  through  the  distribution  of  this  magazine  that 
a better  understanding  of  the  doctor’s  role  in  public 
and  professional  affairs  becomes  known. 


The  auxiliary  has  interested  itself  in  the  control 
of  tuberculosis  by  assisting  in  the  campaign  for 
mobile  X-ray  units,  in  urging  more  support  of 
the  nurses  aid  movement,  in  establishing  nurses 
libraries,  and  literally  thousands  of  hours  have 
been  contributed  through  the  American  Red  Cross 
to  the  war  effort.  They  have  sold  individually  and 
collectively  enough  war  bonds  to  buy  and  equip 
four  field  hospitals. 

It  is  with  pride  that  during  this  year  134  sub- 
scriptions among  the  members  of  the  auxiliary 
have  been  made  to  the  Bulletin,  which  is  the  offi- 
cial magazine  of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association. 

Mrs.  Hill,  the  president,  attended  the  National 
Auxiliary  Convention  held  in  Chicago  in  June, 
1944.  She  has  visited  the  various  auxiliaries  and 
has  held  state  board  meetings  in  all  three  grand 
divisions  of  the  state.  Because  of  the  war  no 
meeting  will  be  held  of  the  full  membership,  but 
there  is  definitely  an  increased  interest,  a co- 
operative friendship  and  harmony  existing  through- 
out the  membership,  and  I am  confident  that  when 
the  war  is  over  and  the  doctors,  now  in  service, 
return  the  wives  of  those  now  serving  abroad  will 
affiliate  themselves  in  even  gi’eater  numbers  with 
the  auxiliary. 

The  Woman’s  Auxiliary  is  far  too  great  a po- 
tential power  to  operate  without  a definite  ob- 
jective. They  have  been  interested  ip  many  phases 
of  our  economy,  but  I submit  for  their  considera- 
tion a centralized  interest — namely,  the  control 
of  cancer.  Knowing,  as  the  medical  profession 
does  know,  that  cancer  has  risen  to  be  the  second 
killer  of  mankind  and  that  it  is  primarily  the 
responsibility  of  the  medical  profession  to  detect 
early,  recognize  the  gravity,  and  effect  a cure, 
I know  of  nothing  in  which  the  doctor’s  right  hand 
— namely,  the  wife  and  daughter — could  assist 
more  or  render  a greater  service  than  in  this  par- 
ticular field.  Then,  too,  sti’ess  should  be  laid  upon 
the  fact  that  it  is  women  who  pay  the  greatest 
toll  with  their  lives  by  cancer. 

I want  to  urge  the  members  of  the  Tennessee 
State  Medical  Association  to  become  more  inter- 
ested in  the  affairs  and  activities  of  their  aux- 
iliary, to  capitalize  upon  the  enthusiasm,  the  desire, 
the  constructive  and  helpful  service  of  their  mem- 
bership to  the  end  that  greater  solidarity  exist 
between  the  doctors  and  the  auxiliary  in  the  great 
battle  for  the  prolongation  of  life. 

Respectfully  submitted, 

HERBERT  ACUFF,  M.D., 
Chairman,  Advisory  Council,  Woman’s 
Auxiliary  to  the  Tennessee  State  Med- 
ical Association. 

THE  SPEAKER:  The  report  is  referred  to  the 
Referexxce  Committee  on  Reports  of  Committees. 

That  completes  the  reports  of  committees,  and 
this  brings  us  to  the  head  of  new  business.  At 
this  time  we  are  going  to  hear  from  a member  of 
our  Society  who  has  put  in  more  earnest,  enthu- 
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siastic,  militant  work  in  the  past  year  than  possibly 
any  member  of  this  Association.  He  was  greatly 
responsible  for  the  passage  of  these  medical  bills. 
He  went  into  action  vigorously,  and  if  he  had  had 
just  a couple  of  pearl-handled  pistols  you  would 
have  thought  he  was  General  Patton,  because  he 
was  far  ahead  even  of  his  communications;  not 
only  for  three  hours,  but  sometimes  for  three  days 
we  would  miss  him  and  wouldn’t  know  where  he 
was,  but  we  found  him  always  at  the  front  of  the 
fight.  He  has  made  us  a splendid  president,  Dr. 
Kyle  Copenhaver.  (Applause.) 

Dr.  Kyle  C.  Copenhaver,  the  President,  read 
his  address.  (Applause.)  (Published  in  May 
issue.) 

THE  SPEAKER:  Doctor  Copenhaver  typifies  to 
me  the  saying,  “I  am  only  one,  but  I am  one.  I 
cannot  do  everything,  but  I can  do  something. 
And  what  I can  do  and  what  I ought  to  do,  by 
the  help  of  God,  I will  do.”  I think  that  describes 
him  exactly.  (Applause.) 

We  have  with  us  today  a very  honored  guest, 
and  I am  going  to  ask  Doctor  Shoulders  to  in- 
troduce him. 

THE  SECRETARY  (Dr.  H.  H.  Shoulders):  Mr. 
Speaker  and  Members  of  the  House:  I think  the 
question  of  medical  service  plans  has  been  before 
us  for  a considerable  period  of  time.  Many  state 
organizations  have  named  committees  to  make 
studies  of  the  question.  Some  have  gone  so  far 
as  to  establish  plans. 

The  Ohio  State  Medical  Association  passed  an 
enabling  act.  At  the  same  time,  they  did  not  adopt 
a plan.  They  rather  followed  the  course  of  form- 
ing a committee  to  study  the  question  and  to  make 
some  final  recommendations  to  the  organization  as 
to  the  form  it  should  take.  The  chairman  of  that 
committee  is  Doctor  Young.  Doctor  Young  is  a 
private  practitioner  of  surgery;  he  is  also  medical 
director  of  the  Curtiss-Wright  Airplane  Corpora- 
tion. He  has  not  only  studied  from  an  academic 
standpoint — that  is,  reading  the  literature ; he  has 
made  the  personal  sacrifice  of  going  to  the  head- 
quarters of  the  plans  in  operation. 

I will  report  to  you  now  that  last  November  he 
was  requested  to  appear  before  the  Conference  of 
Secretaries  of  the  American  Medical  Association 
in  Chicago,  and  he  told  Michigan  something  about 
their  plan,  together  with  some  of  the  other  or- 
ganizations, that  was  not  told  by  the  directors  of 
the  plan,  who  also  appeared  on  the  program. 

Doctor  Young,  in  so  far  as  I am  concerned,  I 
think  has  made  as  careful  a study  as  any  man 
in  this  country  of  this  question.  He  has  a mind 
for  an  economic  question,  and  he  has  the  ability 
to  express  himself,  and  I count  it  a very  great 
privilege  to  be  able  to  present  to  you  now  Dr.  Rob- 
ert S.  Young  of  Columbus,  Ohio.  (Applause.) 

MEDICAL  SERVICE  PLANS 

The  turbulence  of  social  desires  and  changing 
economic  needs  of  the  people  of  our  nation  have 


expressed  themselves  in  a loud  demand  for  certain 
changes  in  the  distribution  of  medical  care.  The 
physician  must  study  and  become  as  familiar  with 
this  social  and  economic  background  as  with  the 
diseased  conditions  with  which  he  ordinarily  con- 
cerns himself. 

Out  of  the  needs  for  satisfying  these  demands 
has  grown  medical  service  plans.  The  physician 
must  know  their  advantages  and  shortcomings  as 
completely  as  he  knows  common  therapeutic  agents. 
There  is  no  easily  obtained  substitute  for  medical 
knowledge,  neither  is  there  any  easily  obtained 
substitute  for  understanding  of  medical  economics 
and  sociology. 

It  is  apparent  that  medicine  must  adapt  itself 
to  changing  needs.  It  is  to  the  interest  of  the 
nation  that  this  adaptation  be  sound  and  based 
upon  the  principles  of  Americanism,  capitalism, 
and  democracy. 

Realization  of  the  Benefit  of  Insurance 

Industrial  management,  labor  unions,  the  public, 
and  the  medical  profession  have  long  known  the 
benefits  of  insurance.  As  the  appreciation  of  in- 
surance became  established  the  advantage  of  ex- 
tending this  principle  to  the  field  of  hospitalization 
and  medical  care  became  more  evident. 

Out  of  the  long-established  custom  of  the  phy- 
sician bearing  the  effort  of  collection  for  the  cost 
of  medical  care  has  grown  the  budget  plan  of  col- 
lection. However,  both  the  customary  method 
and  the  budget  plan  mortgage  future  earnings  of 
the  individual  and  do  not  protect  him  from  costly 
illness  through  the  principle  of  insurance. 

Life  insurance,  casualty  insurance,  fire  insur- 
ance, and  other  forms  of  insurance  give  a prepaid 
spread  of  protection,  the  benefits  of  which  are  so 
well  known  that  the  need  for  applying  this  prin- 
ciple to  the  payment  of  medical  care  is  obvious. 

A serious  illness  requiring  hospitalization  and 
extensive  medical  care  will  wipe  out  the  savings 
of  an  individual  in  the  middle  and  low-income 
group  and  force  him  to  go  into  debt,  often  with  the 
concomitant  payments  of  high  rates  of  interest. 
The  U.A.W.-C.I.O.  Committee  on  Hospitalization, 
in  a survey  of  hospital  and  medical  needs,  makes 
the  statement  that  more  than  fifty  per  cent  of 
small  loans  made  to  individuals  are  for  the  pur- 
pose of  covering  the  cost  of  hospital  and  medical 
care.  The  U.A.W.-C.I.O.  further  states  that  the 
economic  security  of  nine  out  of  every  ten  Amer- 
ican families  depends  chiefly  on  the  earnings  of 
one  individual.  Any  serious  interruption  of  his 
earnings,  whether  through  unemployment,  old  age, 
disabling  sickness  or  accident,  causes  insecurity. 
Sickness,  unpredictable  and  at  times  catastrophic, 
can  reach  into  every  home  and  bring  with  it  loss 
of  earnings,  high  medical  cost,  and  often  depend- 
ency. Dii’ectly  or  indirectly,  sickness  accounts  for 
one-third  to  one-half  of  all  cases  in  which  a family 
is  forced  to  seek  financial  or  social  assistance. 

The  U.A.W.-C.I.O.  states,  in  the  Chrysler  Com- 
mittee Report  on  Hospitalization,  the  average 
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amount  spent  for  medical  care  is  fifty-nine  dollars 
per  family  per  year.  With  this  expenditure  they 
say  the  medical  care  per  family  is  entirely  inade- 
quate. The  need  for  a prepayment  type  of  insur- 
ance to  cover  the  middle  and  low-income  group  is 
then  definitely  established. 

Progression  of  Medical  Care  Plans  and  Other 
Insurance  Ventures 

In  1880  the  Baltimore  & Ohio  Railroad  spon- 
sored a mutual  benefit  association  for  its  workers. 
Since  1880  it  has  paid  $34,000,000  in  disability 
benefits  to  employees,  and  to  beneficiaries  of  de- 
ceased workers  more  than  $31,800,000  of  death 
benefits. 

In  1912  Montgomery  Ward  & Company  of  Chi- 
cago purchased  from  an  insurance  company  a 
group  insurance  policy.  It  provided  the  first  group 
life  insurance  policy  written  by  any  private  carrier 
in  the  United  States. 

In  1918  the  Endicott-Johnson  Shoe  Company  of 
Binghampton,  New  York,  established  a plan  of 
medical  care  and  hospitalization  for  all  of  their 
workers  without  cost  to  the  employee. 

Within  recent  years  we  have  seen  a tremendous 
extension  of  medical  care  and  hospital  plans  in 
which  many  different  groups  have  become  inter- 
ested. Medical  care  plans  have  been  started  by 
many  industries;  notable  are  those  of  the  Henry 
J.  Kaiser  Corporation,  the  Standard  Oil  Company 
of  Louisiana,  the  Tennessee  Coal,  Iron  & Railroad 
Company,  the  National  Cash  Register  Company, 
and  many  others. 

Many  labor  unions  have  started  plans  of  their 
own.  One  of  the  largest  completely  owned  and 
operated  union  plans  is  that  of  the  Amalgamated 
Clothing  Workers  which  operates  the  Union  Health 
Center  of  New  York  City.  Within  recent  years 
many  medical  societies  and  medical  associations 
have  developed  prepay  insurance  plans;  the  most 
notable  is  Michigan  Medical  Service,  a state-wide 
plan  operated  by  the  Michigan  State  Medical  Asso- 
ciation. There  are  perhaps  some  thirty  to  forty 
plans  of  this  type  in  operation. 

Organized  labor  has  been  quick  to  use  the  ad- 
vantage of  cooperating  with  medical  associations. 
For  example,  the  Michigan  Medical  Service  Cor- 
poration, owned  by  the  Michigan  State  Medical 
Association,  cooperated  with  the  C.I.O.  and,  in  my 
opinion,  for  a time  C.I.O.  was  the  moving  force 
in  the  corporation.  This  plan  has  been  accepted 
or  forced  upon  some  580  corporations  in  Mich- 
igan, and  Michigan  Medical  Service,  I believe,  has 
been  repeatedly  used  as  a tool  by  union  organizers. 

In  addition  to  these  plans  there  are  many  co- 
operative plans  sponsored  by  farm  bureaus,  the 
granges,  groups  of  federal  and  state  employees  and 
benevolent  societies.  The  American  Hospital  As- 
sociation, through  the  Blue  Cross  Corporation,  has 
widely  spread  the  principle  of  insurance  for  the 
payment  of  hospital  costs. 

Many  of  the  old-line  commercial  insurance  com- 
panies have  written  hospitalization  and  surgical 


benefits  insurance  policies.  At  the  present  time 
there  are  approximately  eighteen  million  subscrib- 
ers to  the  Blue  Cross  Hospitalization  plan.  An  ad- 
ditional eighteen  million  hospitalization  and  sur- 
gical benefits  policies  have  been  sold  by  commercial 
insurance  companies.  There  are  probably  an  addi- 
tional five  to  ten  million  people  covered  by  union 
plans,  benevolent  society  plans,  cooperative  farm 
groups,  federal  cooperative  groups,  and  others.  In 
short,  there  has  been  a tremendous  spread  of  the 
prepay  insurance  principle  to  the  extent  that  more 
than  half  of  the  population  is  now  covered. 

The  principle  of  medical  insurance  is  then; 

1.  Well  established. 

2.  Rapidly  expanding. 

3.  Of  large  membership. 

4.  Being  widely  exploited  by  union  organizers, 
cooperative,  government  groups  and  employers 
alike. 

Desire  for  Medical  and  Hospital  Insurance 

In  October  of  1940  the  U. A. W. -C.I.O.  passed  a 
resolution  to  the  effect  that  the  health  of  its  mem- 
bership was  a fit  cause  for  collective  bargaining. 
In  June,  1942,  the  A.F.L.  passed  the  same  resolu- 
tion. This  resolution  has  been  passed  by  prac- 
tically every  union  in  the  United  States.  It  is 
becoming  more  and  more  apparent  that  the  unions 
are  engaged  in  a crusade  to  provide  medical  insur- 
ance for  their  membership. 

Either  under  union  pressure  or  in  an  attempt  to 
beat  the  union  at  their  own  game,  many  employers 
have  seen  fit  to  establish  hospital  and  medical  care 
programs  and  pay  part  or  all  of  the  cost  them- 
selves. The  National  Physicians  Committee  has 
recently  conducted  a survey  of  1,091  large  corpo- 
rations providing  life  insurance  for  workers,  and 
of  these  companies  544  also  sponsor  a plan  of 
hospitalization.  The  following  table  shows  the  per- 
centage paid  by  the  employer. 


Pet.  of  Cost 
Paid 

No.  Companies  Contributing  for 
Life 

by  Employer 

Insurance 

Hospitalization 

1 to  25% 

81 

85 

26  to  50% 

404 

206 

51  to  75% 

242 

67 

76  to  80% 

14 

3 

81  to  99% 

4 

3 

100%  ...... 

Partial  but 

291 

not 

155 

specified 

55 

25 

Totals 

1,191 

544 

At  the  last  C.I.O.  convention,  insurance  and  med- 
ical plans  were  given  top  rating  as  a new  and 
powerful  means  of  gaining  and  controlling  mem- 
bership. The  C.I.O.  is  pledged  to  a tremendous 
expansion  of  these  benefits  to  be  subject  to  C.I.O. 
control  and  the  expense  to  be  borne  by  the  em- 
ployer. 

In  a recent  poll  of  opinion  made  by  the  firm  of 
Foote-Cone  & Belding,  it  was  shown  that  sixty-five 
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per  cent  of  the  people  of  California  were  in  favor 
of  a prepayment  plan  of  insurance  for  spreading 
the  cost  of  medical  care.  As  this  survey  included 
both  the  wealthy  who  admittedly  are  not  interested 
in  this  type  of  insurance  and  the  indigents  who 
cannot  pay  for  this  type  of  insurance,  it  is  obvious 
that  the  percentage  of  the  middle  and  low-income 
group  is  higher  than  the  stated  figure. 

This  poll  has  been  substantiated  by  others  more 
recent  in  several  other  states. 

Political  Consequences  Inherent  in  Medical  Care 
Plans 

The  political  power  that  is  inherent  in  all  social 
insurance  is  doubly  present  and  must  be  reckoned 
with  in  health  insurance,  for  in  the  minds  of  the 
people,  medicine  has  not  been  divorced  of  super- 
stition and  emotion. 

Bismarck,  when  chancellor  of  Germany,  devised 
social  insurance  for  the  purpose  of  controlling  the 
masses.  It  was  his  thought  that  if  they  were  sub- 
jected to  a program  of  excessive  taxation  their 
savings  would  be  taken  away  and  they  would  be 
unable  to  provide  for  themselves  in  old  age,  pe- 
riods of  unemployment,  sickness,  or  dependency. 
If  protection  was  then  provided  through  social  in- 
surance, easily  given  or  withheld  by  quasi  legal 
means,  the  people  would  be  forced  to  follow  the 
dictates  of  the  state  because  the  alternate  of  pri- 
vate resource  had  been  removed. 

This  theory  has  been  followed  by  many  govern- 
ments, especially  those  controlled  by  dictators. 

By  1934  all  but  five  countries  in  continental 
Europe  were  operating  under  a compulsory  system 
of  socialized  medicine.  These  five  countries  were 
Finland,  Belgium,  Sweden,  Denmark,  and  Switzer- 
land. All  five  of  these  countries  had  voluntary 
plans  of  medical  care.  Russia,  of  course,  was  op- 
erating under  a strict  system  of  state  medicine. 
We  note  as  a factor  in  the  social  trend  in  Great 
Britain  the  trend  toward  complete  socialization  of 
medicine  as  evidenced  by  the  Beveridge  Report  and 
the  White  Paper. 

In  the  United  States,  coupled  with  progressive 
taxation,  the  same  trend  is  evident  in  the  Wag- 
ner-Murray-Dingell  Bill  for  the  extension  of  so- 
cial security  to  cover  medical  care.  This  is  ap- 
parently a part  of  an  extensive  program  which 
includes  not  only  the  socialization  of  medicine,  but 
also,  to  some  degree,  the  socialization  and  control 
of  industry,  agriculture,  and  lately  signs  of  a move 
toward  control  of  labor  unions  is  becoming  evident. 
The  medical  consequences  of  such  a trend  can  be 
simply  stated  as  “an  increase  in  quantity,  a de- 
crease in  the  quality  of  medical  care,  and  a tight- 
ening of  the  political  conti'ol  of  people.” 

Industry  has  used  the  Bismarck  principle  of 
control  in  establishing  their  ventures  in  medical 
care.  In  my  opinion,  industrial  plans  originally 
were  devised  for  the  purpose  of  controlling  labor 
markets  and  employees. 

Similarly,  labor  unions  devise  health  plans  for 
the  same  purpose.  A labor  leader  gains  a succes- 


sion of  benefits  for  his  membership  or  that  indi- 
vidual is  no  longer  a labor  leader.  Looking  for- 
ward to  a period  of  fixed  wage  rates  or  perhaps 
a period  of  decreasing  wage  rates,  it  becomes 
obvious  that  it  is  more  advantageous  for  a labor 
leader  to  invest  a potential  wage  raise  in  insur- 
ance because  insurance  will  develop  cash  value  or 
lower  premium  rates  which  can  be  held  up  as  a 
benefit  for  membership.  If  wages  fall,  such  bene- 
fits become  more  valuable  and  a union  member  may 
stay  in  the  union  for  these  reasons  alone. 

As  one  personally  visits  and  studies  such  plans 
it  seems  obvious  that  they  are  set  up  to  control 
employees  or  union  members.  The  quality  of  med- 
ical care  is  of  secondary  consideration.  Both  man- 
agement and  union  are  proud  of  the  equipment 
in  their  medical  departments  and  show  them  with 
great  pride.  They  speak  of  the  numbers  of  people 
that  are  treated  but  say  nothing  of  the  profes- 
sional ability  of  the  physicians  operating  the  med- 
ical departments. 

Apparently,  the  only  thought  of  both  industry 
and  labor  is  to  supply  medical  care  as  cheaply  as 
possible  and  disregard  quality.  Such  medical  care, 
though  cheap  in  dollar  value,  can  be  expensive  in 
health  value.  The  trend  from  closely  controlled 
medical  departments  toward  sponsorship  of  med- 
ically operated  insurance  plans  has  been  brought 
about  by  the  realization  that  such  control  has 
been  characterized  by  the  employment  of  physi- 
cians from  the  lower  professional  strata  with  a 
consequent  low  quality  of  medical  care.  The  des- 
ignation “company  doctor”  is  usually  given  in  a 
spirit  of  contempt. 

It  is  becoming  obvious  that  good  medical  services 
may  be  better  provided  by  the  group  most  inter- 
ested in  the  science  of  medicine — the  medical  pro- 
fession. 

The  question  arises  as  to  whether  the  medical 
profession  possesses  sufficient  administrative  abil- 
ity or  political  agility  to  control  the  economic 
phases  of  medical  practice. 

An  evaluation  of  exhibited  political  power  is 
apropos  and  can  be  ably  demonstrated  by  citing 
some  examples. 

A physician  in  Argentina,  I am  told,  frequently 
starts  practice  by  choosing  a likely  community, 
practices  a year  or  two  and  neglects  to  bill  patients 
for  services.  When  the  accumulated  charges  have 
reached  a sufficient  level,  patients  are  notified 
that  the  physician  intends  to  run  for  mayor  and 
if  elected  all  bills  will  be  canceled.  The  citizens 
of  Argentina  being  of  the  same  moral  fiber  as  citi- 
zens elsewhere  promptly  elect  the  physician  mayor. 
From  mayor  he  steps  up  to  other  governmental 
positions.  As  a result  of  this  process  a few  years 
ago,  the  president  and  high  cabinet  members  of 
Argentina  were  physicians.  At  one  time  high 
courts  were  made  up  of  three  members,  two  of 
whom  were  physicians  and  one  an  attorney.  This 
system  has  been  followed  in  other  Latin-American 
countries. 

The  political  power  of  medicine  is  also  shown 
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by  the  fact  that  physicians  in  Britain  have  been 
on  strike  twice  and  physicians  of  continental  Eu- 
rope have  been  on  strike  many  times,  and,  to  the 
best  of  my  knowledge,  have  always  gained  their 
demands. 

The  physicians  of  New  Zealand,  although  they 
failed  to  block  the  passage  of  legislation  to  so- 
cialize medicine,  prevented  its  inception  through 
refusal  to  cooperate.  Lately  that  legislation  has 
been  withdrawn. 

The  medical  profession  being  a distinct  minority 
with  negligible  voting  power  has  been  slow  to 
realize  their  tremendous  power  of  position.  They 
can  and  must  control  the  political  and  economic 
phases  of  medical  practice. 

At  this  point  let  me  clarify  my  stand  on  medi- 
cal insurance.  It  is  necessary  for  your  critical 
appraisal  of  this  paper. 

1.  Physicians,  like  others,  respond  to  competi- 
tion, are  stimulated  by  profit  motives,  hope  to  bet- 
ter their  standards  of  living,  and  need  these  things 
to  speed  their  intellectual  and  educational  develop- 
ments. Physicians  deteriorate  mentally,  cease  to 
have  the  desire  to  render  service  and  lose  initiative 
and  ambition  under  a system  made  rigid  by  fixed 
income  levels,  fixed  hours,  and  fixation  of  posi- 
tion. 

2.  I believe  prepayment  health  insurance  to  be 
fundamentally  sound  and  highly  desirable  for  the 
greater  part  of  the  population.  I feel  that  such 
services  should  be  provided. 

3.  I believe  prepayment  insurance  to  be  definite- 
ly desired  by  the  public. 

4.  I feel,  however,  that  the  administration  of 
prepayment  plans,  being  a collective  endeavor,  is 
subject  to  pressure  from  various  groups,  such  as 
governments,  employer  organizations,  labor  unions, 
cooperative  groups,  and  lastly,  groups  offering  hos- 
pital services  or  hospitalization  insurance. 

5.  I firmly  believe  that  the  medical  profession, 
being  the  age-old  protector  against  the  ravages  of 
disease,  has  a new  but  definite  moral  obligation 
to  protect  the  public  against  plans  which  may 
have  been  developed  primarily,  with  the  view  of 
controlling  votes,  labor  markets,  union  members 
and  memberships,  or  solely  from  a profit  motive. 
I feel  that  many  plans,  though  increasing  the 
quantity  of  medical  care,  lead  to  a progressive 
deterioration  in  the  quality  of  medical  care. 

6.  In  assuming  the  foregoing  attitudes,  it  is  then 
obvious  to  me  that  differences  may  arise  between 
the  medical  profession  and  various  pressure 
groups.  I want  to  clearly  point  out  that,  although 
at  times  I offer  friendly  criticism  of  various  move- 
ments, I feel  the  medical  profession  should  seek 
similar  criticism  and  develop  a sincere  desire  to 
cooperate  with  consumers  of  medical  service. 

Medical  Insurance  Plans  Sponsored  by  Medical 
Associations 

There  are  many  medical  service  plans  in  oper- 
ation, and  I think  it  is  interesting  to  point  out 


some  of  their  shortcomings,  some  of  their  ad- 
vantages, and  to  criticize  such  plans  in  their  pres- 
ent forms.  By  bringing  to  light  these  various 
shortcomings  and  advantages  we  can  help  the  evo- 
lution of  such  plans. 

Medical  service  plans  sponsored  by  medical  as- 
sociations fall  into  two  groups — Cash  Indemnity 
Plans  and  Service  Plans. 

The  fundamental  difference  between  service  and 
cash  indemnity  is  simply  that  in  one  case  medical 
service  is  given  in  exchange  for  the  premium,  and 
in  the  other  the  patient  is  paid  a specific  cash 
indemnity  to  use  toward  the  payment  of  his  doctor 
bills. 

For  the  purpose  of  discussion,  Michigan  Medical 
Service  has  been  frequently  used  as  an  example. 
First,  because  it  is  the  largest  service  plan  in 
operation,  and  secondly,  because  so  many  interest- 
ing things  have  happened  to  it. 

A complete  understanding  of  the  differences  be- 
tween service  and  cash  indemnity  is  vital. 

Corporate  Structure 

Medical  Service  Insurance  plans  require  new 
legislation.  In  such  a plan  premiums  are  collected 
and  exchanged  for  medical  service.  The  corpora- 
tion in  effect  “practices  medicine.”  Special  legis- 
lation is  necessary  to  permit  this,  for  medical  prac- 
tice acts  justly  prohibit  medical  practice  from 
“hiding  behind”  corporation  structure.  Thus  stock 
companies  cannot  operate  service  plans.  Medical 
practice  acts  also  prohibit  lay  men  from  practic- 
ing medicine,  thus  mutual  companies,  owned  by 
their  subscribers,  are  prohibited  from  writing  serv- 
ice policies. 

Cash  indemnity  insurance  may  be  written  by 
stock  or  mutual  companies.  It  requires  no  new 
legislation.  Any  group,  lay  or  medical,  can  form 
such  a company. 

The  history  of  legislation  of  state  enabling  acts 
shows  that  pressure  groups  cause  injuring  clauses 
to  be  written  into  the  draft,  thereby  negating  the 
intent  of  such  legislation. 

In  Ohio  three  clauses  were  written  which  have 
made  the  operation  of  such  plans  impossible: 

1.  Fifty-one  per  cent  of  all  physicians  in  a 
county  must  signify  their  willingness  to  cooperate. 
If  the  number  falls  below  fifty-one  per  cent,  the 
plans  must  be  liquidated.  Thus  the  plan  if  around 
fifty-one  per  cent  might  be  subject  to  liquidation 
at  any  time. 

2.  The  plan  is  limited  to  the  geographical  boun- 
daries of  the  county.  Thus,  an  industry  drawing 
employees  from  several  counties  could  be  covered 
only  in  part. 

3.  A yearly  income  level  of  $2,400  per  family 
was  established.  Thus,  most  people  would  today 
be  out  of  the  plan.  Many  would  be  in  and  out 
weekly,  due  to  overtime. 

Physician-Patient  Contract 

It  is  axiomatic  that  a contract  between  physi- 
cian, corporation,  and  patient  must  exist  if  service 


June,  1945 


PROCEEDINGS  OF  THE  HOUSE  OF  DELEGATES 


173 


is  to  be  given  in  exchange  for  premium.  In  the 
service  corporation  the  physician  is  bound  by  such 
a contract. 

There  is,  however,  under  the  cash  indemnity 
plan,  a contract  between  corporation  and  patient 
only.  The  physician  is  not  under  contract,  neither 
is  his  fee  set. 

Payment  in  Full — Indemnification 

Both  service  and  cash  indemnity  companies  pub- 
lish schedules  of  compensation  commonly  called 
fee  schedules.  The  published  schedule  of  the  serv- 
ice corporation  represents  payment  in  full  for  the 
service  rendered.  The  physician  is  bound  by  con- 
tract to  accept  the  fee  as  payment  in  full.  The 
effect  of  the  fee  schedule  in  a service  corporation 
is  then  to  fix  the  maximum  return  of  the  phy- 
sician, for  the  physician  can  charge  no  more  than 
the  fee  schedule.  There  is,  however,  no  floor 
placed  on  the  minimum  return,  for  if  premiums 
are  insufficient  to  cover  the  cost  of  service,  the 
statements  rendered  by  physicians  may  be  adjusted 
on  the  pro  rata  basis.  If  premiums  remain  fixed 
and  services  increase,  the  return  on  each  indi- 
vidual service  gradually  falls. 

This  situation  is  reversed  in  cash  indemnity  in- 
surance. Inasmuch  as  there  is  no  contract  in- 
volving the  physician,  the  physician  is  free  to  make 
any  charge.  It  is  obvious,  however,  that  the  phy- 
sician would  never  charge  less  than  the  amount  of 
the  benefit  paid  by  the  insurance  company,  even 
though  in  periods  of  depression  he  might  be  will- 
ing to  render  service  for  less.  In  periods  of  in- 
flation the  physician  can  charge  over  and  above 
the  insurance  payment.  Thus,  a floor  but  no  ceil- 
ing is  placed  on  his  income. 

Actuarially  Sound  or  Unsound 

In  my  opinion,  pure  service  corporations  are 
theoretically  and  actuarially  unsound. 

(The  enabling  act  of  Tennessee  provides  for  a 
service  corporation  which  is  not  pure  service.  I 
am  speaking  here  only  of  pure  service  corpora- 
tions.) 

They  are  based  upon  the  theory  that  for  the 
payment  of  a fixed  premium  one  can  demand  all  of 
the  medical  service  he  can  consume.  Nowhere  in 
our  economic  structure  can  one,  by  the  payment  of 
a fixed  amount,  receive  forever  all  of  a commodity 
that  he  desires  to  consume.  It  is  almost  as  if  for 
the  payment  of  a fixed  premium  one  might  receive 
all  of  the  life  insurance  he  desired. 

In  practice  this  error  is  evident.  Michigan  Med- 
ical Service  Corporation  was  started  as  a pure 
service  plan.  It  soon  became  apparent  that,  al- 
though costs  had  been  estimated  at  two  dollars 
per  family  per  month  and  to  be  safe  four  dollars 
and  fifty  cents  per  family  per  month  was  charged, 
the  cost  rapidly  rose  to  ten  dollars  and  fifty  cents 
and  apparently  would  have  gone  higher.  At  that 
point  the  pure  service  plan  was  dropped.  In  such 
situations  one  of  four  things  happens,  such  as: 

1.  In  Michigan  Medical  Service  the  amount  of 


service  rendered  by  the  corporation  is  cut  back 
until  the  plan  approaches  cash  indemnity.  In 
Michigan  house  calls,  office  calls,  and  medical  serv- 
ice were  eliminated;  the  corporation  now  pays  for 
surgery  only;  and  an  income  level  has  been  estab- 
lished above  which  it  is  pure  cash  indemnity. 

2.  The  corporation  may  be  liquidated  entirely, 
as  happened  in  San  Diego  early  in  1944,  when  costs 
rose  to  around  eleven  dollars  and  fifty  cents  per 
family. 

3.  The  plan  may  be  subsidized  as,  I am  told,  is 
that  of  the  Kaiser  Corporation,  where  costs  have 
apparently  risen  to  approximately  twelve  dollars 
and  fifty  cents,  and  the  corporation  is  paying  the 
large  part  of  the  premium.  As  this  can  be  added 
to  Kaiser’s  cost  of  operation,  the  federal  govern- 
ment is  indirectly  paying  the  large  part  of  the 
premium.  No  one  knows  how  high  the  cost  will 
go,  but  they  are  steadily  mounting  and  there  is 
as  yet  no  evidence  of  a break  in  the  curve. 

4.  As  in  the  case  of  the  Union  Health  Center 
in  New  York  City.  Premiums  may  remain  fixed, 
service  may  remain  complete,  but  the  quality  of 
medical  care  may  degenerate  into  a production- 
line basis  similar  to  the  degeneration  seen  in  the 
British  Panel  System.  In  short,  then,  one  of  four 
things  will  happen  to  a pure  service  corporation: 
It  may  be  cut  back  to  a cash  indemnity  plan;  it 
may  be  liquidated;  it  may  be  subsidized;  or  the 
quality  of  medical  care  will  degenerate  at  the  ex- 
pense of  quantity. 

The  things  that  wrecked  Michigan  Medical  Serv- 
ice were  very  human  forces. 

First,  as  service  was  “free”  after  payment  of 
the  premium,  patients  made  excessive  and  un- 
necessary demands.  House  and  office  services  suf- 
fered tremendous  abuse.  Even  in  the  field  of  sur- 
gery, operations  rose  from  40  to  140  per  1,000  per 
year. 

Second,  as  services  increased  bills  were  adjusted 
downward  by  prorating.  Physicians  could  main- 
tain their  incomes  only  by  rendering  more  services. 
They  encouraged  abuse  by  helping  patients  to 
further  abuse  the  plan. 

Third,  labor  leaders  encouraged  abuse  by  ar- 
ranging for  patients  to  receive  service  in  return 
for  favors. 

Thus,  there  were  instances  of  families  of  seven 
or  eight  all  having  routine  tonsillectomies — later 
even  appendectomies. 

These  three  forces  have  wrecked  or  crippled 
every  service  plan  that  has  been  started. 

Cash  indemnity  insurance  has  long  been  recog- 
nized as  being  actuarially  sound.  It  is  protected 
against  abuse.  Available  figures  are  a matter  of 
public  record  and  have  been  used  for  years  by 
insurance  companies. 

Nonprofit — Profit 

Service  corporations  are  usually  incorporated  as 
nonprofit  corporations.  Granting  that  nonprofit 
organizations  have  been  started  and  so  named  by 
idealistic  theorization,  in  effect,  they  are  merely 
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different  systems  of  accounting.  In  a nonprofit  or- 
ganization, sums  of  money  which  under  a profit 
system  would  be  carried  through  the  balance  sheet 
and  dissipated  as  profit  are  dissipated  in  a similar 
manner,  but  are  charged  to  expense.  Thus,  in  a 
corporation,  for  profit  surplus  is  dissipated  in 
dividends.  In  a nonprofit  oi'ganization,  profits  are 
dissipated  in  salaries  and  increased  expense.  Non- 
profit and  profit  organizations  differ  essentially  in 
only  one  way.  In  a nonprofit  organization,  a large 
reserve  fund  may  not  be  built  up.  This,  to  me,  is 
a dangerous  defect  in  the  nonprofit  corporation. 
Medical  service  plans  exhibit  cycles.  There  are 
times  when  services  may  be  less  than  premiums; 
other  times  when  services  may  be  more  than  pre- 
miums. In  other  words,  the  corporation  is  mak- 
ing or  losing  money,  according  to  the  trend  of  the 
cycle.  A corporation  for  profit  may  build  up  a 
reserve  fund  when  they  are  making  money  and 
dissipate  such  a reserve  fund  when  they  are  losing 
money.  As  soon  as  a nonprofit  organization  be- 
gins to  build  up  a reserve  fund,  it  is  in  violation 
of  its  charter,  pressure  will  be  brought  to  bear  by 
unions  and  by  other  groups  of  socially  minded  peo- 
ple who  will  insist  that  the  reserve  fund  be  dissi- 
pated by  a decrease  in  the  premium  charge.  This 
merely  means  that  when  the  cycle  changes,  the  cor- 
poration will  go  into  debt  quicker  in  the  second 
phase  than  they  did  in  the  first,  quicker  in  the  third 
phase  than  they  did  in  the  second,  etc.  The  effect 
of  this  is  always  to  depi’ess  the  return  of  the  physi- 
cian. 

I might  state  at  this  point  that  in  Michigan  at 
the  present  time  the  C.I.O.  is  attempting  to  force 
the  Michigan  Medical  Service  Plan  to  liquidate 
their  reserve  fund. 

The  reverse  is  true  of  a cash  indemnity  insur- 
ance company.  It  is  permitted  to  build  up  a re- 
serve fund  which  can  be  used  in  periods  of  bad  in- 
surance experience. 

Domination  by  Third  Parties 

Third  party  domination  is  legally  impossible  in 
either  plan.  Actually,  inasmuch  as  such  plans  are 
cooperative  endeavors,  they  are  subject  to  pressure 
groups.  The  service  plan  has  been  shown  to  be 
subject  to  considerably  more  pressure  than  a cash 
indemnity  plan.  The  Michigan  Medical  Service 
Plan  was  made  possible  by  the  Michigan  State 
Legislature  through  a bill  entitled  Bill  No.  215, 
House  Enrolled  Act,  No.  65.  This  is  fairly  typical 
of  most  similar  bills  for  enabling  legislation.  The 
purposes  of  Michigan  Medical  Service  are  set  forth 
as: 

1.  To  establish  and  operate  a voluntary  non- 
profit plan  whereby  medical  care  is  provided  at  the 
expense  of  Michigan  Medical  Service  to  persons 
who  become  subscribers.  Such  medical  care  to  in- 
clude services  by  licensed  and  registered  doctors  of 
medicine  in  the  office  of  the  hospital  or  the  home. 

2.  To  supply  the  subscribers  such  other  related 
benefits  not  including  hospital  care  as  may  be  des- 


ignated by  the  Board  of  Directors  and  approved 
by  the  commissioner  of  insurance. 

3.  To  accept  charitable  gifts  or  legacies  or  de- 
vices intended  for  the  benefit  of  public  health  or 
improvement  of  the  health  of  the  people  of  Michi- 
gan. (It  will  be  shown  later  that  Social  Security 
probably  plans  to  utilize  this  clause  as  an  entry 
into  a controlling  position  in  Michigan  Medical 
Service.) 

4.  To  cooperate  with  other  corporations,  asso- 
ciations, or  persons  in  establishing  or  operating  the 
nonprofit  medical  care  plan. 

5.  To  collect  statistics,  to  file  reports,  promote 
and  assist  in  the  promotion  of  scientific,  education- 
al relief  or  other  activities  for  the  best  interests  of 
the  community  in  relation  to  the  health  and  welfare 
of  the  people. 

Control  of  Michigan  Medical  Service  is  car- 
ried through  the  corporate  members  who  are  mem- 
bers of  the  House  of  Delegates  of  the  Michigan 
State  Medical  Society,  members  of  the  Board  of 
Directors  of  the  Michigan  Medical  Service,  per- 
sons elected  to  membership  by  the  Board  of  Di- 
rectors. 

Although  legal  control  seems  evident,  third 
party  domination  is  apparently  unavoidable.  Co- 
operative groups  have  attempted  to  control  serv- 
ice corporations  by  gaining  the  numerical  control 
of  the  Board  of  Directors  or  Board  of  Trustees,  for 
example,  Group  Health  Incorporated,  in  Washing- 
ton, D.  C. 

Blue  Cross  plans  have  intentionally  or  per- 
haps unintentionally  invaded  the  field  of  control  in 
many  of  the  plans  with  which  they  are  intimately 
associated.  This  phase  will  be  discussed  later  in 
the  paper. 

Pressure  is  often  brought  to  bear  upon  noncon- 
forming physicians  by  olficials  of  the  medical  serv- 
ice plans  and  other  physicians  interested  in  the 
plan.  In  short,  the  disciplinary  action  which  is 
often  brought  upon  physicians  by  their  State  Medi- 
cal Associations  may  now  be  used  by  the  admin- 
istrator of  the  insurance  fund,  who  may  be  a lay- 
man. This  was  true  in  California  where  several 
medical  service  plans  were  started  in  competition 
with  each  other.  This  resulted  in  considerable 
pressure  being  directed  against  physicians  by  other 
physicians  and  by  administrators  of  such  plans. 
This  has  recently  been  solved  in  part  by  an  amalga- 
mation of  all  of  the  plans  in  California.  In  Michi- 
gan and  in  New  Jersey  the  weight  of  the  medical 
association  has  been  directed  against  individual 
physicians  who  have  not  come  into  the  plan. 

Labor  has  been  particularly  insistent  in  its 
bid  for  control  of  medical  service  plans.  I showed 
earlier  that  definite  resolutions  were  passed  to  this 
effect  and  that  definite  steps  were  taken  to  increase 
the  control  of  labor  unions.  In  Michigan  Medical 
Service  in  its  beginning  years,  labor  dominated  the 
corporation.  When  I visited  Michigan  Medical 
Service  in  December,  1941,  a labor  grievance  com- 
mittee was  in  permanent  session  in  the  administra- 
tive offices  of  the  Michigan  Medical  Service  Cor- 
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poration  and  were  daily  active  in  the  administra- 
tion of  the  service.  Michigan  Medical  Service  was 
used  as  a lever  to  unionize  several  plants  through- 
out the  state  of  Michigan.  In  the  first  two  or  three 
years  of  its  existence,  union  influence  spread  in  in- 
dustry as  a result  of  this  plan  and  many  cash  in- 
demnity plans  were  liquidated. 

Union  pressure  was  bx-ought  to  bear  directly 
upon  physicians  and  it  was  often  coupled  with 
the  weight  of  the  Medical  Association  as  was  the 
case  in  March,  1942,  when  the  medical  societies 
in  two  counties  wherein  Pontiac  and  Flint  are 
situated  voted  to  withdraw  from  further  partici- 
pation. They  charged  the  four  following  points 
to  be  true,  and  the  reason  for  their  withdrawal 
from  the  plan: 

1.  “Instead  of  serving  the  lower  income  group, 
its  members  are  more  of  the  moderate  and  higher 
income  group,  making  this  program  one  of  insur- 
ance rather  than  service. 

2.  “It  has  introduced  a third  part  into  the  pa- 
tient-physician relationship.  Other  forms  of  in- 
surance guarantee  indemnity  to  the  policyholder. 

3.  “It  tends  to  lower  fee  levels  and  standards  of 
care. 

4.  “Pressure  groups  are  dominating  Michigan 
Medical  Service,  labor  is  not  dictating  policy.” 

The  physicians  in  the  two  counties  published  a 
statement  in  the  local  newspapers  to  this  effect  and 
urged  all  patients  to  drop  out  of  the  plan  because 
after  a stated  date  they  would  not  render  service 
under  the  plan  but  would  revert  to  the  old  type  of 
private  practice.  The  Pontiac  and  Flint  local  un- 
ions of  the  C.I.O.  passed  resolutions  as  follows: 

“The  Pontiac  and  Flint  locals  call  upon  every 
C.I.O.  local  union  in  Michigan  to  join  in  a united 
offensive  against  the  reactionary  doctors  who  are 
bent  on  wrecking  nonprofit  medical  plans  in  Michi- 
gan. The  progressive  minded  doctors  who  have 
aided  in  the  extension  of  Michigan  Hospital  Serv- 
ice and  Michigan  Medical  Service  are  commended.” 

These  resolutions  were  approved  and  adopted  by 
the  state  C.I.O.  Council  and  a committee  was  au- 
thorized to  form  health  councils  in  C.I.O.  local  un- 
ions throughout  the  state  to  defeat  efforts  to  upset 
Michigan  Medical  Service  and  to  promote  still 
more  compi’ehensive  nonprofit  medical  service  plans 
for  workers  and  their  families.  I am  told  the 
local  unions  in  Pontiac  and  Flint  initiated  a boy- 
cott of  the  local  physicians  and  imported  physicians 
to  care  for  their  workers.  Within  a short  time, 
the  physicians  who  had  been  practicing  in  Flint 
and  Pontiac  were  forced  back  into  the  plan  and 
have  been  in  the  plan  ever  since.  In  addition  to 
the  weight  of  the  union  the  weight  of  organized 
medicine  was  thrown  against  these  reactionary 
physicians. 

In  my  talk  before  the  editors  and  secretaries  of 
the  State  Associations  at  the  American  Medical 
Association  in  Chicago  last  fall,  I was  roundly 
criticized  for  stating  that  labor  had  in  any  measure 
influenced  Michigan  Medical  Service  and  that  if  such 
were  true,  it  was  a thing  of  the  past,  that  the  labor 


representative  on  the  Board  had  resigned.  Within 
the  past  two  weeks,  I have  again  visited  Michigan 
Medical  Service  and  find  that  all  is  not  harmony 
and  there  is  still  evidence  of  discord.  Labor  is 
demanding  fifty  per  cent  representation  on  the 
Board  of  Trustees.  I brought  along  these  two 
articles  that  have  come  out  since  my  talk  at  Chi- 
cago. The  first  is  an  article  by  Secretary  Addes, 
published  in  the  United  Automobile  Worker,  the 
C.I.O.  paper  in  Detroit: 

“Some  months  ago,  our  union  lifted  a temporary 
freeze  on  enrollments  in  the  Michigan  Medical 
Service  and  Michigan  Hospital  Service.  This  was 
done  because  we  had  every  reason  to  believe  that 
the  directors  of  these  services  were  themselves  in 
favor  of  and  would  be  able  to  push  recommenda- 
tions through  the  state  medical  convention  and 
Blue  Cross  Hospital  Association  convention  calling 
for  a liberalization  of  existing  contracts.” 

I won’t  read  it  all,  but  he  goes  on  to  complain 
that  Michigan  Medical  Service  has  changed  from 
one  of  service  to  cash  indemnity;  that  the  union  is 
not  adequately  represented,  and  asked,  “What  are 
the  steps  to  take?”  He  said,  “The  first  step  in  this 
direction  would  be  to  go  full  steam  ahead  with  the 
plans  for  building  a U. A. W. -C.I.O.  hospital,  a hos- 
pital run  on  a nonprofit  basis,  one  where  every 
worker  would  be  admitted  irrespective  of  race, 
color,  or  creed.” 

The  second  is  an  editorial  in  the  Detroit  Medical 
News  published  by  the  Wayne  County  Medical  So- 
ciety. I will  read  just  a part  of  this: 

“Congratulations  to  Secretary  Addes  of  the 
U. A. W. -C.I.O.  Fully  ninety  per  cent  of  the  mem- 
bers of  the  Michigan  State  Medical  Society  will  be 
glad  to  be  out  of  the  insurance  business.  We  only 
went  into  it  to  prove  that  prepayment  medical  in- 
surance plans  are  workable,  and  our  actual  figures 
are  now  being  used  by  commercial  and  govern- 
mental plans  all  over  the  country.  His  proposal 
for  the  U. A. W. -C.I.O.  to  build  their  own  hospitals 
and  establish  their  own  medical  care  service  has 
our  full  approval.  If  it  were  legal,  we  would  gladly 
sell  Michigan  Medical  Service  to  him  and  rid  our- 
selves of  all  the  headaches  it  has  given  us.” 

The  C.I.O.  has  purchased  the  Edsel  Ford  home 
and  is  now  in  the  process  of  remodeling  the  home 
as  a health  center.  It  is  valued  at  approximately 
$130,000.00  and  there  is  a current  freely  expressed 
opinion  given  by  labor  leaders,  industrialists,  and 
physicians  that  the  Community  Fund  subscribed 
$40,000  toward  the  purchase  and  remodeling  of 
the  building.  Within  the  past  year,  I am  told, 
physicians  employed  by  county,  state,  and  local 
governments  have  been  organized  by  both  A.F.  of 
L.  and  C.I.O.  This  was  followed  by  a yearly  in- 
crease in  salary  of  $2,000.00,  for  the  group  organ- 
ized by  A.F.  of  L.,  and  an  increase  of  $1,600.00  for 
the  group  organized  by  C.I.O.  (Evidence  again  that 
if  our  own  medical  associations  are  to  become  po- 
litically minded  and  act  as  unions,  they  may  be,  in 
part,  supplanted  by  well  established  unions  that 
actually  function  as  such.)  It  is  obvious,  there- 
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fore,  that  organized  labor  in  Michigan  is  well  ac- 
quainted with  the  operation  of  the  service  plans, 
» that  they  have  purchased  and  are  constructing  a 
health  center,  that  they  are  now  organizing  physi- 
cians in  small  numbers. 

The  employer’s  reaction  to  the  tremendous 
spread  and  increasing  power  of  Michigan  Medical 
Service  has  been  one  which  shows  the  principle  of 
indirect  domination  of  cash  indemnity.  First,  cash 
indemnity  plans  are  commercial  plans,  the  employ- 
ers have  the  power  to  designate  pay  roll  deduc- 
tions, hence,  a plan  can  be  placed  in  industry  with- 
out the  assent  of  labor  or  the  medical  profession. 
During  the  past  year  there  has  been  a tremendous 
re-entry  of  commercial  insurance  into  the  hospital 
and  medical  benefit  field  in  Michigan.  This  has 
been  affected  by  the  employer.  Plants  which  have 
had  Michigan  Medical  Service,  still  retain  it  with 
this  difference.  Michigan  Medical  Service  is  paid 
by  the  employee  alone.  The  employer  in  many  in- 
stances is  subsidizing  the  cash  indemnity  plan  by 
paying  all  or  part  of  the  premium.  We  can  look 
for,  then,  a relative  loss  of  membership  in  Michi- 
gan Medical  Service.  Employers  and  industrial 
physicians  say  that  this  is  occurring  now.  It  is  de- 
nied by  Michigan  Medical  Service. 

Pressure  on  Individual  Physicians 

We  have  seen  in  our  discussion  of  domination  of 
such  plans  by  third  parties  that  pressure  may  be 
directed  toward  individual  physicians.  I have 
talked  to  groups  of  physicians  throughout  Michi- 
gan who  tell  that  when  the  Michigan  Medical  Serv- 
ice Plan  was  developed,  lists  of  cooperating  physi- 
cians were  circulated  by  union  stewards  and  their 
membership  urged  to  support  only  those  physicians 
affiliated  with  the  plan.  This  procedure  was  ap- 
parently given  support  by  officials  of  Michigan 
Medical  Service.  In  many  places,  competition  be- 
came so  severe  that  groups  of  physicians  were 
forced  to  organize  and  obtain  legal  representation  to 
protect  themselves  from  vicious  competition.  Such 
pressure  has  yet  to  be  demonstrated  under  a cash 
indemnity  plan. 

Assumption  of  Risks  by  the  Medical  Association 

In  adopting  a medical  service  plan  that  is  identi- 
fied directly  with  a state  medical  association,  the 
medical  profession  as  such  is  vulnerable  to  the  loss 
of  good  public  opinion  through  the  failure  of  such 
plan.  If  an  individual  physician  fails,  it  is  of  no 
consequence  to  the  profession  as  a whole.  If  a 
service  plan  fails,  it  justifies  the  charge  that  physi- 
cians are  not  good  business  men  and  should  have 
no  part  in  the  administration  of  the  economic  and 
social  side  of  medical  practice.  I question  the  ad- 
visability of  the  assumption  of  such  risks  in  a field 
so  thoroughly  untried  as  medical  service  plans. 
Plans  that  become  bankrupt,  plans  that  require  sub- 
sidization, plans  that  start  with  much  service  and 
cut  back  to  little  service,  plans  that  develop  mass 
production  methods  cause  the  medical  profession 
to  lose  public  respect. 


The  risk,  however,  goes  beyond  this.  I talked 
with  the  Labor  Grievance  Committee  in  Michigan 
Medical  Service  in  1941  and  asked  what  in  their 
opinion  would  happen  if  considerable  unemploy- 
ment developed,  pay  roll  deduction  ceased,  and 
many  of  their  membership  would  become  unin- 
sured. They  assured  me  that  inasmuch  as  their 
membership  had  been  paying  into  the  plan  for  a 
considerable  period  of  time,  many  members  re- 
ceiving no  benefits,  they  would  expect  Michigan 
Medical  Service  to  carry  them  without  further  pay- 
ments through  such  a period.  In  the  nonprofit  or- 
ganization then,  the  physician  is  prohibited  from 
gaining  profits  but  not  protected  against  assuming 
losses. 

When  in  Michigan  on  my  first  visit  I was  told 
that  the  executive  head  of  the  Medical  Economics 
section  of  Social  Security,  Margaret  Klem,  had  ap- 
proached the  Michigan  Medical  Service  Corpora- 
tion with  the  proposition  that  they  would  pay  the 
great  deficit  of  Michigan  Medical  Service  which 
then  existed  if  the  plan  was  changed  from  that  of  a 
fee  basis  to  a salary  basis  for  physicians.  Appar- 
ently, social  security  could  justify  such  an  expendi- 
ture with  the  thought  that  they  were  educating 
physicians  to  accept  salaries  in  return  for  medical 
care. 

The  attorney  general  of  the  State  of  Michigan 
has  ruled  that  in  view  of  the  fact  that  osteopaths 
are  licensed  by  the  State  of  Michigan,  the  plan 
must  pay  fees  for  osteopaths.  Thus  osteopaths  are 
being  paid  for  service  through  an  agency  of  the 
Michigan  State  Medical  Society. 

Must  we  then  not  guard  against  the  construction 
of  a Trojan  horse  in  our  medical  service  plans 
which  may  be  turned  against  us  and  used  to  bring 
about  that  control  which  we  have  hoped  to  avoid 
by  starting  medical  service  plans? 

Trend  of  Service 

The  history  of  the  service  plan  is  that  of  maxi- 
mum service  which  is  then  cut  back,  services  being 
dropped  as  a deficit  develops,  until  the  plan  ap- 
proximates cash  indemnity.  In  Michigan  now  if 
the  family  income  is  larger  than  $2,500.00  per 
year,  the  plan  is  pure  cash  indemnity  and  the 
physician  is  free  to  charge  more  than  the  agreed 
fee  schedule.  If  the  income  is  less  than  $2,500.00, 
all  of  the  contracting  physicians  agree  to  accept 
this  as  payment  in  full.  The  burden  of  proof  of 
the  family  income,  however,  rests  with  the  physi- 
cian. 

Cash  indemnity  plans  on  the  contrary  show  that 
they  start  with  a limited  fee  schedule  and  as  a 
surplus  is  built  up,  the  number  of  included  services 
is  expanded  as  a surplus  develops.  This  makes  for 
better  public  relations. 

Advantages  of  Both  Types  of  Service 

1.  The  establishment  of  a prepay  health  insur- 
ance plan  by  medical  associations  indicates  that  the 
sponsor  is  interested  in  the  social  welfare  of  the 
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group  to  be  insured.  This  brings  about  better  pub- 
lic relations  for  the  medical  profession. 

2.  The  utilization  of  the  insurance  principle 
spreads  the  risk  of  a costly  illness  to  all  of  the 
membership,  giving  protection  to  the  individual. 

3.  A prepay  type  of  insurance  plan  assures  re- 
sponsibility in  people  lacking  of  thrift  and  gives 
them  an  automatic  method  of  saving  for  medical 
costs,  thus  obviating  the  necessity  of  charity  and 
minimizing  dependency. 

4.  It  preserves  the  free  choice  of  physicians. 

5.  It  increases  the  quantity  of  medical  care  and 
encourages  medical  care  for  groups  of  people  who 
would  usually  not  ask  for  it. 

6.  Freedom  from  financial  worry  and  better 
health  means  an  increased  income  for  the  indi- 
vidual and  a contribution  toward  national  wealth. 

Criticisms  of  Present  Insurance  Plans 

1.  Insurance  plans  now  in  operation  do  not  pro- 
vide broad  enough  coverage.  Under  the  cash  in- 
demnity plan  one  never  knows  the  extent  of  his 
coverage  until  he  is  ill.  The  principle  of  service 
indemnity  is  perhaps  the  ideal. 

2.  Present  plans  are  based  upon  pay  roll  de- 
ductions and  would  cease  during  periods  of  unem- 
ployment, thereby  permitting  loss  of  protection  as 
well  as  loss  of  income.  Further,  most  of  the  plans 
so  established  have  been  organized  as  nonprofit 
corporations,  thus  prohibiting  the  building  up  of 
large  reserve  funds  which  might  be  used  to  carry 
a membership  over  periods  of  unemployment.  Fur- 
ther, the  nonprofit  principle  prohibits  the  medical 
association  from  making  profits  in  favorable  times 
but  forces  them  to  absorb  losses  during  periods  of 
depression. 

3.  Service  plan?  with  fixed  premiums  and  fixed 
fee  schedules  would,  in  all  probability,  work  in  a 
stable  economy;  however,  our  national  economy  is  a 
cycle,  one  of  inflation  and  deflation,  which  as  yet 
has  not  been  corrected. 

4.  There  are  no  provisions  for  the  bettering  of 
medical  care  such  as: 

(a)  Benefits  which  accrue  from  group  practice. 

(b)  Preventive  medicine. 

(c)  Research. 

(d)  Adaptation  to  small  groups,  rural  groups, 
and  small  industry. 

(e)  Correlation  with  medical  education. 

5.  Present  plans  make  domination,  control,  and 
direction  by  pressure  groups  inevitable. 

Blue  Cross  Relations 

The  Blue  Cross  plans  were  conceived  at  a meet- 
ing of  the  American  Hospital  Association  in  Dal- 
las, Texas,  in  1938.  From  that  beginning  they 
have  expanded  throughout  the  United  States, 
there  now  being  seventy-seven  plans  giving  service 
to  approximately  eighteen  million  members.  Al- 
though the  Blue  Cross  plans  have  spread  widely, 
they  have  not  as  yet  been  welded  into  a national 
association.  The  laws  of  the  various  states  have 
been  written  so  that  the  corporate  power  of  the 


Blue  Cross  Corporation  resides  in  the  Board  of 
Trustees  and  it  is  provided  that  the  majority  of 
the  board  of  trustees  of  each  plan  shall  be  com- 
posed of  hospital  people,  thus  the  legislature  has 
rightly  sought  to  protect  the  hospitals  which  have 
contracted  to  give  hospital  services  in  return  for 
collective  premiums.  A majority  of  the  remaining 
trustees  of  the  Blue  Cross  Corporation  are  lay  in- 
dividuals. 

It  is  thus  apparent  that  hospital  administrators 
were  cognizant  of  the  need  for  prepaid  insurance 
long  before  the  medical  profession  became  inter- 
ested. Medical  plans,  starting  after  Blue  Cross 
hospitalization  plans  had  been  established,  have 
sought  the  association  with  such  plans  and  inas- 
much as  the  administrative  staff  of  the  Blue  Cross 
plans  were  in  operation  and  had  gained  consider- 
able experience,  medical  plans  have  been  intimate- 
ly associated  with  Blue  Cross  plans  and  physicians 
now  find  that  physician-hospital  relationships  have 
been  projected  into  medical  plan-Blue  Cross  rela- 
tionships. Many  of  the  underlying  fundamental 
relationships  still  exist  but  are  not  so  easily  per- 
ceived in  the  unfamiliar  corporate  structures. 

In  the  hospital  trustees  forum  in  September, 
1944,  in  an  article  entitled,  “Let’s  Sell  Voluntary,” 
a hospital  trustee  has  expressed  the  opinion  that 
Blue  Cross  cannot  look  to  physicians  for  leader- 
ship in  this  field  and  it  is  therefore  squarely  up  to 
the  trustees  of  Blue  Cross  and  hospitals  to  provide 
medical  services  as  well  as  hospital  services. 

Lester  H.  Perry  in  the  Journal  of  the  American 
Medical  Association,  February  10,  1945,  discusses 
the  coordination  of  medical  and  Blue  Cross  plans. 
He  makes  the  following  statement  in  which  I am  in 
complete  agreement:  “The  common  goal  of  both 

Blue  Cross  and  voluntary  medical  plans  is  to  solve 
the  basic  problem  more  satisfactorily  than  any 
government  plan.  In  order  to  accomplish  this  goal, 
Blue  Cross  and  medical  service  plans  must  work 
harmoniously  and  effectively  together.  If  these 
plans  work  independently,  each  will  continue  to  at- 
tack only  a small  segment  of  the  basic  problem. 
They  will  also  encounter  such  difficult  administra- 
tive problems  as  dual  pay  roll  deduction,  confused 
public  relations  and  uneconomical  duplication  of 
effort.  If  these  plans  work  at  cross  purposes,  they 
will  merely  fertilize  the  soil  in  which  the  seeds  of 
federalized  medical  care  are  being  planted.  Mu- 
tual cooperation,  therefore,  is  essential  to  the  opti- 
mum success  of  both  plans,  Blue  Cross  as  well  as 
medical.”  He  further  states,  “There  is  practical- 
ly no  disagreement  among  those  interested  in  Blue 
Cross  or  medical  plans  with  regard  to  the  advan- 
tages of  joint  operation.”  The  argument  centers 
around  the  degree  to  which  Blue  Cross  should  man- 
age the  affairs  of  medical  plans.  Further,  “in  an 
effort  to  combat  a fast  moving  social  trend  which 
threatens  to  engulf  both  these  voluntary  efforts, 
even  the  most  conservative  medical  plans  have  will- 
ingly trusted  to  Blue  Cross  management  the  im- 
portant functions  of  public  relations,  sales,  pre- 
mium collection,  and  service  to  member  groups. 
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Blue  Cross,  on  the  other  hand,  has  relinquished 
none  of  its  authority  or  responsibility.  Conces- 
sion and  compromise  on  the  part  of  medical  plans 
are  desirable  in  order  to  achieve  a unified  public 
relations,  single  pay  roll  deductions,  and  economy 
of  operation.  However,  many  thoughtful  physi- 
cians are  sincere  in  their  belief  that  it  is  neither 
necessary  nor  desirable  for  medical  plans  to  sur- 
render their  corporate  existence  or  their  separate 
administrative  identity  and  executive  manage- 
ment.” The  alarming  factor  in  medical  Blue 
Cross  relationship  is  that  control  of  administration 
of  medical  plans  tends  to  gravitate  toward  Blue 
Cross.  Blue  Cross,  then,  assuming  more  and  more 
of  the  administrative  functions,  the  structure  of 
the  corporation,  gravitates  toward  complete  Blue 
Cross  control. 

These  developments  are  the  result  of  our  own 
inactivity  toward  health  insurance,  and  also  the 
need  of  Blue  Cross  for  a more  inclusive  insurance 
coverage  extending  to  medical,  surgical,  and  ob- 
stetrical benefits,  which  of  necessity  must  be  de- 
veloped if  they  are  to  compete  with  similar  plans 
now  sold  by  commercial  insurance  companies. 
There  are  three  specific  dangers  which  must  be 
considered  by  the  medical  profession  in  their  Blue 
Cross  relationship.  (1)  The  domination  of  the 
medical  plan  by  the  associated  Blue  Cross  plan, 
either  growing  out  of  the  assumption  of  responsi- 
bility or  the  amalgamation  of  corporate  structure. 
(2)  Dangers  growing  out  of  the  fact  that  the  Blue 
Cross  plans  are  owned  and  operated  by  local  hos- 
pitals and  the  same  problems  which  arise  out  of 
physician-hospital  relationships  now  become  col- 
lective under  medical  plan-Blue  Cross  relation- 
ship. For  example,  if  a commercial  company 
writes  cash  indemnity  medical  and  surgical  insur- 
ance and  a physician  renders  a charge  over  and 
above  the  amount  paid  by  the  insurance  company, 
the  company  has  no  recourse  nor  can  it  be  inter- 
ested in  the  total  fee. 

If,  however,  a Blue  Cross  plan  writes  surgical, 
medical,  and  obstetrical  benefits  and  a physician 
charges  a fee  over  and  above  the  cash  indemnity 
paid  by  the  Blue  Cross  plan,  it  would  be  to  the 
interest  of  Blue  Cross  to  see  that  the  fee  con- 
forms to  the  indemnity  paid.  If  this  could  be  ac- 
complished, the  combined  Blue  Cross  policy  would 
be  easier  to  sell  and  could  better  compete  with 
commercial  companies.  A Blue  Cross  corporation 
could  then  ask  the  medical  px'ofession  to  approve 
its  fee  schedule.  If  such  was  done,  it  might  be  as- 
sumed that  physicians  were  morally  obligated  to 
accept  it.  Further,  if  the  subscriber  were  to  com- 
plain to  the  Blue  Cross  plan  of  charges  over  and 
above  the  cash  indemnity  paid,  the  Blue  Cross  plan 
might,  through  its  member  hospitals,  exert  pressure 
on  physicians  to  fix  fees  with  the  threat  to  the 
physician  of  exclusion  fi’om  the  hospital.  (3)  Al- 
though pressure  of  conformation  could  be  consid- 
erable under  almost  any  plan  dominated  by  Blue 
Cross,  it  could  never  be  completed  unless  the  plan 
were  subjected  to  further  legislation  and  brought 


under  a modified  Enabling  Act  which  would  then 
permit  the  Blue  Cross  plans  to  practice  medicine. 
In  the  state  of  Missouri,  I understand,  this  reached 
the  point  where  actual  legislation  was  drawn  up 
for  presentation. 

Blue  Cross-Medical  Association  relations  in  Ohio 
are  interesting  and  worth  while  presenting.  Inas- 
much as  the  development  of  a workable  plan  under 
the  Enabling  Act  of  Ohio  seemed  to  be  impossible, 
and  attempts  were  made  to  start  seven  separate 
service  plans  in  Ohio  without  success,  no  construc- 
tive moves  were  being  made  by  Ohio  State  Medical 
Association. 

Approximately  one  year  ago  the  Blue  Cross 
plans  of  Ohio  moved  to  start  a mutual  insurance 
company  to  write  medical,  surgical,  and  obstetrical 
benefits  to  complement  their  hospitalization  insur- 
ance. This  plan  was  submitted  to  the  Medical  Eco- 
nomics Committee  of  the  Ohio  State  Medical  As- 
sociation for  approval.  The  presentation  took  the 
following  form: 

Twenty  incorporators,  all  of  whom  might  be 
physicians  or  laymen,  would  have  the  first  func- 
tion of  originating  the  corporation  and  appointing 
a Board  of  Trustees.  The  Blue  Cross  representa- 
tives stated  that  as  far  as  they  were  concerned  all 
of  the  Board  of  Trustees  might  be  physicians.  It 
is  interesting  to  note  that  after  the  Board  of  Trus- 
tees is  appointed  the  incorporators  have  no  further 
powers. 

The  Board  of  Trustees  are  given  no  designated 
powers  in  a mutual  insurance  company  or  is  their 
membership  limited  to  specific  groups.  The  func- 
tion of  the  Board  of  Trustees  is  to  appoint  officers 
of  the  corporation  and  to  advise  such  officers  in  the 
administration  of  the  plan.  At  the  end  of  one  year, 
inasmuch  as  subscribers  own  a mutual  insurance 
company,  a subscriber  vote  is  taken,  usually  by 
proxy,  and  any  individual  or  group  of  organized 
individuals  obtaining  suffcient  proxies,  can  control 
the  corporation. 

With  this  development,  the  constitution  and  by- 
laws of  the  insurance  company  could  then  be 
changed.  The  officers  of  the  corporation  could  be 
changed,  the  Board  of  Trustees  could  be  dis- 
missed and  reappointed,  the  incorpoi’ators  would 
be  automatically  liquidated  at  the  end  of  one  year. 

We  found  that  the  Blue  Cross  representatives 
were  familiar  with  methods  of  control  in  mutual 
insurance  companies  and  were  prepared  to  sub- 
mit a proxy  for  signing  at  the  time  the  insurance 
contract  was  signed.  The  Blue  Cross  organization 
of  Ohio  had  apparently  developed  subscriber  com- 
mittees in  industry,  usually  made  up  of  union  rep- 
resentatives, and  it  was  their  plan  to  have  the 
actual  mechanism  of  the  signing  of  the  proxy  car- 
ried out  by  the  subscriber  committee  and  returned 
to  the  Blue  Cross  office. 

It  has  been  my  observation  that  union  organiza- 
tions do  not  relinquish  power  and  it  is  my  opinion 
that  had  proxies  been  sent  to  the  subscriber  com- 
mittee, they  would  have  been  signed  and  returned 
to  the  union  office.  The  union  would  then  be  the 
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controlling  power  in  the  corporation.  Indirectly 
it  could  then  control  the  Blue  Cross  Corporation 
and  with  the  voting  weight  of  its  membership  it 
would  be  in  a position  to  approach  the  legislature 
with  the  hope  of  modifying  the  Enabling  Act,  thus 
permitting  Blue  Cross  to  practice  medicine.  This, 
in  my  opinion,  was  the  most  serious  danger  in  the 
proposed  mutual  insurance  company.  It  was  sug- 
gested that  the  medical  profession  as  well  as  mem- 
ber hospitals  contribute  a sum  of  $100,000.00  or 
approximately  thereof  which  should  be  held  by  the 
superintendent  of  insurance  and  should  be  known 
as  the  insurance  fund.  It  was  intimated  by  the 
Blue  Cross  representative  that  participation  in 
such  a fund  represented  control  in  the  corpora- 
tion. Obviously,  such  a fund  is  a contribution 
without  voting  power,  such  funds  placed  at  the  dis- 
posal of  the  superintendent  of  insurance  are  for 
liquidation  of  the  plan  should  it  fail. 

It  is  thus  obvious  that  even  though  the  directors 
of  the  Blue  Cross  movement  offered  control  of  the 
mutual  insurance  company  to  the  medical  profes- 
sion in  good  faith,  it  might  be  impossible  for  them 
to  deliver  such  control.  The  mutual  insurance 
company  might  become  a consumer  cooperative.  In 
my  opinion,  such  a step  would  be  completely  disas- 
trous for  the  medical  profession,  the  hospitals,  and 
for  the  public  which  they  serve.  Medical  and  hos- 
pital services  would  then  be  nothing  more  than  a 
pawn  offered  for  union  membership.  The  public 
would  suffer  through  a period  of  medical  and  hos- 
pital services  exhibiting^  progressive  deterioration 
of  quality.  Thus,  pressure  organizations  in  an  at- 
tempt to  further  good  medical  care  might  defeat 
their  own  purposes. 

In  Ohio  the  medical  profession  felt  it  would  be 
easier  to  form  a stock  company  for  the  purpose  of 
writing  surgical,  medical,  and  obstetrical  benefits, 
the  stock  of  such  companies  to  be  owned  by  the 
Ohio  State  Medical  Association.  The  control  of  the 
corporation  would  then  reside  indirectly  with  the 
House  of  Delegates  inasmuch  as  they  control  the 
Ohio  State  Medical  Association. 

The  corporation  would  be  legally  organized  for 
profit  but  could  be  operated  not  for  profit  at  their 
discretion.  If  and  when  a surplus  was  built  up,  the 
plan  could  be  expanded  to  include  more  and  more 
benefits.  Thus,  the  plan  would  approach  both  non- 
profit and  service  but  could  originate  on  a sound, 
financial  and  actuarial  basis. 

This  plan  has  now  been  accepted  by  eight  of  the 
nine  Blue  Cross  organizations  in  Ohio  only  after 
considerable  negotiation.  The  directors  of  Blue 
Cross  in  some  instances  failed  to  convey  our  pro- 
posal to  the  Board  of  Trustees  and  the  Board  of 
Trustees  then  were  contacted  individually  and  ac- 
quainted with  our  proposal.  Following  this,  the 
trustees  forced  the  directors  to  accept  the  plan. 
From  this  experience,  it  is  apparent  to  me  that 
some  Blue  Cross  directors  are  attempting  to  draw 
away  from  the  control  of  their  member  hospitals, 
and  by  establishing  subscriber  committees  in  in- 
dustry are  attempting  to  by-pass  their  Boards  of 


Trustees  and  to  give  extra  legal  powers  to  third 
parties.  As  manufacturers  control  pay  roll  deduc- 
tion, the  threat  of  union  domination  of  Blue  Cross 
might  result  in  the  elimination  of  pay  roll  deduc- 
tion. This,  apparently,  is  a powerful  threat. 
Medical  and  hospital  groups  are  minorities  with 
similar  interests  and  are  subject  to  similar  pres- 
sures. It  will  be  very  unwise  to  invade  each  other’s 
fields,  for  any  disagreements  resulting  in  profes- 
sional warfare  will  allow  pressure  groups  to  crush 
us  both.  We  must  not  lose  sight  of  the  fact  that 
Blue  Cross  is  and  has  been  accepted  as  admirable 
and  in  extending  the  opportunities  of  prepaid  hos- 
pitalization has  done  much  to  further  the  interest 
of  the  medical  profession.  We  owe  Blue  Cross  our 
respect  and  gratitude.  Let  us  never  forget,  how- 
ever, in  accepting  Blue  Cross  that  it  may  occasion- 
ally be  necessary  to  enlist  the  aid  of  powerful  pres- 
sure groups  to  prevent  the  encroachment  of  other 
powerful  groups. 

As  a corollary  we  should  never  combine  with 
powerful  groups  in  setting  up  any  plan  because  a 
permanent  combine  will  result  in  control  passing 
to  the  stronger  member.  We  must  always  balance 
one  against  the  other  while  we  are  now  working  on 
our  plans  and  particularly  later  when  any  result 
in  the  plan  is  to  be  put  into  operation. 

In  closing  I may  say  that,  in  my  opinion,  scien- 
tific medicine  through  its  assumption  of  social  and 
economic  administration  may  be  said  to  have  come 
of  age  through  the  successful  management  of 
medical  service  plans. 

SUNDAY  AFTERNOON,  APRIL  8,  1945 

The  meeting  reconvened  at  2:40  P.M.,  the 
Speaker,  Dr.  E.  R.  Zemp,  presiding. 

THE  SPEAKER:  The  meeting  will  please  come 
to  order,  gentlemen. 

Are  the  Reference  Committees  ready  to  report? 

CREDENTIALS  COMMITTEE 

DR.  H.  B.  EVERETT : Mr.  Speaker,  the  Creden- 
tials Committee  reports  that  it  has  received  up  to 
now  the  credentials  of  thirty-five  delegates  quali- 
fied, and  badges  have  been  issued  to  them  and 
seventeen  ex  officio  or  past  presidents. 

THE  SPEAKER:  We  will  hear  the  report  of 
the  Reference  Committee  on  Reports  of  Officers. 

COMMITTEE  ON  REPORTS  OF  OFFICERS 

DR.  RALPH  H.  MONGER:  Mr.  Speaker,  the 
committee  recommends  the  adoption  of  the  Treas- 
urer’s report  as  audited  by  Osborn  and  Page  of 
Nashville. 

We  also  recommend  the  adoption  of  the  report 
of  the  chairman  of  the  Board  of  Trustees  as  read 
before  the  House  this  morning. 

We  also  recommend  the  adoption  of  the  Secre- 
tary-Editor’s report. 

DR.  ARTHUR  R.  PORTER,  JR.:  I move  the 
adoption  of  the  report. 

The  motion  was  seconded  by  Dr.  W.  B.  Burns 
and  carried. 
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THE  SPEAKER:  Report  of  the  Reference  Com- 
mittee on  Reports  of  Committees. 

COMMITTEE  ON  REPORTS  OF  COMMITTEES 

DR.  J.  B.  STANFORD:  The  committee  regrets 
to  note  that  twenty-three  per  cent  of  the  standing 
committees  were  not  represented  at  the  meeting. 
They  further  regret  to  note  that  forty-five  per  cent 
of  the  standing  committees  apparently  had  no 
meetings  this  year.  This  condition  could  only  exist 
for  one  of  two  reasons:  (1)  these  committees  may 
be  useless,  and  if  so  your  committee  respectfully 
recommends  to  the  Trustees  that  such  committees 
be  eliminated  from  the  list  of  standing  commit- 
tees; (2)  the  committees  may  be  improperly  se- 
lected, and  if  this  be  the  case,  your  committee  re- 
spectfully recommends  that  the  Trustees  consider 
the  personnel  of  those  standing  committees  and 
act  accordingly. 

We  hope  this  House  will  bear  in  mind  that 
your  Committee  on  Reports  of  Committees  men- 
tions no  names,  and  in  fact  does  not  even  remem- 
ber the  names  of  the  nonfunctioning  committee 
members. 

Your  committee  wishes  especially  to  commend 
the  efforts  and  the  reports  of  the  Committees  on 
Postgraduate  Instruction,  Public  Policy  and  Leg- 
islation, and  Prepayment  Plans  for  Medical  and 
Hospital  Services. 

We  recommend  the  acceptance  of  all  the  re- 
ports submitted  to  us. 

J.  B.  STANFORD,  M.D.  (Chmn.), 

L.  E.  DYER,  M.D., 

J.  C.  PENNINGTON,  M.D., 

Committee. 

THE  SPEAKER:  What  shall  we  do  with  this 
report? 

DR.  W.  B.  BURNS:  I move  the  adoption. 

The  motion  was  seconded  by  Dr.  Henry  Herron 
and  carried. 

COMMITTEE  ON  RESOLUTIONS 

THE  SPEAKER:  Report  of  the  Committee  on 
Resolutions. 

DR.  M.  S.  ROBERTS:  As  a member  of  that 
committee,  I wish  to  announce  that  there  are  no 
resolutions  that  have  been  presented  to  my  knowl- 
edge. 

THE  SPEAKER:  Dr.  Hiram  Laws,  is  there 
anything  before  your  committee?  That  is  the 
Committee  on  Amendments  to  the  Constitution. 

COMMITTEE  ON  AMENDMENTS  TO  THE 
CONSTITUTION 

DR.  HIRAM  LAWS:  My  committee  has  no  re- 
port to  make,  Mr.  Speaker,  at  this  time. 

THE  SPEAKER:  Reports  of  Councilors. 

DR.  J.  B.  STANFORD:  Mr.  Speaker,  the  Coun- 
cilors’ reports  are  not  x’ead  any  more,  are  they? 

The  following  Councilors’  reports  were  filed  with 
the  Secretary  without  reading:  First  District,  Dr. 
L.  E.  Dyer;  Second  District,  Dr.  S.  R.  Miller 


(report  with  minute  books,  filed  for  Doctor  Miller 
by  Dr.  Kyle  Copenhaver) ; Third  District,  Dr.  A. 
M.  Patterson;  Fifth  District,  Dr.  V.  S.  Camp- 
bell; Eighth  District,  Dr.  Jere  L.  Crook;  Tenth 
District,  Dr.  W.  B.  Burns. 

THE  SPEAKER:  These  reports  will  be  pub- 
lished in  the  JOURNAL. 

COUNCILORS’  REPORTS 

Mr.  Speaker  and  Members  of  the 
House  of  Delegates : 

There  is  little  change  in  the  report  of  the  work 
in  the  Second  District  during  the  last  year. 

Loudon  County  (five  men)  joined  the  Knox  Coun- 
ty Medical  Society.  The  Loudon  society  had  been 
organized  but  has  not  functioned. 

Jefferson  County  is  still  unorganized  with  sev- 
eral residents  affiliating  with  surrounding  socie- 
ties. 

Union  County  is  unorganized.  The  lake  water 
has  changed  the  entire  area  and  there  seems  to  be 
only  two  or  three  doctors  there. 

Knox,  Anderson-Campbell,  and  Blount  Counties 
are  functioning  well.  Scott  and  Roane,  still  or- 
ganized, are  not  functioning.  Thus  far  we  have 
been  unable  to  get  them  to  join  an  adjacent  society. 

Knox  County,  backed  by  the  new  president.  Dr. 
Herbert  Acuff,  has  published  a society  bulletin  in 
which  the  announcement  of  speaker  and  meeting  is 
given  two  or  three  days  in  advance.  It  is  a four 
page  bulletin.  On  the  first  page  is  given  the  date 
of  meeting  and  memorial,' if  any.  On  the  second 
page  is  a compact  gist  on  carcinoma  of  various  lo- 
cations. Third  page  gives  names  of  essayist  and 
subject  and  one  or  more  men  to  discuss  the  paper; 
also  the  list  of  six  large  committees  that  are  sup- 
posed to  function  through  the  year.  The  fourth 
page  has  a letter  from  one  of  our  members  in  the 
armed  service,  relating  his  experiences,  etc.  It  is 
an  attractive  bulletin. 

It  is  with  much  regret  that  I,  as  chairman  of 
Council,  must  report  the  death  of  Dr.  E.  H.  Baird, 
who  has  been  Councilor  of  the  ninth  district  for 
many  years.  He  has  worked  faithfully  and  effi- 
ciently throughout  these  years  and  served  as  secre- 
tary to  the  Council.  He  will  be  greatly  missed. 

I have  served  on  the  Council  more  than  forty- 
two  years,  and  most  of  the  time  as  chairman.  I 
began  in  1903  when  the  Judicial  Council  was  com- 
posed as  expresidents  only  and  dealt  with  ethical 
questions.  A new  Constitution  and  By-Laws  were 
formed  later,  creating  ten  councilor  districts  of 
which  I was  elected  councilor  of  Second  District. 
I have  attended  every  meeting  except  one  in  these 
forty-two  years.  I hope  this  body  will  elect  my 
successor. 

Respectfully, 

S.  R.  MILLER,  M.D., 

Councilor. 

Annual  Report  to  the  House  of  Delegates 
From  the  Third  District. 

There  has  been  no  change  in  the  Third  District 
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during  the  year  1944.  Your  councilor  has  made 
what  effort  he  could  by  phone  to  have  doctors  in 
several  of  the  counties  interview  their  respective 
representatives  and  senators  in  regard  to  the  legis- 
lation which  came  up  at  the  last  session.  So  far  as 
your  councilor  can  ascertain,  the  doctors  in  the  dis- 
trict are  overworked  and  find  it  difficult  to  attend 
medical  society  functions. 

It  appears  likely  to  your  councilor  that  it  will  be 
necessary  to  be  prepared  to  meet  the  postwar  pe- 
riod with  renewed  energy  to  get  the  societies  re- 
vived: it  might  be  well  to  be  planning  such  activi- 
ties beforehand. 

Appended  hereto  in  tabulated  form  are  the  sta- 
tistical data  that  your  councilor  could  obtain.  One 
county,  Polk,  failed  to  send  in  a report. 

Respectfully  submitted, 

A.  M.  PATTERSON,  M.D., 
Councilor,  Third  District. 


Questionnaire 

1.  How  many  counties  in  your  district  are  not 
organized?  Six. 

2.  How  many  counties  in  your  district  are  not 
active?  Eight. 

3.  How  many  counties  in  your  district  do  not 
have  regular  meetings?  Eight. 

4.  How  many  eligible  physicians  in  your  district 
are  not  members  of  a medical  society?  About 
twenty. 

5.  How  many  M.D.’s  have  professional  inter- 
course with  neuropathic  physicians?  None  that  I 
can  learn  about. 


6.  How  many  societies  in  your  district  are  com- 
posed of  more  than  one  county  and  what  are  they? 
None. 


7.  What  is  your  opinion  with  reference  to  having 
a district  society  in  your  congressional  district 
which  would  meet  in  the  same  town  each  time,  or 
perhaps  alternating  with  other  towns  in  your  dis- 
trict? Such  a plan  might  be  helpful  in  normal 
times;  at  the  present,  it  would  not  be  practical,  as 
I see  it. 

A.  M.  PATTERSON,  M.D., 
Councilor,  Third  District. 
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of  officers.  Is  the  Nominating  Committee  ready 


to  report? 

NOMINATING  COMMITTEE 

DR.  J.  C.  PENNINGTON:  Mr.  Speaker,  we 
have  to  report  the  nominations  of  president-elect 
and  three  vice-presidents  and  several  councilors. 
Do  you  wish  to  have  all  these  read  at  once,  or 
do  you  want  to  take  them  up  one  by  one? 

THE  SPEAKER:  Read  the  report,  and  then 
we  will  vote  on  them  as  we  take  them  up. 

DR.  PENNINGTON:  For  President-Elect,  Dr. 
C.  M.  Hamilton,  Nashville. 

Vice-President  for  East  Tennessee,  Dr.  L.  E. 
Dyer,  Greeneville. 

Vice-President  for  West  Tennessee,  Dr.  Henry 
H.  Herron,  Jackson. 

Vice-President  for  Middle  Tennessee,  Dr.  C.  D. 
Walton,  Mt.  Pleasant. 

Trustee  from  West  Tennessee  to  succeed  Dr. 
W.  C.  Chaney,  who  is  to  become  President,  Dr. 
Ernest  Kelly,  Memphis. 

Secretary-Editor,  Dr.  H.  H.  Shoulders,  Nash- 
ville. 

Councilors:  Ninth  District,  Dr.  Roy  M.  Lanier, 
Brownsville,  to  succeed,  for  the  balance  of  the 
term,  Dr.  E.  H.  Baird,  who  is  deceased. 

Second  District,  Dr.  Kyle  Copenhaver,  Knoxville, 
to  succeed  Dr.  S.  R.  Miller,  who  asked  to  be  re- 
leased from  his  duties  on  account  of  age  and  ill- 
ness. 

Fourth  District,  Dr.  J.  T.  Moore,  Algood. 
Sixth  District,  Dr.  Holland  Tigert,  Nashville. 
Eighth  District,  Dr.  Jere  L.  Crook,  Jackson. 
Tenth  District,  Dr.  Britt  Burns,  Memphis. 
Speaker  of  the  House  of  Delegates,  Dr.  E.  R. 
Zemp. 
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Delegate  to  the  American  Medical  Association, 
Dr.  E.  G.  Wood;  alternate,  Dr.  E.  T.  Newell. 

DR.  W.  D.  KEY : I move  the  nominations  pre- 
sented by  the  chairman  of  the  Nominating  Com- 
mittee be  accepted. 

The  motion  was  seconded  by  Dr.  W.  B.  Burns. 

THE  SECRETARY  (Dr.  H.  H.  Shoulders):  Mr. 
Speaker,  is  it  your  plan  to  ballot  on  the  several 
individually? 

THE  SPEAKER:  Take  them  all  as  a whole  un- 
less there  is  some  objection  or  there  are  some  other 
nominations. 

THE  SECRETARY:  Personally,  I would  rise  to 
say  this — that  I would  decline  the  nomination  for 
the  office  of  Secretary-Editor. 

THE  SPEAKER:  Who  made  the  motion  that 
it  be  adopted? 

DR.  KEY:  I did. 

THE  SPEAKER:  Who  seconded  it? 

DR.  BURNS:  I did. 

THE  SPEAKER:  Are  there  any  other  nomi- 
nations? All  right,  Doctor  Shoulders,  we  will 
hear  from  you. 

THE  SECRETARY:  That  is  all  I have  to  say, 
Mr.  Speaker. 

DR.  BURNS:  Is  there  any  good  reason  why  you 
don’t  want  the  job? 

THE  SECRETARY:  Well,  yes.  I don’t  think 
I probably  should  go  into  that  fully  now.  I would 
respectfully  request  that — 

DR.  BURNS  (interposing):  Would  you  accept 
it  if  we  elected  you? 

THE  SECRETARY : I would  prefer  not  to 
serve. 

THE  SPEAKER:  Gentlemen,  that  leaves  the 
office  of  Secretary-Editor  open  for  nomination. 

DR.  W.  D.  KEY : Mr.  Chairman,  if  it  will  fa- 
cilitate matters,  I will  make  my  motion  to  include 
everybody  but  the  Secretary-Editor,  if  that  will 
help  you,  and  if  my  second  will  accept  it. 

DR.  BURNS:  I don’t  accept  it.  I want  the 
Secretary  to  continue  in  office. 

THE  SPEAKER:  It  is  up  to  the  Secretary- 
Editor.  If  he  declines  to  accept,  you  can’t  make 
him. 

DR.  BURNS:  Doctor  Shoulders,  do  you  insist 
upon  withdrawing  your  name? 

THE  SECRETARY:  Yes,  sir. 

DR.  BURNS:  Let  me  amend  that  motion  by 
nominating  Dr.  Will  Hardy  as  the  Secretary’s  suc- 
cessor, who  is  now  Assistant  Secretary. 

DR.  J.  E.  POWERS:  I understood  from  the 
Nominating  Committee  that  Doctor  Hardy  was 
appointed  by  the  President  or  someone  and  was 
not  nominated  as  Assistant  Secretary.  That  is 
the  reason  the  Nominating  Committee  didn’t  re- 
nominate Doctor  Hardy,  because  we  understood 
that  we  didn’t  have  the  authority  to  do  so. 


DR.  BURNS:  I am  asking  the  House  to  elect 
Doctor  Hardy  as  successor  to  Doctor  Shoulders  as 
Secretary-Editor. 

THE  SPEAKER:  You  are  nominating  him  as 
assistant? 

DR.  BURNS:  I am  nominating  him  for  the  sec- 
retaryship if  Doctor  Shoulders  is  going  to  give  up 
the  job. 

THE  SPEAKER:  This  is  a very  serious  thing 
to  me.  Not  just  anybody  can  fill  this  job, 
especially  at  this  time.  I think  we  have  got  to 
consider  this  question  very  seriously.  I don’t  know 
what  Doctor  Shoulders’  reason  is  for  not  accepting, 
but  I know  that  if  he  doesn’t  accept  this  Society  is 
up  against  a very  serious  proposition  to  get  some- 
one to  fill  his  place.  He  has  done  a wonderful 
amount  of  work  for  a tremendous  number  of  years, 
and  I think  he  is  entitled  to  the  job  if  he  wants 
it,  or  to  a rest  if  he  wants  it,  or  almost  anything 
else  he  wants.  I think  we  ought  to  consider  this 
thing  very  seriously  rather  than  make  an  offhand 
nomination  for  the  secretaryship. 

DR.  M.  S.  ROBERTS:  Mr.  Speaker,  there  is  a 
motion  before  the  House,  and  I think  it  will  be 
speaking  to  the  motion  to  say  that  it  would  be  my 
suggestion  that  the  Nominating  Committee  be  re- 
quested to  retire,  and  if  necessary  to  consult  with 
Doctor  Shoulders  and  seriously  consider  this  and 
bring  in  a report  to  be  considered  a little  later  in 
the  session. 

THE  SPEAKER:  Let’s  get  rid  of  the  original 
motion  first.  Are  you  ready  for  the  question? 

THE  PRESIDENT  (Dr.  Kyle  C.  Copenhaver) : 
I want  to  speak  to  the  original  motion. 

THE  SPEAKER:  The  original  motion  is  to  ac- 
cept the  report,  but  without  Doctor  Shoulders. 

THE  PRESIDENT  (Doctor  Copenhaver):  That 
is  his  idea.  I tell  you,  gentlemen,  you  have  no  idea 
the  amount  of  work  that  Doctor  Shoulders  does  for 
everybody  connected  with  this  Society.  If  it 
hadn’t  been  for  him,  my  work  would  have  gone 
for  naught.  I think  that  as  long  as  you  have  been 
in  this  place  you  cannot  lay  down  on  this  bunch 
of  fellows  without  giving  us  at  least  a year’s 
notice,  and  we  can’t  fill  your  place.  There  isn’t 
anybody  here  who  can  select  a man  to  take  your 
place.  (Applause.)  I want  you  to  withdraw  that 
resignation,  because  we  just  can’t  operate  so  sud- 
denly on  that  thing,  especially  at  this  time. 

THE  SECRETARY  (Doctor  Shoulders):  Mr. 
Speaker,  in  all  fairness  to  myself  and  my  own 
sense  of  propriety,  please  believe  me  when  I tell 
you  that  I am  profoundly  grateful  to  you  for  all 
the  courtesies  you  have  done  me,  for  all  the  co- 
operation I have  had  from  you  through  all  these 
years.  It  has  been  seventeen  years  now  since  I 
accepted  that  assignment  under  a little  bit  of  pres- 
sure, and  I have,  of  course,  followed  it  through 
and  I hope  with  some  measure  of  success.  I 
assure  you  that  it  would  have  been  in  the  main  a 
matter  of  satisfaction,  even  though  hard  work  was 
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attached  to  it,  but  the  situation  is  such  that  I feel 
that  I would  really  stultify  myself  were  I to  act 
other  than  I have  acted  now,  and  I would  rather 
insist  that  I not  be  considered  further,  and  accept 
the  statement  as  final. 

DR.  J.  B.  STANFORD:  Mr.  Chairman,,  it  ap- 
pears to  me  that  we  don’t  have  time  enough  to 
select  carefully  a secretary.  I can  understand  Doc- 
tor Shoulders’  situation.  I have  often  wondered 
why  he  didn’t  resign  years  ago,  particularly  since 
I suppose  it  is  a matter  of  common  knowledge 
that  Doctor  Shoulders’  health  hasn’t  been  of  the 
best  in  the  last  two  years.  I don’t  think  this  body 
ought  just  to  jump  in  and  elect  a secretary.  It 
appears  to  me  that  it  would  be  well  to  leave  the 
appointment  of  a temporary  secretary-editor  to  the 
discretion  of  the  Board  of  Trustees  after  consid- 
erable meditation  on  that  point. 

DR.  L.  E.  DYER:  That  was  the  argument  of 
Doctor  Burns.  Doctor  Burns  was  presenting  a 
man  who  knows  the  work  of  the  office,  Doctor 
Hardy.  Doctor  Burns’  idea  is  that  if  it  is  in  Doc- 
tor Shoulders’  own  mind  to  do  as  he  pleases,  it  is 
up  to  us  to  name  his  successor.  I think  Doctor 
Burns’  idea  of  Doctor  Hardy,  who  has  been  in  of- 
fice how  many  years? 

THE  SECRETARY : About  the  same  time. 

DR.  DYER:  I think  that  is  a good  idea  and  I 
agree  to  the  suggestion  or  nomination  of  Doctor 
Hardy. 

DR.  W.  B.  KEY : My  motion  is  before  the  House 
and  I would  like  to  call  for  a vote  on  it,  that  the 
recommendations  of  the  Nominating  Committee 
be  accepted. 

DR.  STANFORD:  That  includes  the  election  of 
Doctor  Shoulders? 

DR.  KEY : I do  that  to  clarify  the  situation, 
so  if  Doctor  Shoulders  wants  to  resign  after  his 
election,  he  has  a perfect  right  to  do  so. 

THE  SPEAKER:  All  in  favor  say  “aye”;  op- 
posed “no.”  Carried  unanimously. 

RESIGNATION  OF  SECRETARY-EDITOR 

THE  SECRETARY : I ask  the  House  to  accept 
my  resignation.  At  the  same  time,  I express  my 
appreciation  of  your  confidence. 

DR.  BURNS:  I move  we  accept  the  resignation. 

DR.  STANFORD:  Is  that  matter  disposed  of? 

THE  SPEAKER:  That  disposes  of  that. 

DR.  STANFORD:  I move  the  Trustees  be  in- 
structed to  appoint  a temporary  secretary-editor. 

DR.  R.  B.  WOOD:  I second  the  motion. 

THE  SPEAKER:  Is  there  discussion?  All  in 
favor  say  “aye”;  opposed  “no.”  The  motion  is 
carried.  The  Board  of  Trustees  will  appoint  a 
temporary  secretary-editor. 


PROPOSALS  RE  (1)  SECRETARY,  (2)  IN- 
CREASE IN  DUES,  (3)  ORGANIZER  FOR  PRE- 
PAYMENT MEDICAL  SERVICE,  (4)  ADVISORY 
EDITORIAL  BOARD,  (5)  METHOD  OF  AC- 
COMPLISHING THESE  CHANGES 

DR.  J.  0.  MANIER:  Mr.  Speaker,  this  is  some- 
thing that  I think  this  body  should  give  some 
thought  to.  Many  years  ago,  I would  say  prob- 
ably ten  or  twelve,  there  was  a motion  made  be- 
fore this  House  of  Delegates  with  reference  to 
securing  a full-time  secretary  to  run  this  Society. 
Doctor  Shoulders  has  done  the  finest  job  that  any- 
one could  do.  Apparently,  for  reasons  best  known 
to  himself,  he  feels  he  should  not  consider  accept- 
ing the  office  of  secretary  again. 

In  the  past,  we  turned  down  that  motion  over 
in  Knoxville  about  ten  years  ago  over  a matter  of 
finances,  which  at  that  time  I thought  was  well 
founded.  Now,  with  money  as  loose  as  it  is,  there 
is  no  reason  why  we  should  not  at  least  begin  to 
give  some  thought  and  some  forward  planning 
toward  the  future  of  the  secretaryship  of  this 
Society. 

All  of  the  larger  societies  in  this  country  have 
full-time  lay  secretaries,  and  the  job  of  secretary 
has  reached  the  point  where  we  ought  to  consider 
doing  the  same  thing.  In  the  past  we  were  de- 
terred by  two  things:  First,  Doctor  Shoulders  had 
unusual  ability — certainly,  in  my  opinion — as  I 
expressed  publicly  over  in  Knoxville;  also  we  were 
deterred  by  the  fact  that  it  would  require  an  in- 
crease in  dues  of  this  Society.  Now,  at  the  pres- 
ent time,  this  State  Society  is  faced  with  several 
problems.  First,  due  to  Doctor  Shoulder’s  feeling 
that  he  cannot  continue  in  this  position,  we  are 
faced  with  the  problem  of  having  to  make  a change 
in  secretaries.  You  all  heard  the  report  of  Doc- 
tor Porter  this  morning  in  reference  to  the  es- 
tablishment of  a prepayment  plan  for  medical  serv- 
ice. That  plan  cannot  be  put  in  force  by  any  doc- 
tor as  chairman,  Doctor  Porter  will  tell  you.  I 
preceded  him  in  that  position  and  I know  full  well 
that  this  is  true.  No  man  in  active  practice  has 
the  time  to  devote  to  the  development  of  the  tre- 
mendous amount  of  details  concerned  with  the 
adoption  of  a prepayment  plan,  and  we  are  there- 
fore going  to  have  to  get,  if  we  expect  to  put  this 
plan  in  force,  probably  a full-time  lay  organizer  to 
do  it.  Both  of  these  facts  require  us  to  have  a 
full-time  secretary,  which  possibly  from  here  on 
out  we  should  have,  and  certainly  if  we  are  going 
to  have  a prepayment  plan  we  must  have  a full- 
time lay  organizer. 

I think  it  is  high  time  that  this  House  of  Dele- 
gates did  some  forward  thinking  in  that  direction. 
It  may  and  will  necessitate  increasing  the  dues 
of  the  individual  members.  There  was  never  a 
time  in  the  history  of  this  Society  when  that  could 
be  done  with  as  little  objection  as  at  the  present 
time.  Money  is  cheap.  Men  don’t  object  at  the 
present  time  to  an  increase  of  dues  as  they  might 
have  done  in  the  past  when  we  were  in  the  midst 
of  a depression. 
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I want  to  make  a motion,  sir,  that  this  House 
of  Delegates  appoint  a committee  to  look  into  the 
problem  of  what  increase  in  dues  will  be  necessary 
to  obtain  a full-time  secretary  and  at  the  same 
time  obtain  a full-time  organizer  for  the  proposed 
prepayment  plan.  It  is  all  right  to  have  Porter 
come  in  here  and  read  a fine  report  as  he  read 
this  morning,  but  that  is  the  end  of  it  unless  you 
have  somebody  to  follow  it  up,  and  we  must  do 
something  about  that  or  it  is  going  to  be  thrust 
upon  us.  It  is  going  to  cost  us  a little  more  money 
individually  to  do  it,  but  the  time  has  come  when 
we  should  make  an  effort  to  do  it,  because  the  in- 
crease in  cost  to  the  individual  members  will  be 
minute. 

I want  to  make  a motion,  sir,  that  the  chair  ap- 
point a committee  to  study  this  problem  and  if  it 
is  legal — I don’t  know  enough  about  that  to  know — 
to  place  it  in  the  hands  of  your  Board  of  Trustees 
either  to  accept  or  decline  the  recommendations 
of  that  committee  as  regards  an  increase  in  dues 
for  the  purpose  of  obtaining  a full-time  organi- 
zation both  as  regards  prepayment  medical  service 
and  as  regards  the  secretaryship  of  this  organiza- 
tion. I think  we  have  grown  to  that  point.  Most 
of  the  societies  over  the  country  have  that.  You 
might  say,  “Well,  how  could  we  get  out  the  JOUR- 
NAL?” Well,  you  can  get  out  the  JOURNAL  darned 
well  by  reason  of  the  fact  that  we  can  have  an 
Advisory  Editorial  Board.  Many  of  the  men  in 
the  East  treasure  those  positions  more  than  any- 
thing else  connected  with  their  state  societies. 

I want  to  make  such  a motion  if  it  is  in  order. 

The  motion  was  seconded  by  Dr.  R.  B.  Wood  and 
Dr.  Arthur  R.  Porter,  Jr. 

DR.  J.  B.  STANFORD:  I will  second  the  mo; 
tion.  I made  that  proposition  several  years  ago 
and  didn’t  get  Owsley’s  support.  Even  if  he  is 
ten  years  late,  I would  like  to  second  the  motion. 

THE  SPEAKER:  Is  there  discussion?  Did  I 
understand  who  is  to  appoint  this  committee? 

DR.  J.  0.  MANIER:  I don’t  know  anybody  bet- 
ter than  the  Speaker  of  the  House  of  Delegates 
to  do  it. 

THE  SPEAKER:  I think  it  ought  to  be  left  to 
the  Trustees. 

DR.  MANIER:  Well,  I presume  you  are  prob- 
ably right.  They  appoint  all  committees,  don’t 
they? 

THE  SPEAKER:  Yes. 

DR.  MANIER:  Whether  it  is  legal,  I don’t  know. 
Whether  it  is  legal  to  empower,  under  the  House 
setup,  the  Board  of  Trustees  first  to  appoint  a 
committee  and  then  have  them  accept  its  recom- 
mendations and  have  those  recommendations  bind- 
ing on  the  membership,  I am  not  sufficiently  ad- 
vised on  parliamentary  procedure  or  the  by-laws 
we  operate  under  to  say. 

THE  SPEAKER:  We  couldn’t  do  that  at  this 
session. 

DR.  MANIER:  I would  like  to  make  the  motion 


so  that  if  it  is  not  legal  it  can  be  presented  at 
the  next  meeting  where  we  can  get  somewhere 
with  it. 

THE  SPEAKER:  Do  you  all  understand  the  mo- 
tion? Are  you  ready  for  the  question? 

The  question  was  called  for. 

THE  SPEAKER:  All  in  favor  say  “aye”;  op- 
posed “no.”  It  is  so  ordered. 

I understand  now  that  the  Board  of  Trustees 
will  appoint  this  committee  to  study  the  question 
only  and  then  report  back  later.  Is  that  right? 

(In  compliance  with  this  motion  the  Board  of 
Trustees  appointed  a committee  to  study  these  sug- 
gestions and  report  to  the  Board.  Those  named  on 
the  committee  were  Drs.  J.  0.  Manier,  N.  S.  Shof- 
ner,  and  J.  M.  Lee.) 

PRESENTATION  OF  GAVEL  TO 
PRESIDENT  COPENHAVER 

Doctor  Copenhaver,  I don’t  know  of  any  Presi- 
dent of  the  Tennessee  State  Medical  Association 
that  deserves  this  gavel  more  than  you  do  for  the 
magnificent  work  that  you  have  done  during  the 
past  year.  (Applause.) 

THE  PRESIDENT  (Dr.  Kyle  Copenhaver):  I 
knew  you  all  would  applaud  when  I got  this  be- 
cause I am  on  my  way  out  and  you  know  I won’t 
be  back. 

DR.  J.  B.  STANFORD:  Mr.  Speaker,  I would 
like  to  move  that  this  House  of  Delegates  give  a 
rising  vote  of  thanks  to  Doctor  Shoulders  for  his 
many  years  of  valuable  service. 

The  motion  was  seconded  by  Dr.  Arthur  R.  Por- 
ter, Jr.,  and  carried  unanimously  by  a rising  vote. 
(Applause.) 

THE  SECRETARY:  Thank  you,  gentlemen. 

ADDRESS  OF  DR.  HERMAN  L.  KRETSCHMER, 
PRESIDENT  OF  THE  A.M.A. 

The  speaker  has  requested  that  I present  to  you 
the  next  speaker.  He  is  a distinguished  surgeon 
of  Chicago.  He  is  president  of  the  American  Med- 
ical Association.  I need  not  tell  this  group  that 
he  is  president  of  the  greatest  medical  organization 
in  the  world.  He  didn’t  come  to  that  position  by 
any  sudden  flight.  He  worked  in  the  trenches; 
he  worked  all  the  way  up. 

His  services  have  been  so  faithful  and  so  able 
that  about  four  years  ago  the  House  of  Delegates 
wanted  to  elect  him  president  and  would  have  done 
so,  but  a coronary  overtook  him;  he  was  in  bed, 
so  they  had  to  postpone  his  election  for  another 
year.  The  following  year  his  physician  forbade 
him  to  take  on  the  added  responsibility.  It  was 
postponed  another  year.  And  finally  the  third  time 
his  name  went  up,  without  dissenting  vote  he  was 
made  president-elect  of  the  American  Medical  As- 
sociation. 

I have  very  great  pleasure,  personal  and  official, 
in  presenting  to  you  Dr.  Herman  Kretschmer  of 
Chicago,  president  of  the  American  Medical  Asso- 
ciation. (Applause.) 
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Dr.  Herman  Kretschmer  presented  his  address. 

SOME  ACTIVITIES  OF  THE  AMERICAN  MED- 
ICAL ASSOCIATION 

Many  physicians  in  this  country  seem  to  think 
that  the  American  Medical  Association  can  do 
practically  anything  and  wonder  why  they  do  not 
do  everything.  During  the  past  two  years  I per- 
sonally, as  well  as  the  headquarters  office  of  the 
American  Medical  Association,  have  received  let- 
ters from  many  physicians  asking  why  the  Amer- 
ican Medical  Association  does  not  conduct  certain 
activities.  Let  us  consider  for  a moment  letters 
that  have  been  sent  by  men  in  the  armed  forces 
who  write  to  me  and  to  the  American  Medical  As- 
sociation requesting  that  the  Association  secure 
for  them  promotions  and  assignments  in  the  service 
to  their  liking.  Obviously,  the  American  Medical 
Association  cannot  comply  with  these  requests. 
Increase  in  rank  and  the  assignment  to  duty  rest 
with  the  Army  and  Navy.  It  cannot  be  other- 
wise. 

We  have  received  requests  that  the  American 
Medical  Association  intercede  on  behalf  of  the 
writer  toward  securing  his  discharge  from  the 
armed  forces.  It  is  impossible  for  the  American 
Medical  Association  to  do  this.  This  function  rests 
with  the  Army  and  the  Navy. 

There  seems  to  be  much  misunderstanding  on  the 
part  of  many  physicians  of  the  relationship  be- 
tween the  Procurement  and  Assignment  Service 
and  the  American  Medical  Association.  Many  seem 
to  think  that  the  Association  operates  the  Pro- 
curement and  Assignment  Service.  The  Procure- 
ment and  Assignment  Service  was  established  by 
a directive  of  the  President,  and  it  is  operated  as 
part  of  the  War  Manpower  Commission.  It  should 
be  perfectly  clear  that  the  American  Medical  As- 
sociation does  not  operate  the  Procurement  and 
Assignment  Service. 

What  the  American  Medical  Association  did  was 
to  furnish  the  Procurement  and  Assignment  Serv- 
ice a list  of  all  physicians  in  the  country,  their 
qualifications  and  special  training.  The  American 
Medical  Association  had  nothing  whatever  to  do 
with  determining  the  “essentiality”  of  any  physi- 
cian in.  his  community.  That,  too,  was  wholly  a 
function  of  the  Procurement  and  Assignment  Serv- 
ice. 

The  demobilization  of  medical  officers  must  rest 
with  the  Army  and  Navy  who  are  in  the  position 
of  knowing  what  men  are  needed  where,  and  for 
how  long.  There  are,  of  course,  some  instances  in 
which  medical  officers  have  not  received  assign- 
ments for  which  they  were  specially  qualified. 
However,  I hear  less  criticism,  for  example,  of 
urologists  doing  internal  medicine,  or  vice  versa, 
in  this  war  than  I heard  in  World  War  I. 

I have  been  approached  repeatedly  by  well- 
intentioned  and  well-meaning  members  who  think 
that  the  American  Medical  Association  should  in- 
troduce bills  into  Congress.  To  me  it  is  obvious 
that  the  American  Medical  Association  should  not 


attempt  to  introduce  or  foster  special  legislation 
into  Congress.  This  is  not  a function  of  the  Amer- 
ican Medical  Association  nor  is  it  desirable  that 
any  organization  introduce  special  privilege  legis- 
lation. 

What  Does  the  American  IVJedical  Association  Do 
for  You? 

In  1947  the  American  Medical  Association  will 
be  one  hundred  years  old.  During  this  time  its 
progress  has  been  great — progress  without  inter- 
ruption. It  has  achieved  great  recognition  so  that 
the  Association  has  the  confidence  not  only  of  the 
profession,  but  of  the  people.  Scarcely  a day  goes 
by  when  the  headquarters  office  is  not  called 
upon  by  various  government  agencies,  newspapers, 
magazines,  and  individuals  to  give  advice  on  med- 
ical problems.  This  is  a great  compliment  not 
only  to  the  Association,  but  to  you  who  are  the 
members  of  this  great  organization.  To  be  a mem- 
ber of  this  great  Association  means  a great  deal 
to  every  physician  in  this  country.  I think  the  fact 
that  a man  is  a member  of  the  Association  adds 
greatly  to  his  prestige. 

How  did  the  American  Medical  Association 
achieve  this  position  in  which  it  has  the  confidence 
of  the  public  and  the  physicians  of  this  country? 
It  didn’t  just  happen.  It  was  achieved  because  of  , 
the  sound  principles  upon  which  the  Association 
was  founded  and  upon  which  it  operates,  and  be- 
cause of  the  time  and  effort  given  to  the  Asso- 
ciation by  the  many  physicians  who  give  so  freely 
of  their  time  and  effort  to  its  work,  to  the  opera- 
tion of  the  various  bureaus  and  councils  and  to  the 
very  efficient  headquarters  staff.  The  great  diver- 
sity of  its  activities,  the  complexity  of  its  many 
problems,  the  difficulties  in  its  operations,  all  make 
one  wonder  that  it  operates  as  smoothly  and  effi- 
ciently as  it  does. 

One  of  the  reasons  the  Association  has  done  such 
a good  job  in  building  up  public  confidence  is  the 
fact  that  it  still  is  a great  democratic  institution. 
It  may  interest  you  to  know  that  the  American 
Bar  Association  sent  their  officers  to  attend  several 
sessions  of  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  to  see  how  the  House  of 
Delegates  conducted  their  sessions.  To  me  this 
was  a great  compliment  to  the  Association. 

The  membership  of  the  Association  now  has 
reached  an  all-time  high  of  over  125,000.  There 
seems  to  be  some  misunderstanding  among  some 
physicians  on  the  subject  of  membership  and  fel- 
lowship. Permit  me  to  quote  from  a recent  an- 
nouncement by  your  secretary  and  general  man- 
ager, Dr.  Olin  West: 

“Every  member  in  good  standing  in  the  con- 
stituent medical  association  of  the  state  in  which 
he  is  engaged  in  practice  whose  name  is  officially 
reported  to  the  secretary  of  the  American  Medical 
Association  for  enrollment  becomes  automatically  a 
member  of  the  American  Medical  Association  and 
is  not  called  on,  as  such,  to  pay  any  dues  or  to 
contribute  financially  to  the  Association. 
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“Members  of  the  American  Medical  Association 
who  graduated  at  recognized  medical  schools  are 
eligible  to  apply  for  fellowship. 

“To  qualify  as  a Fellow,  a member  in  good  stand- 
ing is  required  to  make  formal  application  for  fel- 
lowship, to  pay  fellowship  dues,  and  to  subscribe 
for  the  Journal.  Applications  must  be  approved 
by  the  Judicial  Council.  Fellowship  dues  and  sub- 
scription to  the  Journal  are  both  included  in  the 
one  annual  payment  of  eight  dollars,  which  is 
the  cost  of  the  Journal  to  subscribers  who  are  not 
Fellows. 

“Only  those  members  who  qualify  as  Fellows  are 
eligible  for  election  as  officers,  may  serve  as  mem- 
bers of  the  House  of  Delegates,  may  register  at  the 
annual  sessions  of  the  Association  or  may  par- 
ticipate in  the  work  of  its  scientific  sections. 

“Members  of  constituent  state  medical  associa- 
tions pay  dues  to  those  bodies,  but  as  members  they 
pay  nothing  to  the  American  Medical  Association. 
Fellows  pay  dues  and  subscription  to  the  Journal 
in  the  sum  of  eight  dollars  a year,  which  has  noth- 
ing to  do  with  county  or  state  dues. 

“According  to  an  amendment  to  the  by-laws  of 
the  American  Medical  Association,  no  physician 
may  be  officially  recorded  as  a member  of  the 
American  Medical  Association  except  on  the  basis 
of  membership  in  one  constituent  state  medical  as- 
sociation and  that  one  the  association  of  the  state 
in  which  the  physician  concerned  maintains  legal 
residence  and  engages  in  the  practice  of  medicine.” 

I am  sure  that  you  will  all  agree  with  me  that 
the  Journal  of  the  American  Medical  Association 
is  the  best  medical  journal  in  the  world.  Nowhere 
do  the  physicians  receive  so  much  reading  matter 
for  so  little  money.  Nowhere  will  you  find  a com- 
parable journal  that  has  such  a large  number  of 
and  high  type  of  scientific  articles.  No  journal 
covers  more  completely  the  entire  field  of  medical 
practice,  the  results  of  research,  and  new  tech- 
niques. As  an  example  of  the  alertness  of  the 
Journal  to  current  medical  problems,  may  I call 
your  attention  to  the  recent  articles  on  the  ques- 
tion of  whether  cancer  can  or  cannot  be  ascribed 
to  a single  injury— a problem  that  at  the  moment 
is  receiving  a great  deal  of  attention  and  one  that 
is  of  interest  to  every  practitioner,  teacher,  re- 
search worker,  and  specialist. 

Immediately  upon  our  entrance  into  the  war 
your  Board  of  Trustees  authorized  the  publication 
of  a new  Journal  to  deal  exclusively  with  the  prob- 
lems related  to  war  and  medicine.  I do  not  know 
of  another  journal  that  is  so  rich  in  information 
and  which  is  so  instructive  and  up  to  date  as  War 
Medicine.  It  keeps  the  men  in  our  armed  forces 
right  up  to  date  on  the  very  best  and  latest  tech- 
niques in  war  medicine  and  surgery.  It  is  needless 
for  me  to  tell  you  that  War  Medicine  has  received 
the  highest  praise  from  the  men  in  our  armed 
forces  all  over  the  globe. 

When  the  Association  decided  to  publish  a health 
magazine  for  lay  reading,  Hygeia  was  born,  and 
ever  since  it  has  assumed  an  important  role  in 


health  education.  Hygeia  is  the  best  health  pub- 
lication for  the  laity  to  be  found  anywhere  in  the 
world.  The  method  of  presentation  of  the  topics 
of  interest  to  the  public  is  excellent.  The  generous 
use  of  illustrations  and  the  simplicity  of  language 
have  resulted  in  producing  a journal  of  which  we 
may  be  justly  proud.  When  Hygeia  was  estab- 
lished, many  an  experienced  leader  warned  that 
it  might  bankrupt  the  Association;  last  year  it 
made  a profit  which  accrues  toward  improvement 
and  wider  dissemination. 

The  services  rendered  those  of  you  in  special 
fields  of  practice  by  the  publication  of  the  special 
journals  is  of  great  value.  They  are  a splendid 
group  of  periodicals  always  bringing  the  best 
and  latest  in  the  various  fields  of  practice.  Their 
continued  growth  in  circulation  would  seem  evi- 
dence of  appreciation  of  another  activity  of  the 
American  Medical  Association. 

I am  greatly  surprised  to  note  the  large  number 
of  physicians  in  this  country  who  are  not  familiar 
with  the  package  library  service  of  the  American 
Medical  Association,  now  imitated  and  duplicated 
by  many  lesser  organizations.  They  either  forgot 
or  did  not  think  or  were  not  familiar  with  the  fact 
that  your  Association  has  a lending  library  service 
where,  upon  request,  you  may  obtain  whatever 
articles  you  may  wish  to  read.  I,  personally,  have 
used  this  service  a great  many  times  and  have 
found  it  efficient  and  valuable.  It  is  difficult  to 
understand  why  so  many  physicians  are  not  fa- 
miliar with  it.  At  the  moment  it  is  somewhat  cur- 
tailed as  far  as  foreign  journals  are  concerned 
because  of  the  war.  During  the  past  year  the  li- 
brary lent  9,641  separate  issues  of  periodicals  and 
more  than  2,200  package  libraries  were  lent  to 
members  and  to  subscribers  of  the  various  pub- 
lications of  the  Association.  The  majority  of  the 
requests  came  from  Illinois,  New  York,  California, 
Indiana,  and  Pennsylvania.  One-half  of  these  re- 
quests came  from  physicians  and  students  in  the 
various  military  services  of  the  United  States. 

One  of  the  services  of  the  Association  established 
some  years  ago  to  help  the  man  in  general  prac- 
tice is  the  department  of  “Queries  and  Minor 
Notes.”  This  department  has  been  in  operation 
for  a great  many  years — has  been  widely  used  by 
the  man  in  general  practice,  and  the  fact  that  it 
increases  in  size  from  year  to  year  justifies  the 
assumption  that  the  service  is  rendering  a valua- 
ble aid  to  the  men  who  use  it.  From  a modest 
beginning  of  a few  inquiries  daily,  the  number  is 
now  many  thousands  annually.  I find  that  all 
important  questions  are  submitted  to  recognized 
authorities  and  that  more  than  five  hundred  dif- 
ferent physicians  participate  in  this  work. 

The  high  standard  by  which  the  American  Med- 
ical Association  is  held  by  the  public,  as  I men- 
tioned recently,  didn’t  just  happen,  but  is  the  result 
of  the  steady,  gradual  growth  of  a definitely 
planned  program.  How  do  these  things  come 
about?  Through  the  direction  and  execution  of 
the  various  councils  and  the  carrying  out  of  their 
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policies ! I could  not,  in  a short  time,  give  you  in 
great  detail  the  functions  of  the  various  councils 
who  have  done  a splendid  job  and  have  helped 
in  no  small  way  to  establish  this  high  standard — 
a role  in  which  we  as  members  of  the  Association 
must  take  great  pride. 

The  organization  section  of  your  Journal  con- 
tains useful  material  for  any  physician  practicing 
medicine  in  the  United  States.  The  section  re- 
views various  books  and  speeches  as  they  relate 
to  and  affect  the  practice  of  medicine.  The  in- 
troduction to  the  section  on  medical  economic  ab- 
stracts is  one  which  should  interest  each  and  every 
man  in  the  practice  of  medicine.  The  section  in 
the  Journal  in  which  are  published  foreign  letters 
from  correspondents  in  various  parts  of  the  world, 
while  brief,  are  interesting,  and  keep  us  informed 
of  medical  problems  and  medical  policies  and  prog- 
ress in  the  large  medical  centers  of  the  world. 
No  other  medical  journal  in  the  world  has  such 
a feature. 

The  Bureau  of  Investigation  reports  on  doubtful 
products  and  exposes  follies  and  quackeries.  The 
Council  on  Pharmacy  and  Chemistry  has  rendered 
one  of  the  best  pieces  of  work  for  both  the  public 
and  for  the  profession  that  has  been  accomplished 
by  any  single  agency.  This  council  has  now  en- 
tered the  forty-fourth  year  of  service.  It  consists 
of  outstanding  physicians  and  scientists  and  has 
done  more  for  rationalizing  the  study  of  scientific 
therapeutics  than  has  any  other  body  in  the  United 
States.  I have  been  familiar  with  its  work  for 
many  years.  Its  members  serve  without  remunera- 
tion, and  wholly  for  the  advancement  of  scientific 
medicine.  The  council  has  a very  interesting 
motto:  “Non  seki  sedi  medicinia,”  which  trans- 
lated means:  “Not  for  itself,  but  for  medicine.” 
The  reports  of  the  work  on  new  remedies  are  pub- 
lished from  time  to  time  in  the  Journal;  they  are 
most  instructive  and  should  be  read  and  followed 
by  every  member  of  the  medical  profession.  The 
council  has  continued  to  be  of  service  to  the  coun- 
try and  to  the  public,  and  has  maintained  relations 
with  other  organizations  such  as  the  Food  and 
Drug  Administration  and  research  institutions 
everywhere.  The  distribution  of  council-sponsored 
publications  reached  a new  peak  of  40,000  and  this 
represents  an  increase  of  over  one  thousand  over 
the  preceding  year.  The  council  is  interested  in 
initiating  and  sponsoring  research  and  the  num- 
ber of  grants  from  1911  has  risen  to  five  hun- 
dred fifteen.  The  council  has  been  criticized  at 
times  because  of  its  slow  deliberation  and  delay  in 
issuance  of  reports;  recently  the  procedure  has 
been  changed  to  speed  methods  so  conclusions  can 
be  reached  more  quickly. 

Before  the  Council  on  Physical  Medicine  was 
established  there  were  offered  for  sale  to  the  med- 
ical profession  many  nonmedical  agents  of  alleged 
therapeutic  value,  such  as  electrical  devices,  me- 
chanical devices,  and  various  kinds  of  lamps.  At 
this  time  there  was  gross  misrepresentation  on 


the  part  of  persons  offering  them  for  sale  and  there 
was  no  way  for  the  physicians  to  judge  the  merits 
of  the  apparatus  that  they  were  urged  to  buy.  The 
Council  on  Physical  Medicine  has  rendered  an  out- 
standing service  not  only  to  those  who  are  en- 
gaged in  this  special  type  of  therapy,  but  to  the 
various  specialists  and  to  men  in  general  practice 
who  use  the  various  types  of  apparatus  that  they 
may  need  in  their  daily  practice. 

With  the  widespread  interest  in  foods  and  nutri- 
tion the  work  of  your  Council  on  Foods  and  Nutri- 
tion has  assumed  a prominent  position.  The  council 
for  many  years  has  pioneered  in  this  field  for  the 
primary  protection  of  the  public  as  well  as  the 
profession  and  to  eliminate  extravagant  claims 
that  could  not  be  substantiated.  The  council  has 
called  attention  to  the  danger  of  the  loss  of  fat 
soluble  vitamins  through  the  indiscriminate  use 
of  liquid  petroleum  in  foods  or  as  a laxative.  The 
council  showed  the  value  of  enriched  white  flour 
to  the  diet.  The  vitamin  content  of  sixty  cereal 
products  now  on  the  market  was  analyzed  and  a 
preliminary  report  was  made  showing  these  com- 
parative values.  These  are  but  a few  outstanding 
recent  activities. 

This  council  is  one  that  is  most  instructive  and 
its  reports  and  deliberations  are  valuable  to  the 
man  in  general  practice.  Every  physician  should 
be  fully  informed  as  to  its  activities  so  that  he 
may  be  guided  in  his  advice  to  the  patient. 

With  the  speed-up  in  war  production,  industrial 
accidents  and  their  problems  assume  an  important 
role.  Here  again  your  American  Medical  Associa- 
tion has  played  an  important  part  by  anticipating 
that  there  would  be  problems  in  industrial  health. 
The  Council  on  Industrial  Health  was  established. 
Their  activities  were  very  widespread  long  before 
the  present-day  problems  loomed  upon  the  horizon. 
In  other  words,  your  American  Medical  Association 
was  one  step  ahead  of  the  parade.  Interest  and 
experience  in  industrial  health  is  developing  at  a 
rapid  pace  and  the  council — through  its  education 
and  field  services — is  attempting  to  keep  the  pro- 
fession well  informed  in  this  special  field  of  prac- 
tice. This  council,  in  keeping  with  the  Bureau  of 
Health  Education,  has  considered  practical  meas- 
ures for  teaching  personal  hygiene  to  the  workers. 
The  use  of  Hygeia  for  this  purpose  has  been  recom- 
mended.  The  fundamental  basis  for  all  medicine 
in  industry  is  the  physical  examination  and  the 
council  has  outlined  for  this  procedure  some  rec- 
ommendations regarding  women,  eyes,  the  cardio- 
vascular system,  the  various  types  of  hernia,  etc. 

The  council  has  repeatedly  called  attention  to 
the  fact  that  local  medical  societies  must  recognize 
this  trend  and  must  provide  effective  machinery 
to  cope  with  these  problems. 

The  Bureau  of  Health  Education  has  done  an 
outstanding  piece  of  work  in  the  field  of  public 
health  education  and  has  gone  a long  way  toward 
creating  good  will  between  the  patient,  his  physi- 
cian, and  the  American  Medical  Association.  The 
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work  of  this  bureau  is  staggering.  I am  always 
impressed  by  the  fact  that  the  work  of  the  bureau 
can  be  accomplished  as  efficiently  and  as  thor- 
oughly as  it  is  in  these  days  with  an  ever-increas- 
ing demand  for  its  services  and  with  a sharp 
reduction  in  personnel.  The  radio  program  spon- 
sored by  the  Association,  under  the  title  “Doctors 
at  War,”  is  under  the  direction  of  the  bureau.  At 
the  end  of  June,  1943,  this  program  terminated  the 
eighth  consecutive  year  of  coast-to-coast  network 
dramatization  programs.  Much  of  the  work  has 
been  done  by  Dr.  W.  W.  Bauer.  The  radio  net- 
work furnishes  the  radio  time  gratis.  The  bureau 
has  electrically  transcribed  programs  for  local  use 
which  any  state  or  county  medical  society  can 
use  for  the  asking.  May  I also  call  your  attention 
to  the  fact  that  the  bureau  cooperated  with  and 
furnished  information  to  twenty-five  governmental 
agencies  in  1944.  The  benefits  of  their  activities 
must  be  perfectly  obvious  to  each  one  of  you. 

The  work  of  the  Bureau  of  Legal  Medical  Legis- 
lation is  far-reaching  and  the  result  of  their  ac- 
tivities is  well  projected  in  the  Journal  so  that 
each  member  who  is  interested  may  keep  himself 
informed.  As  an  example,  a synthetic  coal-tar 
product  has  recently  appeared  on  the  market  of  the 
United  States  under  the  trade  name  of  Demerol. 
Because  of  its  habit-forming  characteristics,  the 
bureau  has  brought  action  to  bear  to  put  it  under 
state  and  federal  control.  The  recent  discussion 
of  this  in  the  Journal  was  both  interesting  and 
illuminating.  The  bureau  keeps  us  informed  on 
many  medicolegal  problems.  A series  of  lectures 
on  jurisprudence  has  recently  been  established  in 
various  sections  of  the  country. 

In  these  days  of  changes  in  federal  legislation 
this  bureau  has  kept  you  well  informed  of  what 
is  transpiring  and  such  items  as  the  appointment 
of  women  physicians  in  the  medical  corps  of  the 
Army  and  Navy,  the  pharmacy  corps  in  the  Army, 
have  been  reported  and  passed  on  to  you  for  your 
information.  The  interest  in  this  bureau  in  the 
appropriations  and  legislation  pertaining  to  the 
states,  to  private  pediatric  and  obstetric  care  have 
received  the  consideration  of  this  bureau  and  have 
been  called  to  your  attention  in  the  Journal.  This 
bureau  has  been  interested  in  the  proposals  pend- 
ing in  Congress  contemplating  the  construction  of 
additional  hospital  facilities  for  veterans  of  World 
War  II.  They  have  been  interested  in  the  laws 
providing  for  the  rehabilitation  of  veterans.  All 
the  deliberations  of  this  council  are  published  from 
time  to  time  in  the  Journal  and  are  available  to 
each  and  every  one  of  you. 

You  are  all  familiar  with  the  fact  that  for  two 
days  preceding  the  official  opening  of  its  annual 
session,  the  Association  sponsors  general  medical 
meetings  which  are  true  postgraduate  seminars. 
These  sessions  are  always  crowded,  fulfill  a need, 
and  have  aroused  great  interest.  The  program  at 
these  meetings  has  covered  a very  wide  variety 
of  topics.  Last  year  most  discussion  concerned 


war  problems,  since  the  annual  session  was  dedi- 
cated to  the  war  effort.  Attendance  at  this  two- 
day  session  alone  is  reaching  new  records.  Those 
of  you  who  did  attend  and  those  who  may  attend 
future  sessions  will  be  rewarded  with  information 
timely  and  valuable  in  your  practice. 

I would  like  to  call  attention  particularly  to 
the  scientific  exhibits,  unsurpassed  anywhere  in 
the  world.  Any  one  of  you  who  has  gone  through 
the  scientific  exhibits  must  be  impressed  by  their 
high  quality,  splendid  method  of  presentation,  and 
by  the  endless  hours  put  in  by  the  men  who  re- 
main in  the  booths  to  demonstrate  their  exhibits 
and  by  the  uniformity  of  presentation.  Nowhere 
in  the  world  can  you  find  a similar  scientific  ex- 
hibit that  covers  such  a wide  field  of  medical 
progress,  and  one  that  is  presented  in  such  an 
instructive  manner.  In  my  opinion,  the  exhibits 
constitute  the  perfect  postgraduate  course  for  the 
general  practitioner.  This  does  not  just  happen. 
It  is  not  like  Topsy  that  just  grew.  These  ex- 
hibits are  the  result  of  careful  planning,  and 
much  thought  and  study  is  given  to  the  exhibits 
each  year  by  your  Council  on  Scientific  Assembly, 
by  the  Board  of  Trustees,  and  by  the  director, 
Dr.  Thomas  Hull. 

May  I now  call  your  attention  to  two  of  the 
latest  activities  of  the  Association  that  were  es- 
tablished for  our  colleagues  in  the  armed  forces 
and  to  aid  them  when  demobilized. 

It  became  evident  to  those  interested  in  medical 
education  that  a comprehensive  program  in  grad- 
uate medical  education  must  be  established  for 
the  returning  medical  officers. 

Under  the  joint  auspices  of  the  American  Med- 
ical Association,  the  American  College  of  Sur- 
geons, and  the  American  College  of  Physicians,  a 
Committee  on  Postwar  Graduate  Education  was 
established.  This  committee,  working  with  Lieu- 
tenant Colonel  Harold  C.  Lueth  and  with  Dr.  Vic- 
tor Johnson  of  the  Council  on  Medical  Education 
and  Hospitals  of  the  American  Medical  Associa- 
tion, sent  questionnaires  to  all  physicians  in  the 
armed  forces. 

The  study  of  these  returned  questionnaires  is 
extremely  interesting  and  has  been  published  from 
time  to  time  in  the  Journal  of  the  American  Med- 
ical Association. 

The  replies  fall  into  three  groups:  those  who 
wish  to  return  to  practice  without  any  postgrad- 
uate work;  those  who  requested  short  brush-up 
courses;  and  those,  chiefly  the  recent  graduates, 
who  indicated  that  they  wanted  the  longer  courses 
of  study  and  a residency. 

This  committee  with  the  splendid  cooperation 
of  Dr.  Victor  Johnson  set  about  to  study  the  pres- 
ent available  facilities  and  to  determine  how  much 
they  can  be  expanded  and  are  studying  the  possi- 
bility of  establishing  new  facilities — always  bear- 
ing in  mind  that  there  must  be  no  lowering  of 
standards. 

The  second  new  activity  has  been  the  establish- 
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ment  of  an  Office  of  Information  in  the  head- 
quarters office.  This  new  office  is  to  make  avail- 
able to  the  returning  medical  veteran  information 
as  to  location,  etc.  The  object  is  not  only  to  aid 
the  medical  man  who  may  wish  to  change  his  loca- 
tion, but  also  to  guide  those  who  have  not  yet 
established  a practice.  Here  they  may  obtain  in- 
formation on  the  laws  of  licensure,  the  hospital 
facilities,  the  population,  the  churches,  the  schools, 
the  public  health  administration,  etc.  The  plan  is 
to  work  with  and  through  the  state  medical  asso- 
ciations. Already  much  interest  has  been  evidenced 
in  this  new  department. 

I feel  that  these  two  recent  activities  of  the 
association  will  be  of  great  value  to  the  demobilized 
medical  officers  and  again  are  the  result  of  care- 
ful planning  by  the  Association.  (Applause.) 

THE  SPEAKER:  The  next  matter  is  considera- 
tion of  the  next  meeting. 

DR.  H.  B.  EVERETT:  Wasn’t  that  taken  care 
of  last  year  at  Nashville?  I am  not  a hundred 
per  cent  sure,  but  it  is  my  recollection. 

THE  SPEAKER:  Make  a motion  that  whether 
we  have  a meeting  or  not  be  left  to  the  Board  of 
Trustees. 

DR.  H.  B.  EVERETT:  I will  make  a motion  to 
that  effect. 

The  motion  was  seconded  by  Dr.  W.  B.  Burns 
and  carried. 


THE  SPEAKER:  Is  there  anything  else  to  come 
before  the  meeting? 

DR.  W.  L.  WILLIAMSON:  Mr.  Speaker,  the 
Postgraduate  Committee  has  just  had  a meeting 
and  all  members  were  present  except  Doctors 
Hyman  and  McGehee.  It  was  a very  enthusiastic 
meeting.  We  passed  a motion  that  I would  like 
to  get  before  the  House. 

A motion  was  passed  by  the  Postgraduate  Com- 
mittee in  session  at  luncheon  today  that  the  House 
of  Delegates  be  requested  to  authorize  a continua- 
tion of  the  courses  in  postgraduate  study.  The 
committee  asks  for  authority  to  select  the  course 
which  the  questionnaires  sent  out  to  the  physicians 
would  indicate,  this  on  condition  that  the  other 
contributing  agencies  continue  with  their  generous 
support. 

The  committee  wishes  to  advise  that  the  ques- 
tionnaires thus  far  indicate  the  preference  of  the 
profession  to  be  for  a program  in  psychiatry  and 
neurology. 

Mr.  Chairman,  I move  that  the  House  of  Dele- 
gates grant  this  committee  this  authority. 

THE  SPEAKER:  Is  there  discussion? 

The  motion  was  regularly  seconded  and  carried. 

THE  SPEAKER:  Is  there  any  further  business? 
If  not,  we  stand  adjourned. 

The  House  of  Delegates  adjourned  at  4:00  P.M. 
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EDITORIAL 


Whose  Journal  Is  This? 

This  question  is  frequently  asked  on  the 
numerous  questionnaires  that  come  to  vex 
Mr.  You-an’-Me,  both  in  prewar  days  and 
for  the  duration.  It  is  too  much  to  hope 
that  questionnaires  will  be  barred  by  a 
treaty  of  world  peace. 

The  answer  to  the  question  is  printed 
on  the  front  cover  of  every  issue.  Here 
we  are  told  that  it  is  “owned,  published,  and 
controlled  by  the  Tennessee  State  Medical 
Association.  Issued  monthly  under  the  di- 
rection of  the  trustees.” 

Furthermore,  at  the  beginning  of  the 
scientific  section  and  in  the  editorial  mast- 
head we  are  told  that  the  Journal  is  “de- 
voted to  the  interests  of  the  medical  pro- 
fession of  Tennessee.” 

Admitting  that  these  statements  are  cor- 
rect, the  questioner  may  ask,  What  is  the 
Tennessee  State  Medical  Association  and 
why  ? 

Our  Constitution  states : 

“The  purpose  of  this  Association  shall 
be  to  federate  and  bring  into  one  compact 
organization  the  entire  medical  profession 
of  the  State  of  Tennessee  and  to  unite  with 
similar  associations  in  other  states  to  form 
the  American  Medical  Association,  with  a 
view  to  the  extension  of  medical  knowledge, 


and  to  the  advancement  of  medical  science, 
to  the  elevation  of  the  standard  of  medical 
education,  and  to  the  enactment  and  en- 
forcement of  just  medical  laws,  to  the  pro- 
motion of  friendly  intercourse  among  phy- 
sicians and  to  the  guarding  and  fostering 
of  their  material  interests,  and  to  the  en- 
lightenment and  direction  of  public  opinion 
in  regard  to  the  great  problems  of  state 
medicine  so  that  the  profession  shall  be- 
come more  capable  and  honorable  within 
itself  and  more  useful  to  the  public  in  the 
prevention  and  cure  of  disease  and  in  pro- 
longing and  adding  comfort  to  life.” 

From  the  above  it  appears  that  this 
Journal  is  yours,  Doctor.  It  means  that 
every  practitioner  of  medicine  who  belongs 
to  the  Association  is  an  owner  of  the  JOUR- 
NAL. It  means  that  your  JOURNAL  will 
prosper  or  perish  as  you  do  or  neglect  your 
part  in  carrying  out  the  purposes  of  your 
organization.  It  means  that  every  one  of 
you  should  make  contribution  to  advance 
the  purposes  of  the  Association,  if  it  is  to 
be  a vital  force  in  your  chosen  profession. 

In  the  past  we  have  followed  the  policy 
of  letting  the  other  man  do  what  we  should 
do  ourselves.  We  have  assumed  that  “un- 
der the  direction  of  the  Trustees”  meant 
we  had  no  part  to  play.  The  Trustees  are 
anxious  to  do  everything  possible  to  make 
a better  JOURNAL.  The  Trustees  welcome 
suggestions  from  every  member  of  the  or- 
ganization. They  invite  criticism  and  ap- 
peal to  every  member  of  every  component 
society  to  add  his  efforts  to  carry  out  the 
purposes  of  the  Association. 

If  you  have  a suggestion  for  bettering 
any  procedure  of  the  Association,  let  us 
have  it. 

If  you  have  a thought  you  can  crystallize 
into  an  editorial,  let  us  have  it. 

If  the  organization  is  doing  wrong  in 
any  respect  (and  no  claim  of  infallibility 
is  made  by  anyone),  tell  us.  You  may  be 
right,  but  we  will  never  know  it  if  you  keep 
quiet. 

Get  the  feeling  that  this  organization 
is  YOURS.  Remember  that  this  JOURNAL 
is  yours.  You  are  neglecting  your  duty  and 
your  obligation  to  your  profession  and  to 
humanity  by  being  only  “Doctor  In  Be- 
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tween”  and  when  you  should  “accentuate 
the  positive  and  eliminate  the  negative.” 


The  Wagner-Murray-Dingell  Bill 
S.  1050  of  1945 

We  have  learned  from  the  daily  press  and 
from  medical  sources  that  this  bill  has  been 
reintroduced  in  the  present  session  of  Con- 
gress. 

The  Bureau  of  Legal  Medicine  and  Legis- 
lation of  the  American  Medical  Association 
has  made  an  extensive  analysis  of  a portion 
of  this  bill  and  other  portions  will  be  con- 
sidered in  later  issues  of  the  Journal  of  the 
American  Medical  Association. 

From  the  opening  paragraph  of  this 
analysis  we  quote : 

“The  Wagner-Murray-Dingell  bill  differs 
in  many  respects  from  the  previous  one. 
For  one  thing,  it  contains  ninety-five  more 
pages.  Briefly  and  in  broad  outline,  here  is 
what  the  bill  contains : It  adds  a new  title 

to  the  Social  Security  Act  for  grants  and 
loans  for  hospitals  and  health  center  con- 
struction. This  title  corresponds  closely 
with  the  provisions  of  the  Hill-Burton  hos- 
pital construction  bill,  with  significant  ex- 
ceptions. It  provides  for  grants  and  serv- 
ices to  develop  more  effective  measures  for 
the  prevention,  treatment,  and  control  of 
venereal  diseases  and  tuberculosis  and  to 
extend  and  improve  public  health  work.  It 
proposes  grants  to  states  for  maternal  and 
child  health  services,  for  services  for  crip- 
pled children  and  for  child  welfare  services. 
It  would  make  available  grants  to  states  for 
public  assistance  to  needy  individuals,  in- 
cluding medical  care  for  such  individuals. 
Section  9 proposes  to  amend  title  II  of  the 
Social  Security  Act  to  provide  a national 
social  insurance  system.  The  amended  title 
would  provide  for  (a)  prepaid  personal 
health  service,  (b)  a national  system  of  un- 
employment and  temporary  disability  in- 
surance (including  cash  benefits  for  dis- 
ability from  sickness  which  causes  unem- 
ployment), (c)  retirement,  survivor  and 
extended  disability  benefits,  (d)  a national 
social  insurance  trust  fund,  (e)  credit  for 
military  service,  (f)  extended  coverage  to 
include  an  estimated  additional  15,000,000 
persons,  (g)  contributions  or  taxes  by  em- 


ployers, employees,  and  the  self-employed, 
and  (h)  certain  general  provisions  to  apply 
to  the  operation  of  the  title.” 

In  a Journal  of  this  size  we  cannot  be- 
gin to  give  a full  discussion  of  this  bill. 
There  are  three  things  that  we  can  do. 
First,  we  urge  every  member  of  the  Asso- 
ciation to  follow  the  analyses  of  this  bill  as 
they  appear  in  the  Journal  of  the  American 
Medical  Association. 

Second,  every  doctor  in  Tennessee  should 
write  for  a copy  of  this  bill  so  that  he  can 
study  it  for  himself  and  use  his  influence 
with  his  patients. 

Third,  each  one  of  us  should  write  the 
senators  from  Tennessee  and  the  congress- 
men from  our  districts  expressing  in  no  un- 
certain terms  our  opposition  to  this  meas- 
ure. 


This  issue  of  the  Journal  carries  the 
stenographic  report  of  the  meeting  of  the 
House  of  Delegates  of  the  Tennessee  State 
Medical  Association  held  April  8,  1945. 

The  address  of  President  Kyle  C.  Cop- 
enhaver,  part  of  these  minutes,  was  pub- 
lished in  the  May  issue  of  the  Journal,  as 
is  the  custom. 

In  this  June  issue  of  the  Journal  are  two 
other  important  addresses  which  were  de- 
livered to  the  House  of  Delegates — one  by 
Dr.  Herman  L.  Kretschmer,  Chicago,  presi- 
dent of  the  American  Medical  Association, 
and  the  other  by  Dr.  Robert  E.  S.  Young, 
of  Columbus,  Ohio. 

These  minutes  are  published  to  be  read. 
We  want  to  urge  each  member  of  the  asso- 
ciation to  read  these  minutes  so  that 
everyone  may  be  better  informed  as  to 
what  disposition  the  House  of  Delegates 
made  of  a number  of  very  important  ques- 
tions. 

If  there  are  criticisms  (and  some  have 
come  to  our  attention),  your  delegates  can 
be  instructed  to  correct  whatever  is  wrong 
at  future  meetings  of  the  House. 

If  the  policies,  as  outlined  in  these  min- 
utes, do  not  meet  with  your  approval,  now 
is  the  time  to  inform  yourselves  and  have 
your  delegates  change  these  policies  at  the 
next  session  of  the  House.  None  of  these 
criticisms,  or  change  of  policies,  can  be  ef- 
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fective  unless  you  know  what  your  dele- 
gates did. 

The  minutes  are  published  in  full  so  that 
every  word  said  by  every  person  present  is 
recorded. 


DEATHS 


Frank  W.  Watson,  M.D. 

Frank  W.  Watson,  M.D.,  Union  City; 
Missouri  Medical  College,  St.  Louis,  1885 ; 
aged  81 : died  January  2,  1945,  of  pneu- 
monia. 


Charles  Bailey  Bell,  M.D. 
Charles  Bailey  Bell,  M.D.,  Nashville; 
University  of  Nashville,  Medical  Depart- 
ment, 1897;  aged  75;  died  February  6, 
1945. 


Augustus  A.  Bradley,  M.D. 
Augustus  A.  Bradley,  M.D.,  Cookeville; 
University  of  Tennessee,  Medical  Depart- 
ment, Nashville,  1901;  aged  78;  died  Feb- 
ruary 15,  1945. 


George  Dorsey  Boone,  M.D. 
George  Dorsey  Boone,  M.D.,  Erin ; Uni- 
versity of  Nashville,  Medical  Department, 
1899 ; aged  73 ; died  March  6,  1945. 


Dr.  Clare  Fred  Nesbitt  Schram,  M.D. 

Dr.  Clare  Fred  Nesbitt  Schram,  Kings- 
port ; Columbia  University  College  of  Phy- 
sicians and  Surgeons,  New  York,  1916; 
aged  61 ; died  May  22,  1945. 


Thomas  F.  Taylor,  M.D. 

Thomas  F.  Taylor,  M.D.,  Dresden;  Uni- 
versity of  Tennessee,  College  of  Medicine, 
1898;  aged  75;  died  April,  1945. 


RESOLUTIONS 


Dr.  Charles  C.  Stockard 
Whereas,  Lawrence  County  and  the  en- 
tire section  of  Middle  Tennessee  has  lost 
one  of  its  most  beloved  characters. 


Whereas,  a capable,  efficient,  jovial,  and 
lovable  man  has  passed  from  our  midst. 
One  who  served  us  with  all  the  consistency, 
love,  and  faith  in  humanity  is  gone. 

Therefore,  we  wish  to  express  to  the  im- 
mediate family  and  to  all  those  he  served  so 
generously  and  honorably  our  regrets  at  his 
passing  away. 

We  feel  a distinct  loss  at  the  death  of  this 
good  man.  Every  member  of  the  Five 
Counties  Medical  Association,  which  he  was 
instrumental  in  organizing,  joins  in  this 
expression  of  sympathy. 

We  ask  that  a copy  of  this  resolution  be 
printed  in  the  local  newspaper,  as  well  as  in 
other  newspapers  in  counties  where  he 
served  so  faithfully.  Also,  that  a copy  be 
sent  to  his  family  and  friends. 

Five  Counties  Medical  Society. 

By:  Dr.  J.  W.  Danley 
Dr.  Leo  C.  Harris 


NEWS  NOTES  AND  COMMENTS 


The  following  letter  from  the  Blount 
County  Medical  Society  is  published  at  their 
request : 

May  7,  1945. 

Board  of  Trustees 
Tennessee  State  Medical  Society 
Nashville,  Tennessee 
Gentlemen : 

The  recent  resignation  of  Dr.  H.  H. 
Shoulders  as  Secretary-Editor,  which  he 
tendered  at  the  meeting  of  the  House  of 
Delegates  in  Nashville  on  April  8,  and  the 
subsequent  explanation  which  was  made  for 
this  action  brings  out  into  the  open  a situ- 
ation which  has  existed  too  long  and  one 
which  calls  for  some  changes.  The  well 
known  private  caucuses  which  take  place 
before  the  official  meetings  and  the  fixing 
of  the  elections  is  undemocratic  in  every 
sense  and  confines  the  control  of  the  Asso- 
ciation to  a relatively  few  members  and 
makes  the  official  meeting  of  the  Delegates 
an  unnecessary  form  of  mockery.  In  a 
group  so  small  as  the  House  of  Delegates, 
it  should  by  no  means  prove  too  cumber- 
some to  permit  nominations  at  the  official 
meeting  from  the  floor  and  thus  allow  each 
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delegate  some  voice  in  the  selections,  rather 
than  to  have  all  elections  placed  in  the 
hands  of  selected  nominating  committees 
whose  nominations  invariably  follow  pre- 
arranged agreements  among  some  of  the 
urban  groups.  This  communication  is  an 
official  protest  against  the  methods  fol- 
lowed and  it  is  requested  that  this  letter  be 
published  in  the  Journal,  so  that  the  mem- 
bers of  the  component  Medical  Societies 
throughout  the  state  may  read  it  and  ex- 
press their  views  in  like  manner.  A copy 
is  being  sent  to  each  Medical  Society  in  the 
state  so  that  they  may  know  of  this  letter 
and  of  the  request  that  it  be  published. 

Respectfully, 

Blount  County  Medical  Society 

B.  M.  Kittrell,  M.D., 

President 

W.  N.  Dawson,  M.D., 

Secretary. 


American  Medical  Association  House 
of  Delegates  Meeting  Canceled 
We  have  been  notified  by  wire  that  the 
War  Committee  on  Conventions  of  the  Of- 
fice of  Defense  Transportation  in  Washing- 
ton has  denied  permission  for  the  meeting 
of  the  House  of  Delegates  of  the  American 
Medical  Association  in  July. 

An  attempt  will  be  made  to  secure  per- 
mission for  a meeting  of  the  House  at  a 
later  date. 


WOMAN'S  AUXILIARY 


Seventeenth  Annual  Board  Meeting, 
Woman’s  Auxiliary,  Tennessee 
Medical  Association 
The  Executive  Board  of  the  Woman’s 
Auxiliary  to  the  Tennessee  Medical  Asso- 
ciation met  at  the  Andrew  Jackson  Hotel  in 
Nashville,  Saturday,  April  7.  There  was  a 
preconvention  board  meeting  at  10:30  A.M., 
presided  over  by  Mrs.  Jesse  C.  Hill  of  Knox- 
ville, president. 

At  1 :00  P.M.  luncheon  was  served,  fol- 
lowed by  the  general  session,  which  was  at- 
tended by  board  members  and  delegates  and 
was  open  to  any  visitors  who  cared  to  at- 
tend. 


Program 

Invocation  Mrs.  Oscar  Nelson 

Vocal  Solo  Mrs.  Fowler  Hollabaugh 

Address  of  Welcome  Mrs.  Lynch  Bennett 
Response  Mrs.  Arthur  Porter,  Jr. 

Presentation  of  President-Elect 

Mrs.  George  Holcomb 
Presentation  of  General  of  Arrangements 

Mrs.  James  Hayes 
Roll  Call  Mrs.  Jewell  Dorris,  Secretary 
Report  of  Chairman  of  Registration 

Mrs.  Carl  Crutchfield 
Courtesy  Resolutions  Mrs.  L.  M.  Graves 
Report  of  Woman’s  Auxiliary,  American 
Medical  Association 

Mrs.  H.  E.  Christenberry 
Report  of  State  Officers 
Report  of  County  Presidents 
Report  of  Chairmen  of  Standing  Commit- 
tees 

Report  of  State  President 
Unfinished  Business 
New  Business 

Report  of  Nominating  Committee 
Election  of  Officers 

Installation  of  Officers  Mrs.  W.  W.  Potter 
Inaugural  Address  Mrs.  Geo.  W.  Holcomb 
Minutes  Mrs.  Jewell  Dorris 

The  following  officers  were  installed : 
President  Mrs.  Geo.  W.  Holcomb 

President-Elect  Mrs.  W.  0.  Baird 

First  Vice-President 

Mrs.  Fowler  Hollabaugh 
Second  Vice-President 

Mrs.  Robert  Patterson 
Third  Vice-President  Mrs.  Ernest  G.  Kelly 


Treasurer  Mrs.  James  Hayes 

Recording  Secretary  Mrs.  Joel  C.  Morris 
Historian  Mrs.  Harold  B.  Boyd 

Chairmen 

Hygeia  Mrs.  Roland  H.  Myers 

Research  Mrs.  L.  M.  Graves 

Bulletin  Mrs.  W.  D.  Burkhalter 

Program  Mrs.  J.  C.  Overall 

Press  and  Publicity  Mrs.  Murray  Brown 
Legislation  Mrs.  Jas.  L.  Fuqua 

Archives  Mrs.  P.  G.  Morrissey 

Finance  Mrs.  Oscar  G.  Nelson 

Public  Relations  Mrs.  Carl  R.  Martin 

Revisions  Mrs.  Eugene  Haun 

War  Service  Mrs.  H.  E.  Christenberry 
Exhibits  Mrs.  Henry  Callaway 
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Corresponding  Secretary 

Mrs.  Carl  Crutchfield 
Parliamentarian  Mrs.  Rogers  Herbert 
Directors 
Mrs.  C.  H.  Glover 
Mrs.  T.  G.  Pollard 
Mrs.  Jesse  Hill 
Mrs.  W.  A.  Ruch 
Mrs.  J.  D.  Lester 
Mrs.  G.  D.  Lequire 

After  Mrs.  Hill  had  adjourned  her  meet- 
ing, Mrs.  George  Holcomb  of  Nashville, 
newly-elected  president,  called  the  postcon- 
vention board  meeting. 


NEWS  FROM  AND  ABOUT 
TENNESSEE  PHYSICIANS  IN 
THE  MILITARY  SERVICE 


Lieutenant  Commander  Herschel  Penn, 
Medical  Corps,  is  now  stationed  at  the  U.  S. 
Naval  Hospital,  New  Oi’leans,  Louisiana. 


First  Lieutenant  Lyman  A.  Kasselberg 
has  been  transferred  from  Station  Hospi- 
tal, Camp  Sibert,  Alabama,  to  Thayer  Gen- 
eral Hospital,  Nashville. 


ASF  Regional  Hospital 
Fort  Jackson,  South  Carolina 
Dr.  Herbert  Acuff,  President 
Knox  County  Medical  Society 
Medical  Arts  Building 
Knoxville,  Tennessee 
Dear  Dr.  Acuff : 

It  is  good  to  know  that  the  doctors  back 
home  are  interested  in  what  those  in  the 
service  are  doing. 

As  you  know,  I have  been  stationed  at 
Fort  Jackson  for  four  years,  now,  as  Chief 
of  the  Orthopedic  Section  of  this  2,400  bed 
hospital.  Our  primary  mission  is  the  care 
and  proper  disposition  of  soldiers  who  are 
in  training  at  this  post.  The  number  of 
men  on  the  post  varies  from  time  to  time 
but  is  usually  somewhere  between  50,000- 
75,000.  Some  six  months  ago  we  were 
made  a regional  hospital  and  this  designa- 
tion requires  us  to  care  for  the  long  drawn 
out  cases  from  the  smaller  posts  in  our  vi- 
cinity. We  anticipate  that  we  shall  receive 
casualties  from  overseas  very  shortly. 

Most  of  the  orthopedic  work  is  made  up 


of  the  traumatic  cases  and  we  have  received 
quite  an  education  in  the  handling  of  these 
cases  among  soldiers.  The  work  could  be 
compared  with  an  industrial  practice, 
where  disability,  evaluation,  and  opinion 
regarding  what  a man  can  do  and  cannot  do 
are  so  important.  It  has  been  amazing  to 
me  to  see  so  many  cases  sincerely  thought 
by  the  referring  doctor  to  be  an  orthopedic 
problem,  when  actually  he  represents  a hys- 
terical manifestation.  All  types  of  bizarre 
limps,  bent  backs,  and  paralyses  have  been 
simulated.-  I have  been  fortunate  enough 
to  secure  moving  pictures  on  many  of  these 
patients  and  hope  to  have  the  opportunity 
of  showing  it  to  the  Medical  Society  some 
time  in  the  future.  The  rest  of  our  work  is 
made  up  of  training  of  personnel  for  vari- 
ous hospital  units  that  are  being  activated 
or  trained  at  this  station.  We  familiarize 
them  with  the  Army’s  policy  regarding  the 
care  of  patients  and  with  the  necessary  pa- 
per work  that  goes  with  it. 

Several  men  from  Knoxville  or  vicinity 
have  been  stationed  at  Jackson  at  one  time 
or  another.  Major  Frank  Milligan  is  here 
at  present  and  in  the  past  John  Kennedy, 
Clifton  Irwin,  H.  E.  Christenberry,  Avery 
Leeper,  and  young  Dr.  Patterson  have  been 
here  at  one  time  or  another. 

With  best  personal  regards  to  all  mem- 
bers of  the  Society,  I remain 
Sincerely  yours, 

Leon  J.  Willien, 
Lieutenant  Colonel,  Medical  Corps. 

Reprinted  from  the  Knox  County  Medical  Society 
Bulletin  for  May  8,  1945. 


Care  Postmaster, 

New  York,  New  York. 
Knox  County  Medical  Society 
care  Dr.  Ralph  Monger,  Secretary 
Medical  Arts  Building 
Knoxville,  Tennessee 
Dear  Doctors : 

I appreciate  the  opportunity  extended 
through  a letter  from  your  president,  Dr. 
Acuff,  of  writing  a collective  letter  to  the 
members  of  the  Medical  Society,  so  many 
of  whom  I have  intended  to  write  personal- 
ly, but  which  intention  has  been  pushed 
into  the  copy  book  limbo  for  such  either  by 
press  of  duties  or  sheer  ennui  from  all  the 
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other  writing  I am  compelled  to  do  by  the 
usual  red  tape  of  the  Army  system. 

When  I left  Knoxville  in  early  1941  to 
serve  that  one  year  in  the  Army,  I certainly 
had  no  idea  of  being  awray  four  years,  which 
is  close  to  completion  at  present  with  no  im- 
mediate prospects  of  an  early  return  de- 
spite the  rapid  progress  of  the  war.  The 
history  of  the  hospital  which  I have  had  the 
privilege  of  originating,  training,  and  com- 
manding has  been  well  covered  by  the 
Knoxville  newspapers,  thanks  to  excellent 
coverage  by  Army  Public  Relations  Office. 
Since  publication  of  these  reports  we  moved 
from  Southern  Italy  to  Northern  Italy  in 
time  to  get  in  on  the  final  push  in  this 
theatre,  and  are  now  located  in  the  histori- 
cally famous  Renaissance  section  of  the 
country.  Personally,  I have  very  well  cov- 
ered Italy  from  a tourist  viewpoint  in  all 
areas  including  Florence  and  points  south. 
I expect  to  include  Bologna,  Milan,  and 
Venice  in  the  near  future.  I’ve  even  man- 
aged to  get  in  some  golf  in  Rome  and  Flor- 
ence. 

Yet  you  can  rest  assured  that  although 
the  scenic  value  of  the  Apennines  and  of  the 
Coliseum  may  be  considerable  to  the  Ital- 
ians, I shall  take  the  Smokies  and  Shields- 
Watkins  Field  just  any  time  the  powers 
that  be  want  to  call  it  a day  for  my 
services.  It  is  to  such  a day  when  I can  re- 
join Haun  and  Copenhaver  at  Cherokee,  as 
well  as  family  and  other  friends,  that  I am 
looking  forward  at  all  times. 

Until  that  time,  wishing  the  best  of  luck 
to  all  of  you,  I am 

Gratefully, 

H.  H.  Jenkins, 
Colonel,  Medical  Corps. 

Reprinted  from  the  Knox  County  Medical  Society 
Bulletin,  for  May  22,  1945. 


MEDICAL  SOCIETIES 


Davidson  County: 

May  15 — The  Society  met  at  the  Andrew 
Jackson  Hotel  for  dinner  after  which  Dr. 
Percy  S.  Pelouze,  Assistant  Professor  of 
Urology  at  the  University  of  Pennsylvania, 
delivered  an  address. 


Hamilton  County: 

May  17 — “Recent  Advances  in  Rectal 
Surgery,”  by  Dr.  0.  C.  Gass. 

May  24 — “Extrauterine  Pregnancy,”  by 
Dr.  John  N.  Shipp. 

May  31 — “Some  Unusual  Cases  at  New- 
ell and  Newell  Sanitarium,”  by  Dr.  E.  Dun- 
bar Newell. 


Knox  County: 

May  8 — “Chronic  Bronchiectasis,”  by  Dr. 
David  H.  Waterman.  Discussion  by  Drs. 
R.  B.  Wood  and  Eugene  Haun. 

May  22 — “Modern  Treatment  of  Gonor- 
rhea,” by  Dr.  Percy  S.  Pelouze,  Assistant 
Professor  of  Urology  at  the  University  of 
Pennsylvania. 


Shelby  County: 

May  15 — “Case  Reports:  Ovarian  Cyst 
Complicating  Pregnancy,”  by  Dr.  Harold 
Feinstein. 

“Lymphocytic  Choriomeningitis,”  by  Dr. 
A.  P.  Sargent. 

Papers : 

“A  Study  of  Sterility,”  by  Dr.  M.  W.  Sea- 
right.  Discussion  by  Dr.  P.  C.  Schreier 
and  Dr.  J.  M.  Brookman. 

“The  Mistreatment  of  Cancer,”  by  Dr. 
Shields  Abernathy.  Discussion  by  Dr. 
Douglass  Sprunt  and  Dr.  C.  G.  Andrews. 

A.  F.  Cooper,  M.D., 

Secretary. 


OTHER  MEDICAL  SOCIETIES 


The  one  hundred  first  semiannual  meet- 
ing of  the  Middle  Tennessee  Medical  Asso- 
ciation was  held  at  Shelbyville  on  Thurs- 
day, May  10,  1945,  with  Dr.  Thayer  S. 
Wilson,  Gordonsville,  president;  Dr.  Bever- 
ly Douglas,  Nashville,  vice-president;  and 
Dr.  Clarence  S.  Thomas,  Nashville,  secre- 
tary-treasurer. 

A number  of  interesting  papers  were 
read,  as  follows : 

“The  Frequency  of  Undiagnosed  Sinu- 
sitis,” by  Dr.  Howard  A.  Farrar,  Manches- 
ter. Discussion  by  Dr.  Paul  E.  Wilson, 
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Clarksville,  and  Marvin  M.  Cullom,  Nash- 
ville. 

“The  Use  of  Thiouricil,”  by  Dr.  Samuel 
S.  Riven,  Nashville.  Discussion  by  Drs. 
George  Williamson,  Columbia,  and  N.  S. 
Shofner,  Nashville. 

“Primary  Bronchogenic  Carcinoma,”  by 
Dr.  Robert  L.  McCracken,  Nashville.  Dis- 
cussion by  Drs.  R.  C.  Kash,  Lebanon,  and 
Guy  Maness,  Nashville. 

“Diagnosis  of  Lesions  of  the  Rectum  and 
Lower  Sigmoid,”  by  Dr.  D.  W.  Smith,  Nash- 
ville. Discussion  by  Drs.  Carl  Adams, 
Woodbury,  and  M.  B.  Davis,  Nashville. 

At  noon  a luncheon  was  served  at  the 
Country  Club  in  conjunction  with  the  Ro- 
tary Club.  Dr.  H.  H.  Shoulders,  Nashville, 
addressed  the  joint  meeting  on  the  subject, 
“The  Attitude  of  Doctors  Toward  Medi- 
cine.” 

Dr.  Thayer  S.  Wilson,  Gordonsville, 
president,  delivered  an  address  on  the  sub- 
ject, “Medical  Education,  Lay  Education, 
and  Quackery.” 

“Diagnosis  and  Treatment  of  Cancer  of 
the  Cervix  Uteri,”  by  Dr.  C.  S.  McMurray, 
Nashville.  Discussion  by  Drs.  Sam  McFar- 
land, Lebanon,  and  C.  M.  Hamilton,  Nash- 
ville. 

“Serodiagnosis  in  Syphilis,”  by  Dr.  R.  H. 
Kampmeier,  Nashville.  Discussed  by  Ma- 
jor Ira  Gore. 

“Syphilis  and  Muscular  Atrophy,”  by  Dr. 
Wm.  F.  Orr,  Jr.,  Nashville.  Discussion  by 
Drs.  Thos.  F.  Booth,  Pulaski,  and  Henry 
Brackin,  Nashville. 

Officers  elected  were  Dr.  Beverly  Doug- 
las, Nashville,  president;  Dr.  J.  N.  Burch, 
Shelbyville,  vice-president;  Dr.  Clarence  S. 
Thomas,  Nashville,  secretary-treasurer. 


The  fifty-first  annual  meeting  of  the  Up- 
per Cumberland  Medical  Society  will  be 
held  at  Cookeville,  Tennessee,  June  26  and 
27,  1945. 

Dr.  L.  M.  Freeman,  Granville,  is  secre- 
tary-treasurer of  the  society. 
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OBSTETRICS  AND  GYNECOLOGY 

By  Hamilton  V.  Gayden,  M.D. 

Suite  234  Doctors  Building,  Nashville 


Rupture  of  the  Uterus.  Frederick  J.  Lynch,  M.D.,  Bos- 
ton. (From  the  Department  of  Obstetrics,  Tufts  Col- 
lege Medical  School).  American  Journal  of  Ob- 
stetrics and  Gynecology,  Vol.  49,  No.  4,  April,  1945. 

At  the  Boston  City  Hospital  in  the  last  twenty- 
five  years  and  in  41,706  consecutive  cases,  rupture 
of  the  uterus  occurred  forty-four  times,  an  inci- 
dence of  one  in  1,118  cases.  The  maternal  mor- 
tality in  this  series  of  cases  was  fifty-two  per  cent 
and  the  fetal  mortality  eighty-nine  per  cent. 

This  figure  is  no  accurate  index  of  the  percent- 
age of  the  occurrence  of  ruptured  uterus  as  that 
number  will  vary  with  the  size  of  the  area  served 
by  the  emergency  service.  Also,  many  cases  are 
unreported,  due  to  inaccurate  diagnosis,  deliberate 
or  otherwise. 

The  prognosis  is  very  definitely  influenced  by 
the  amount  of  time  which  elapses  between  the  oc- 
currence of  the  rupture  and  the  establishment  of 
proper  treatment. 

Most  of  the  cases  are  preventable  as  they  occur 
chiefly  in  women  in  whom  ill-advised  obstetric 
procedures  have  been  undertaken  to  hasten  the  de- 
livery of  the  baby  or  in  patients  who  have  been 
given  oxytocic  drugs. 

The  rupture  of  the  uterus  during  pregnancy  or 
labor  following  a Caesarean  section  occurs  fre- 
quently. Here,  the  prognosis  for  the  mother  is  far 
better  than  in  other  cases  of  complete  rupture. 

It  is  extremely  hazardous  to  permit  a woman 
who  has  had  a Caesarean  section  for  a nonpelvic 
indication  to  be  delivered  subsequently  from  below. 

Women  who  have  had  a previous  Caesarean  sec- 
tion should  have  the  strictest  supervision  and  at- 
tention in  the  last  weeks  of  pregnancy,  and  if  an- 
other section  is  decided  upon,  it  should  be  done  a 
week  or  ten  days  in  advance  of  the  expected  date. 

The  treatment  which  has  produced  the  best  re- 
sults is  laparotomy  and  either  supravaginal  or  com- 
plete hysterectomy.  In  occasional  cases  it  may  be 
permissible  to  repair  the  rupture  in  an  attempt  to 
conserve  the  uterus  for  a possible  subsequent  preg- 
nancy. 

Palliative  measures  may  be  considered  only  in 
the  lesser  degrees  of  incomplete  rupture  or  where 
hospital  facilities  are  not  available. 

The  universal  availability  of  dried  plasma  and 
the  general  prevalence  of  blood  banks  should  defi- 
nitely reduce  the  mortality  of  this  condition. 

Any  discussion  of  ruptured  uterus  can  properly 
include  the  objurgation  of  Milne  Murray,  who 
states,  “It  may,  I think,  be  safely  said  that  the  oc- 
currence of  a case  of  rupture  of  the  uterus  in  the 
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hands  of  an  obstetrician  is,  in  the  great  majority  of 
cases,  a reproach  to  him  and  a slight  to  his  art.” 


Five  Hundred  Consecutive  Caesarean  Section  Operations. 

Eugene  G.  Free,  M.D.  American  Journal  of  Ob- 
stetrics and  Gynecology,  Vol.  49,  No.  3,  March,  1945. 

In  this  report  and  analysis  a group  of  500  con- 
secutive Caesarean  sections  performed  at  Chicago 
Lying-in  Hospital  from  March  1,  1938,  to  March  6, 
1942,  were  studied.  This  series  of  Caesarean  sec- 
tions constitutes  a complemental  third  group  of  500 
cases  operated  upon  consecutively  in  this  institu- 
tion from  May,  1931,  to  March,  1942.  The  prior 
two  groups  totaling  1,000  cases  were  analyzed  by 
Daily  in  1939.  Interest  lies  in  comparison  of  re- 
sults; hence,  in  summary,  certain  factors  in  statis- 
tical change  will  be  noted. 

From  March  1,  1938,  to  March  6,  1942,  there 
was  a total  of  11,281  deliveries  at  Lying-in  Hos- 
pital, giving  a section  incidence  of  4.43  per  cent 
for  this  particular  group  and  period. 

Thirty-three  operators  were  responsible  for  the 
surgery  in  the  series.  The  departmental  staff  of 
Lying-in  Hospital,  consisting  of  full-time  mem- 
bers and  residents,  handled  398  of  the  cases.  The 
remaining  102  cases  (20.4  per  cent)  were  operated 
upon  by  members  of  the  practicing  courtesy  staff. 
No  one  individual  operated  upon  more  than  13.8 
per  cent  of  the  cases  (sixty-nine). 

The  maternal  mortality  in  the  first  two  series 
comprising  1,000  cases  of  Caesarean  section  was  0.8 
per  cent.  In  the  last  500  cases,  it  was  0.4  per  cent, 
demonstrating  a 50  per  cent  decrease.  Maternal 
mortality  for  the  1,500  cases  was  0.66  per  cent. 
Four  of  the  deaths  in  the  first  1,000  cases  resulted 
from  infection  of  genital  origin.  No  deaths  in  the 
last  group  were  attributed  to  puerperal  sepsis,  as 
attested  by  autopsy. 

The  morbidity  in  the  earlier  series  was  43.8  per 
cent.  The  morbidity  in  this  latter  group  was  31 
per  cent.  This  was  a decrease  of  29  per  cent 
in  total  morbidity  in  the  last  four  years.  The  com- 
bined morbidity  for  the  entire  1,500  cases  was  39.5 
per  cent. 

Fetal  mortality  was  noted  to  be  6.7  per  cent  in 
the  first  1,000  cases.  In  this  latter  series,  it  had 
risen  to  9.2  per  cent.  Part  of  this  rise  in  fetal 
mortality  was  due  to  a rise  in  the  incidence  of  sec- 
tion in  toxemias.  In  the  first  1,000  cases,  12.3  per 
cent  of  the  sections  were  performed  with  the  indi- 
cation toxemia  and  related  conditions.  In  this 
latter  group  18.4  per  cent  of  section  incidence  was 
attributed  to  toxemia.  The  necessity  for  early  in- 
terference in  the  fulminating  toxemias  increased 
fetal  mortality. 

The  incidence  of  section  in  the  earlier  group  was 
5.5  per  cent.  The  recent  series  showed  a section 
incidence  of  4.43  per  cent;  the  incidence  decreased 
approximately  20  per  cent  in  comparison. 

There  was  a variance  in  the  relationship  of  in- 
dications for  section  between  the  first  series  and 
this  latter.  The  greatest  disparity  was  noted  in 


three  groups.  Multiple  sections  increased  from 
27.9  per  cent  in  the  first  series  to  38.8  per  cent  in 
the  latter.  More  section  cases  are  returning  for 
reoperation.  Cardiac  pathology  as  an  indication 
for  section  was  noted  as  10.4  per  cent  in  the  first 
1,000  sections.  It  was  down  to  3 per  cent  in  this 
last  study.  Caesarean  section  incidence  in  heart  dis- 
ease is  on  the  decrease  for  two  reasons.  Many  of 
these  cases  where  pregnancy  is  a distinct  hazard 
are  being  interrupted  early  with  sterilization,  or 
with  helpful  contraceptive  advice;  and  many  others 
under  careful  medical  observation  and  control  are 
being  carried  to  late  viability  of  term  with  sub- 
sequent safe  vaginal  delivery. 

Toxemia,  as  an  indication  for  interference,  ac- 
counted for  12.3  per  cent  of  the  sections  in  the 
earlier  series;  in  the  last  500  cases,  this  indication 
had  risen  to  18.4  per  cent.  This  reflects  the  ten- 
dency to  adopt  an  active  obstetric  attitude  toward 
the  problem  of  severe  and  unresponsive  toxemia. 

The  low  flap  transperitoneal  section  is  the  op- 
eration of  choice  in  this  institution.  General  pro- 
cedure and  technique  have  not  changed,  but  critical 
attention  as  to  indication  and  time  for  interference 
has  contributed  to  improve  statistics. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


The  Best  Time  to  Enucleate  Crushed  Eyes.  E.  B.  Cher- 

kasky,  American  Journal  of  Ophthalmology,  March, 

1945. 

In  grave  war  injuries  leading  to  destruction  of 
the  eyeball  there  is  usually  severe  conjunctival 
chemosis  and  ocular  immobility  caused  by  retro- 
bulbar hemorrhage  or  orbital  damage.  Frequent- 
ly the  picture  is  mistaken  for  panophthalmitis  and 
so  the  eyeball  is  eviscerated.  Cherkasky  is  opposed 
to  evisceration  because  he  fears  that  uveal  par- 
ticles may  be  overlooked  and  become  the  source 
of  sympathetic  ophthalmia.  Enucleation  can  be 
performed  more  easily  and  the  postoperative  re- 
covery is  smoother  if  the  operation  is  done  after 
the  traumatic  reaction  subsides.  He  therefore 
urges  delay  of  the  operation  for  twenty  to  twenty- 
five  days,  until  the  orbital  hemorrhage  is  absorbed 
and  ocular  motility  is  restored.  Experience  in  war 
injuries  has  shown  that  frequently  a foreign  body 
passes  through  the  eyeball  and  lodges  in  the  cra- 
nium. For  this  reason  such  cases  should  be  X- 
rayed  before  the  eyeball  is  removed,  and  the  latter 
should  be  done  only  when  the  conjunctival  sac  be- 
comes free  from  purulent  secretion. 


A Study  of  Eighty-Four  Cases  of  Delayed  Mustard  Gas 
Keratitis  Fitted  with  Contact  Lenses.  Bernard 
Kronenberg.  American  Journal  of  Ophthalmology, 
March,  1945. 

The  cases  reported  were  diagnosed  on  the  history 
and  on  the  finding  of  mustard-gas  scars  with  cor- 
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neal  degeneration  (fat  and  cholesterine),  varicose 
conjunctival  and  corneal  vessels,  and  avascular 
scars  on  the  interpalpebral  conjunctiva.  Roughly 
half  of  the  cases  had  a long  quiescent  interval  be- 
tween exposure  and  the  beginning  of  the  ulcera- 
tion stage.  The  only  complaint  during  this  time 
was  alteration  of  refraction.  The  recurring  ulcers 
heal,  but  leave  faceted  scars  which  gradually  di- 
minish visual  acuity. 

Wearing  contact  glasses  does  not  entirely  pre- 
vent breakdown,  but  in  many  cases  retention  of 
vision  and  continuance  of  work  has  been  made  pos- 
sible for  as  much  as  seven  years.  In  all  but  two 
cases,  moreover,  there  was  great  improvement  in 
vision  with  contact  glasses.  Thirty-nine  of  the 
patients  wear  their  contact  glasses  eight  hours  or 
more  a day.  Twenty  of  these  patients  have  had 
one  or  more  relapses  since  wearing  the  glasses. 
Five  patients  have  been  unable  to  wear  contact 
lenses,  and  eight  patients  wear  their  lenses  less 
than  five  hours  a day. 


ROENTGENOLOGY 

By  J.  Marsh  Frere,  M.D. 

Newell  and  Newell  Sanitarium.  Chattanooga 


Roentgenographic  Changes  in  Bone  Infections  Treated 
with  Penicillin.  George  B.  Higley,  M.D.,  and  J. 
C.  Rude,  M.D.,  Memphis,  Tennessee.  Radiology, 
February,  1945,  Vol.  44,  No.  2,  p.  115. 

The  authors  have  brought  a timely  subject  to  our 
attention.  Twenty-five  cases  of  bone  infection 
treated  by  using  penicillin  are  reported  by  them. 
Six  complete  case  summaries  with  roentgenograms 
and  comments  are  presented. 

In  general,  they  think  that  the  treatment  of 
bone  infections  with  penicillin  is  quite  satisfactory 
and  in  those  cases  which  showed  a favorable  re- 
sponse to  penicillin,  clinical  improvement  preceded 
any  roentgenographic  evidence  of  healing.  The 
following  is  the  roentgenographic  evidence  of  heal- 
ing that  they  have  seen  in  their  cases: 

‘‘Apparent  arrest  of  the  spread  of  the  infection 
with  little  or  no  sequestration  of  bone  and  little 
or  no  involucrum. 

“Positive  evidence  of  healing,  in  the  form  of  a 
reactive  recalcification  of  the  affected  areas,  the  re- 
calcification appearing  throughout  the  cortex  of  the 
bone  and  approaching  the  normal  architecture  of 
the  bone  much  more  closely  than  does  the  ordinary 
involucrum  in  osteomyelitis.  The  area  of  recal- 
cification was  of  slightly  greater  density  than  nor- 
mal bone. 

“Since  the  progress  of  the  infection  in  these 
cases  was  apparently  arrested  and  the  reparative 
process  began  before  extensive  spread,  sequestra- 
tion, and  involucrum  had  appeared,  the  resultant 
end  sclerosis  was  less  than  has  been  commonly 
seen  in  extensive  osteomyelitis  which  has  run  the 
normal  evolutionary  course.” 


UROLOGY 

By  Burnett  W.  Wright,  M.D. 
Doctors  Building,  Nashville 


Subcutaneous  Urography.  Jacob  H.  Vastine,  II, 

M.D.,  and  Mary  Francis  Vastine,  M.D.,  Philadelphia, 

Pennsylvania.  The  Uroldgic  and  Cutaneous  Review, 

Vol.  XLIX,  Number  4,  April,  1945. 

Administration  of  the  contrast  media  subcuta- 
neously or  intramuscularly  in  the  study  of  the 
urinary  tract  in  infants  and  small  children  is  in 
no  wise  new  or  original  with  the  authors.  As 
Vastine  and  Sampson  in  writing  of  this  method  in 
1941  brought  out,  subcutaneous  urography  was 
first  employed  in  Europe  in  1931  and  in  this  coun- 
try in  1934.  The  value  of  the  method  is  obvious. 
Even  in  the  most  experienced  hands,  injection  by 
the  intravenous  route  is  often  difficult,  if  not  im- 
possible, in  the  very  young  patient.  Occasionally, 
in  an  adult,  the  veins  are  so  inaccessible  or  injured 
by  previous  procedures  that  the  subcutaneous  or 
intramuscular  injection  of  the  urographic  medium 
is  indicated. 

In  Europe,  Butzengeiger,  dissatisfied  with  the 
intravenous  method  in  children,  collaborated  with 
Hecht  in  the  development  of  a dye  which  could 
be  injected  subcutaneously.  Thus,  in  1931,  abrodil 
was  introduced.  The  method  consisted  of  inject- 
ing a four  per  cent  solution  of  this  preparation 
into  the  soft  tissues  of  the  upper  outer  quadrant  of 
the  breasts.  The  adult  dose  was  500  cubic  centi- 
meters; 250  cubic  centimeters  were  given  to  larger 
children;  125  cubic  centimeters  were  given  to 
smaller  children;  and  125  cubic  centimeters  or 
less  to  infants.  The  roentgenograms  were  exposed 
from  thirty  minutes  to  fifty  minutes  after  the 
injection  and  the  earlier  films  were  found  to  be 
the  better  ones. 

Other  Europeans  followed  up  this  work.  Hille- 
brand  used  the  same  technic  and  reported  that  in 
an  infant  of  fourteen  months  100  cubic  centimeters 
had  given  diagnostic  roentgenograms.  The  sub- 
cutaneous infiltration  had  disappeared  in  fifteen 
minutes.  Nissel  investigated  perabrodil,  using  it 
in  hypertonic  and  isotonic  solutions.  He  injected 
a thirty  per  cent  solution  of  perabrodil  subcuta- 
neously in  the  axillae.  Tingling  was  produced  but 
no  pain.  In  two  hours  the  swelling  was  half  ab- 
sorbed and  in  twenty-four  hours  it  was  entirely 
absorbed.  He  concluded,  however,  that  a dilute 
solution  was  more  satisfactory,  although  the  thirty 
per  cent  solution  gave  the  better  dye  shadow. 
Forty  to  100  cubic  centimeters  of  a seven  and  one- 
half  per  cent  solution,  depending  upon  the  age  of  the 
child,  were  given  in  each  axilla,  shoulder  or  breast 
region.  Compression  was  usually  applied  fifteen 
minutes  after  the  injection,  and  the  best  films  were 
obtained  forty  to  seventy  minutes  after  the  admin- 
istration of  the  dye. 

The  intramuscular  route  has  also  been  used. 
Perman  and  Lichtenstein  used  seven  and  one-half 
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per  cent  perabrodil  both  subcutaneously  and  intra- 
muscularly, giving  from  twenty  to  forty  cubic  cen- 
timeters by  both  routes.  They  believed  that  a good 
study  could  be  obtained  only  if  there  was  effective 
compression  of  the  ureters  during  the  examination. 
This  they  obtained  by  administering  luminal  or 
chloral  in  quantity  sufficient  to  keep  the  child 
asleep  during  the  examination.  Compression  was 
used  continuously  from  the  time  of  the  injection. 
These  workers  reported  good  urograms  by  the  use 
of  this  method  in  children  as  young  as  three 
months. 

The  authors  have  found  the  study  of  the  urinary 
tract  by  means  of  the  subcutaneous  method  a 
very  useful  and  helpful  procedure,  and  to  date  they 
have  encountered  no  difficulties.  In  the  children 
on  whom  both  subcutaneous  and  intravenous  uro- 
grams were  done,  no  significant  differences  in  the 
quality  of  the  dye  shadow  were  seen.  It  is  to  be 
remembered  that  it  is  just  as  important  to  study 
the  patient’s  possible  sensitivity  to  iodine  when 
the  dye  is  administered  by  this  method  as  when 
the  intravenous  route  is  used.  A history  of  allergy 
in  the  patient  or  his  immediate  family  is  particu- 
larly important.  Such  a history,  together  with  a 
positive  eye  and  intradermal  test,  constitutes  a 
triad  which  contraindicates  the  administration  of 
the  medium.  Diodrast  is  the  opaque  medium  used. 
In  performing  the  eye  test,  a drop  of  the  thirty- 
five  per  cent  diodrast  is  employed.  At  the  same 
time,  one-tenth  of  a cubic  centimeter  of  the  same 
solution  is  injected  intradermally  in  the  forearm. 
Both  tests  are  read  after  an  interval  of  fifteen 
minutes.  An  inflamed  smarting  conjunctiva  and  a 
reddened  raised  wheal  of  the  skin  indicate  positive 
reactions.  If  there  is  no  allergic  history  and  both 
tests  are  positive,  it  is  the  authors’  custom  to  ad- 
minister five  minims  of  adrenalin  and  then  pro- 


ceed with  the  examination.  On  the  other  hand,  if 
there  is  any  history  of  sensitivity  #and  one  of  the 
tests  is  positive,  the  study  is  abandoned. 

Fluids  are  withheld  for  twelve  to  fifteen  hours 
preceding  the  examinations,  but  a dry  meal  is  given 
just  before  starting  the  injection.  It  is  felt  that 
gas  in  the  intestinal  tract,  which  is  the  bane  of 
anyone  who  has  ever  done  many  urographic  studies 
in  infants,  is  definitely  cut  down  by  this  procedure. 

The  skin  preparation  consists  of  the  local  use  of 
iodine  followed  by  alcohol.  A small  wheal  is  raised 
with  novocain  in  the  region  of  the  angle  of  each 
scapula.  Using  a fifty  cubic  centimeter  syringe  and 
an  eighteen-gauge  needle,  fifty  cubic  centimeters  of 
the  solution  are  injected  in  each  area.  If  preferred, 
two  hypodermoclysis  needles  may  be  inserted  si- 
multaneously and  the  solution  given  in  this  man- 
ner. The  opaque  medium  is  prepared  by  adding 
eighty  cubic  centimeters  of  normal  saline  to  twenty 
cubic  centimeters  of  thirty-five  per  cent  diodrast 
or  forty  per  cent  “diodrast  compound.”  The  use 
of  sedatives  has  not  been  found  necessary. 

A “plain”  or  scout  film  of  the  abdomen  is 
made  before  the  solution  of  diodrast  is  injected. 
Following  the  injection,  the  usual  procedure  is  to 
obtain  a roentgenogram  every  ten  minutes  for 
fifty  minutes.  This  routine  may  vary,  depending 
upon  the  findings  on  the  exposures  taken  imme- 
diately after  the  injection. 

Care  must  be  taken  when  injecting  the  opaque 
material  into  the  infrascapular  region  that  it  does 
not  overlap  the  level  of  the  kidneys.  Failure  to 
observe  this  precaution  may  result  in  the  subcu- 
taneous collection  of  the  dye  obscuring  the  kidneys, 
pelves,  and  calices. 

Contraindications  to  intravenous  administration 
of  the  dye,  such  as  markedly  impaired  kidney 
function,  are  also  contraindications  of  this  method. 


ANTHONY’S  MILK 

• Grade  4‘A”  Pasteurized  •Homogenized  • Soft  Curd  • Vitamin  “D” 

With  400  U.S.P.  Vitamin  D Units  (Actirated  Ergosterol)  Added  Per  Quart  Under  A.R.P.I.  Process 
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ATTENTION 


According  to  the  press,  a new  Wagner  bill  or  a revision  of 
the  old  one  is  now  before  the  United  States  Senate.  Its  num- 
ber is  *H.R.  3293.  In  all  probability  it  provides  for  the  govern- 
ment control  of  medicine. 

It  is  the  duty  of  every  physician  in  Tennessee  to  write  his 
senator  or  congressman  for  a copy  of  this  bill  and  to  read  it 
most  thoroughly.  Judgment  should  be  withheld  until  it  has  been 
studied  carefully. 

If  Bill  3293  carries  the  same  provisions  for  medical  care  as 
the  old  Wagner  bill  did,  every  doctor  in  the  state  must  oppose 
it  by  wire,  by  letter,  and  any  other  fair  means  at  his  disposal. 

The  most  important  points  against  the  government  control 
of  medicine  are: 

First:  The  underprivileged  class  will  get  very  poor  medical 
care  under  government  control — just  as  has  happened  in  Eng- 
land. They  will  not  be  benefited  by  the  change. 

Second : The  government  has  no  right  to  make  any  radical 
changes  in  the  practice  of  medicine  when  over  one-third  of  the 
profession  are  in  the  military  service  and  will  not  be  able  to 
oppose  these  changes. 

Third : It  took  many  years  to  correct  the  lawlessness  that 
was  started  by  passing  the  prohibition  act  in  the  first  World 
War.  To  give  the  government  authority  to  regulate  the  prac- 
tice of  medicine  in  World  War  II  will  do  more  harm  by  far  than 
the  prohibition  act  ever  did. 

Fourth : The  practice  of  medicine  must  be  controlled  by  the 
physicians  themselves.  We  will  not  be  a party  to  any  scheme 
that  may  put  the  practice  of  medicine  in  the  hands  of  politicians 
even  if  some  of  those  politicians  have  M.D.  degrees. 

*H.R. — House  of  Representatives. 
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THE  DIAGNOSIS  OF  EXTRA-UTERINE  PREGNANCY* 


LUCIUS  E.  BURCH,  M.D.,  F.A.C.S„t  Nashville 

Extra-uterine  pregnancy  or  ectopic  ges- 
tation is  divided  into  two  varieties — the 
typical  and  the  atypical — each  comprising 
fifty  per  cent  of  cases.  Fared  and  Scheffey1 
of  Jefferson  Medical  College  reported  157 
cases  of  extra-uterine  pregnancy  from  Sep- 
tember 21,  1921,  to  September  1,  1942.  A 
correct  diagnosis  was  made  in  seventy-six 
per  cent  of  cases.  Child  and  Douglas2  in 
a recent  article  reported  three  normal  preg- 
nancies and  three  incomplete  abortions 
diagnosed  as  ectopic  pregnancies.  These 
reports  come  from  two  of  the  best  clinics 
in  the  country  and  they  clearly  show  how 
difficult  it  is  in  the  atypical  variety  to  make 
a correct  diagnosis.  Curtis3  states  “that 
extra-uterine  pregnancy  is  more  often  over- 
looked and  more  often  diagnosed  when  not 
present  than  any  other  serious  pelvic  le- 
sion.’’ I am  wholly  in  accord  with  this 
statement. 

I am  making  a survey  of  the  cases  that 
have  been  admitted  to  Vanderbilt  Univer- 
sity Hospital  from  September  1,  1925,  to 
September  1,  1945.  I cannot  say  what  our 
margin  of  error  will  be,  but  I am  confident 
that  it  will  be  close  to  twenty-five  per  cent. 
I can,  however,  state  positively  that  our 


*Read  before  the  Tennessee  State  Medical  As- 
sociation, Nashville,  April  11,  12,  13,  1944. 

fFrom  the  Department  of  Obstetrics  and  Gyne- 
cology, Vanderbilt  University  Hospital,  Nashville, 
Tennessee. 


margin  of  error  in  the  past  two  years  will 
not  be  over  ten  per  cent. 

The  typical  case  is  characterized  by  vio- 
lent pain  in  the  abdomen  associated  with  a 
bloody  vaginal  discharge  and  shock.  Usu- 
ally there  is  a history  of  a missed  period. 
Shoulder  pain  is  present  in  twenty-five  per 
cent  of  cases  and  is  a most  valuable  symp- 
tom. Rigidity  of  the  abdominal  muscles  is 
usually  absent,  but  tenderness  on  palpation, 
either  general  or  localized,  is  found  in  the 
lower  quadrant. 

On  vaginal  examination  a pelvic  mass  is 
absent  in  over  fifty  per  cent  of  cases.  A 
mass  may  be  felt  if  the  free  blood  present 
has  formed  clots  or  if  the  pregnancy  is 
sufficiently  large  to  be  palpated.  If  suffi- 
cient blood  has  been  lost,  there  will  be  a 
decrease  in  the  hemoglobin  and  red  blood 
cells  which  in  many  cases  is  quite  marked. 
The  white  blood  count  rarely  goes  above 
15,000,  although  in  the  massive  hemorrhage 
this  may  go  to  20,000 ; and  it  will  begin  to 
decrease  as  the  blood  is  absorbed.  The 
pulse  rate  is  accelerated  and  the  tempera- 
ture is  subnormal.  Preparation  should  be 
made  for  operation  and  blood  should  be  ad- 
ministered to  bring  these  patients  out  of 
shock  while  the  operating  room  is  being 
prepared.  The  transfusion  needle  should 
be  left  in  place  in  order  to  give  more  blood 
during  or  after  the  operation.  In  those  in- 
stitutions in  remote  areas  that  do  not  main- 
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tain  a blood  bank  or  have  plasma  available, 
I would  suggest  auto  or  reinfusion  of  the 
patient’s  own  blood.  I suggested  this 
method  in  a paper  read  before  the  Thirty- 
Fifth  Session  of  the  Southern  Surgical  As- 
sociation, which  was  published  in  Surgery, 
Gynecology,  ancl  Obstetrics  in  1923. 4 1 

have  saved  a number  of  valuable  lives  by 
the  use  of  autotransfusion.  I cannot  be  too 
emphatic  in  urging  in  the  typical  case  a 
quick  diagnosis  and  an  early  operation. 

In  the  atypical  variety  the  patient  is  not 
in  shock.  The  sighing  respiration  and  the 
blanched  appearance  are  absent.  The 
thready  pulse,  the  subnormal  temperature 
are  not  present;  and  it  is  in  this  variety 
that  time  can  be  taken  to  make  use  of  the 
aids  that  are  so  useful  in  arriving  at  a 
correct  diagnosis. 

The  atypical  variety  is  often  overlooked 
in  cases  of  so-called  appendicitis  when  a 
hurried  diagnosis  is  made  on  the  symptom 
of  pain  in  the  right  lower  quadrant  asso- 
ciated with  a rigidity  of  the  right  rectus 
and  an  increased  leucocyte  count.  A pa- 
tient under  these  conditions  is  entitled  to 
a rectal  and  vaginal  examination.  It  is 
embarrassing  to  the  surgeon  to  open  the 
abdomen  under  these  circumstances  and 
find  free  blood  in  the  peritoneal  cavity. 
This  error  in  diagnosis  usually  occurs  when 
an  acute  attack  of  appendicitis  comes  on  at 
the  time  of  the  menstrual  period. 

The  atypical  variety  is  probably  more 
often  diagnosed  and  not  found  in  acute  pel- 
vic inflammatory  disease.  A mistaken  diag- 
nosis in  this  particular  instance  usually 
means  an  unnecessary  abdominal  section. 

A normal  pregnancy  associated  with  an 
enlarged  corpus  luteum  of  pregnancy  is 
another  common  error  in  which  an  un- 
necessary operation  may  be  carried  out. 
It  is  not  unusual  to  curette  the  uterus  for 
an  incomplete  abortion  when  the  true  cause 
of  the  symptoms  is  an  ectopic  gestation 
with  a pelvis  full  of  blood.  Small  ovarian 
cysts  that  are  inflamed  and  are  slightly 
twisted  on  the  pedicle  are  often  diagnosed 
as  ectopic  gestation.  A ruptured  Graafian 
follicle  or  a corpus  luteum  of  menstruation 
produces  an  intraperitoneal  hemorrhage 
and  is  easily  confused  with  ectopic  gesta- 
tion. Israel'1  reported  six  cases  of  corpus 


luteum  cysts  and  in  two  of  them  a positive 
pregnancy  test  was  present,  and  on  opening 
the  abdomen  the  cyst  was  the  only  cause 
of  the  symptoms,  physical  signs,  and  posi- 
tive Ascheim-Zondek  test.  There  are  a 
number  of  conditions  that  produce  positive 
tests  in  which  pregnancy  is  not  present. 
The  most  common  ones  are  chorioepithe- 
lioma,  hydatidiform  mole,  missed  abortion, 
teratoma  of  testicles,  embryonal  adenocar- 
cinoma, seminoma,  myosarcoma,  teratoma 
of  ovary,  lutein  cyst,  granulosa  cell  carci- 
noma, paraovarian  cyst,  and  certain  forms 
of  psychosis. 

A difficult  diagnosis  to  make  is  in  those 
cases  that  have  had  a former  operation  for 
ectopic  pregnancy  and  subsequently  have 
its  typical  symptoms  associated  with  a 
small  cyst  of  the  ovary  on  one  side.  Twenty 
per  cent  of  cases  of  ectopic  that  are  oper- 
ated on,  in  a succeeding  pregnancy,  have 
an  ectopic  in  the  remaining  tube. 

A pregnancy  in  the  uterus  associated 
with  a pregnancy  in  the  tube  offers  a diag- 
nostic problem  that  if  not  solved  may  bring 
about  a fatal  result.  An  abdominal  preg- 
nancy at  or  near  term  may  be  overlooked 
if  proper  care  is  not  exercised.  A preg- 
nancy in  a bicornuate  uterus  calls  for  ex- 
treme vigilance. 

The  above  conditions  are  mentioned  in 
order  to  emphasize  the  importance  of  mak- 
ing a diagnosis  in  the  atypical  cases.  It 
is  in  the  atypical  case  that  a thorough 
study  should  be  carried  out  in  the  hospital 
with  the  aid  of  the  laboratory,  X ray,  and 
all  the  instruments  of  precision. 

In  acute  pelvic  inflammatory  disease  it 
is  to  be  remembered  that  the  inflammation 
usually  makes  its  appearance  at  the  time 
of  the  period  or  just  after  it.  The  history 
of  the  case,  signs  of  gonorrheal  infection, 
smears,  culture,  sedimentation  rate,  and 
leucocyte  count  are  of  great  value.  In 
gonorrhea  the  leucocyte  count  will  run  be- 
tween 15,000  and  20,000.  In  ectopic  it  is 
usually  below  15,000.  In  gonorrhea  the 
sedimentation  rate  is  more  rapid  than  in 
ectopic.  The  pregnancy  test  is  often  posi- 
tive in  ectopic  and  in  gonorrhea  it  is  nega- 
tive. Gonorrheal  salpingitis  produces  a 
bilateral  adnexal  mass  with  an  associated 
lower  abdominal  rigidity,  whereas  ectopic 
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produces  a unilateral  mass  and  the  rigidity, 
if  present,  is  on  the  affected  side.  In  gon- 
orrhea the  pain  is  constant,  whereas  in 
ectopic  it  is  intermittent. 

Abortion  is  quite  easily  mistaken  for 
extra-uterine.  Curettage  may  assist  in  the 
diagnosis  by  finding  chorionic  villi  or  de- 
cidual membranes  in  the  scrapings.  Some 
advise  its  use  as  a routine  measure  and 
as  an  aid  in  the  diagnosis  of  the  atypical 
case.  I do  not  concur  in  this  view  because 
I believe  a curettage  for  diagnostic  pur- 
poses in  a case  of  partial  rupture  or  tubal 
abortion  may  bring  on  an  intraperitoneal 
hemorrhage  with  possibly  a fatal  result. 

Too  much  reliance,  as  a rule,  is  placed 
on  the  pregnancy  test.  In  the  typical  case 
it  is  not  indicated  since  the  life  of  the 
patient  hangs  in  the  balance  and  time  is 
a most  important  factor.  In  the  atypical 
case  it  should  be  carried  out,  but  the  diag- 
nosis should  not  depend  alone  on  this  test. 
There  is  a small  margin  of  error  in  any 
laboratory  procedure,  and  this  must  be 
given  due  consideration.  It  is  also  to  be 
remembered  that  a pregnancy  in  the  uterus 
may  produce  the  positive  test  and  the  mass 
in  the  pelvis  not  be  an  ectopic.  An  ob- 
jection to  the  Ascheim-Zondek  or  Friedman 
test  is  the  time  element.  This  is  valid, 
but  can  be  obviated  by  the  two-hour  test 
brought  out  by  the  Georgia  workers,  and 
it  can  be  further  confirmed  by  the  six- 
hour  test  if  doubt  exists  and  time  is  not 
an  important  element.'5  We  have  been 
using  this  quick  test  in  the  Department 
of  Obstetrics  and  Gynecology,  Vanderbilt 
University  Hospital,  for  the  past  four 
months  and  so  far  have  found  it  reliable. 

Aspiration  of  the  peritoneum  either  per 
vagina  or  through  the  abdominal  wall  is  a 
most  important  aid  and  it  is  one  that  is  not 
time  consuming  and  can  be  used  in  any 
institution  or  hospital  or  even  in  the  pri- 
vate home,  if  necessary.  If  this  aspirated 
blood  shows  an  absence  of  rouleaux  forma- 
tion and  the  erythrocytes  show  a crenated 
appearance,  it  signifies  a hemorrhage  into 
the  peritoneal  cavity.7  The  peritoneoscope 
is  an  instrument  which  has  a great  future. 
It  is  an  instrument,  however,  that  must  be 
used  by  a man  who  has  had  experience  and 
training.  We  have  given  up  its  use  during 


the  war  due  to  a change  in  staff  and  the  in- 
ability to  assign  one  man  to  this  particular 
duty. 

The  South  American  surgeons  have  ad- 
vised the  use  of  an  opaque  substance  in- 
jected in  the  uterus  followed  by  an  X-ray 
picture.  They  claim  that  this  injection  will 
not  dislodge  a pregnancy  in  the  tube  and 
that  it  will  clearly  show  a pregnancy  in  the 
tube  if  present.  I would  not  advise  this 
procedure  until  time  and  further  experi- 
ence show  it  to  be  free  of  danger.  I have 
found  the  injection  of  carbon  dioxide  gas 
into  the  peritoneum  through  an  abdominal 
puncture  followed  by  an  X-ray  picture  of 
the  pelvis  a procedure  of  great  value  in  ar- 
riving at  a diagnosis.  It  is  free  of  danger, 
but  can  only  be  used  in  those  institutions 
where  there  is  a close  cooperation  with  the 
X-ray  department  that  is  trained  in  this 
technique.  A short  report  on  two  cases  in 
which  this  has  been  carried  out  will  show 
its  great  value  in  puzzling  conditions. 

Extra-uterine  pregnancy  is  like  all  other 
diseases  within  the  realm  of  medicine.  The 
history  of  the  case,  symptoms  and  physical 
signs  stand  out  first  in  importance  in  mak- 
ing a diagnosis.  It  is  a disease  that  only 
occurs  during  the  sexual  life  of  the  woman. 
It  is  more  common  between  twenty  and 
thirty  years  of  age.  Next  in  frequency  is 
the  fourth  decade.  A small  percentage  of 
cases  is  found  below  twenty  and  above  for- 
ty. It  is  usually  found  in  women  of  low 
fertility.  A history  of  pelvic  inflammatory 
disease,  infection  following  labor  or  abor- 
tion, or  an  infection  following  an  abdomi- 
nal section  is  quite  common.  The  history 
of  a missed  period  is  nearly  alway  present. 
In  a very  small  percentage  it  is  absent. 

Farell  and  Scheffey  in  their  series  found 
that  the  majority  of  tubal  ruptures  had  ex- 
ternal vaginal  bleeding  before  the  expected 
menses,  and  that  the  majority  of  tubal  abor- 
tions gave  a history  of  a missed  period. 
Pain  is  a constant  symptom  and  is  present 
in  100  per  cent  of  cases  in  both  the  typical 
and  atypical  varieties. 

Pain  in  the  region  of  the  gall  bladder 
should  make  the  attending  physician  think 
of  pelvic  inflammatory  disease  as  was  first 
called  to  the  attention  of  the  profession  by 
Curtis. s 
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Vaginal  bleeding  is  a symptom  that  is 
found  in  over  ninety  per  cent  of  cases  in  both 
varieties.  As  has  already  been  mentioned, 
in  a few  cases  it  is  absent.  The  symptoms 
of  pregnancy  are  often  absent  in  ectopic 
since  rupture  occurs  before  they  become 
manifest.  If,  however,  the  gestation  pro- 
gresses over  a sufficient  period  of  time,  the 
usual  symptoms  of  pregnancy  are  present. 

I have  been  able  to  make  a diagnosis  of 
tubal  pregnancy  before  a rupture  or  tubal 
abortion  in  only  one  case  and  that  was 
purely  accidental.  A wide  awake  obstetri- 
cian in  making  his  prenatal  examination 
may  pick  up  an  intact  tubal  pregnancy.  I 
take  with  a grain  of  salt  the  large  number 
of  diagnoses  of  intact  tubal  pregnancies  re- 
ported from  certain  clinics.  I have  found 
in  making  pelvic  examination  for  the  de- 
termination of  a mass  that  the  following 
procedure,  which  is  not  original,  is  most 
valuable.  The  index  finger  should  be  in- 
serted into  the  vagina,  the  ring  finger  into 
the  rectum  and  palpatation  from  the  ab- 
dominal side  should  be  made  between  the 
vaginal  and  rectal  finger.  Cullen’s  sign  is 
rarely  found.  It  is  characterized  by  a 
blueness  of  the  navel.  When  present  it  sig- 
nifies an  intraperitoneal  hemorrhage. 

It  is  human  nature  to  err.  All  of  us  make 
mistakes.  All  of  us  occasionally  do  an  un- 
necessary operation.  I feel,  however,  if  a 
moderate  amount  of  common  sense  is  used 
in  the  study  of  this  most  interesting  and 
sometimes  fatal  condition  including  due 
consideration  of  the  history  of  the  case,  the 
physical  signs,  laboratory  tests,  X-ray  and 
aspiration,  that  our  margin  of  error  can 
be  materially  reduced. 
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DISCUSSION 

EDWARD  T.  NEWELL,  M.D.  (Chattanooga): 
Mr.  President  and  Gentlemen  of  the  Tennessee 
State  Medical  Association:  Doctor  Burch,  as  usual, 
has  given  us  a splendid  paper.  Doctor  Burch  di- 
vides these  cases  into  the  typical  and  the  atypical 
cases.  I believe  that  we  should  divide  them  into 
three  classes:  (1)  those  that  we  come  in  contact 
with  before  a rupture;  (2)  those  that  we  come  in 
contact  with  after  we  have  had  a single  rupture 
or  repeated  ruptures;  and  (3)  those  that  we  come 
in  contact  with  that  have  had  grave  hemorrhages, 
what  I call  the  catastrophic  cases. 

The  catastrophic  cases  are  very  easily  diagnosed 
and  they  come  in  that  class  that  Doctor  Burch 
speaks  of  as  the  seventy-six  per  cent.  A typical 
example:  A woman  is  doing  her  housework;  she 
is  going  around,  perhaps  cooking  her  dinner,  and 
she  is  taken  with  sudden  sharp  pain,  a lancinating 
pain  in  the  abdomen,  more  especially  in  one  side 
than  in  the  other;  then  she  faints  or  feels  faint 
and  lies  down.  She  has  a rapid,  thready  pulse; 
she  is  slightly  nauseated  and  she  is  pale,  white  as 
a sheet,  and  has  all  the  signs  of  shock,  is  cold  and 
sweating.  In  a woman  who  has  missed  her  period, 
there  is  no  trouble  diagnosing  such  a case.  There 
are  quite  a number  of  cases  that  occur  like  the 
one  above. 

Another  case  is  that  of  a woman  who  has  a 
moderate  hemorrhage,  a simple  rupture  of  the  tube 
with  a little  bleeding.  She  has  some  pain  and  dis- 
comfort. The  patient  goes  to  the  doctor  for  diag- 
nosis. Should  the  pain  be  on  the  right  side  and 
she  has  not  had  her  appendix  removed,  the  doctor 
is  worried  about  her,  for  he  doesn’t  know  exactly 
what  he  is  dealing  with,  and  then  if  he  examines 
her  and  sees  an  eroded  cervix,  he  is  still  more  upset 
about  her.  The  patient  may  not  have  a very  great 
rapidity  of  the  pulse;  she  has  none  of  the  symp- 
toms of  the  catastrophic  type  of  this  disease;  she 
probably  has  a little  mass  in  the  cul-de-sac  with 
tenderness,  and  there  is  where  the  Aschheim-Zon- 
dek  test  will  be  of  benefit,  provided  the  fetus  has 
not  entirely  cut  loose  and  the  villi  have  not  been 
destroyed. 

Dr.  Burch  speaks  of  the  quick  test,  the  two- 
hour  and  the  six-hour  test.  I have  had  no  ex- 
pei'ience  with  that,  but  the  Aschheim-Zondek  test 
that  we  have  been  using  and  the  modification  of 
it  have  been  of  very  great  help  to  us  in  our  work. 
In  fact,  I would  say  the  Aschheim-Zondek  test  is 
about  ninety  per  cent  perfect.  As  Dr.  Burch 
states,  no  laboratory  test  is  one  hundred  per  cent 
perfect. 

To  illustrate  one  of  the  catastrophic  cases,  about 
thirty  years  ago,  I had  a doctor  in  the  suburbs  of 
Chattanooga  phone  me  saying  that  he  had  a very 
sick  woman  and  that  he  had  been  working  over 
her  for  a couple  of  hours;  that  she  was  pale  and 
she  “hardly  had  any  pulse”;  she  was  cold  and 
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had  a subnormal  temperature.  The  doctor  said 
he  had  given  her  a hypodermic,  and  he  wanted  me 
to  come  out  there  to  see  her.  I had  treated  a few 
cases  of  ruptured  ectopic  up  to  that  time.  The 
doctor  said  that  the  patient  had  not  missed  a 
period,  that  she  had  had  no  children,  which  is 
often  characteristic  in  these  cases;  so  getting  the 
cue,  I told  him:  “You  had  better  put  that  woman 
in  an  ambulance  and  send  her  into  the  hospital 
at  once.”  In  those  days,  mind  you,  we  did  not 
know  anything  about  glucose  intravenously;  we 
did  not  have  any  plasma;  and  blood  transfusions 
were  few  and  far  between.  We  rushed  an  old 
two-horse  ambulance  out  there  to  her,  and  they 
brought  her  in  to  me.  When  she  got  into  the 
sanitarium  she  was  dead. 

Her  husband  was  a workingman  and  away  from 
home.  We  had  a little  trouble  getting  in  contact 
with  him.  An  hour  or  two  later  he  came  into  the 
sanitarium,  and  I informed  him  that  this  was  a 
very  unusual  case.  However,  I felt  sure  that  I 
knew  what  the  trouble  was  with  her.  As  I have 
previously  said,  these  cases  are  easy  to  diagnose. 
The  husband  consented  to  an  autopsy.  She  had  a 
small  rupture  about  the  size  of  a lead  pencil  in 
her  left  tube  and  had  a pelvis  full  of  blood.  She 
had  bled  to  death  in  those  two  hours. 

The  comforting  thing  about  it  was  that  the 
ambulance  man  told  me  she  was  dead  when  he 
picked  her  up.  You  don’t  want  to  shake  these 
people  around  and  move  them  too  much.  You 
should  keep  them  as  quiet  as  possible  and  afford 
them  an  opportunity  to  “come  out  of  the  shock.” 
When  they  do  definitely  improve,  there  is  your 
chance  to  save  life.  With  the  plasma  that  we 
now  possess  and  with  glucose,  one  can  pull  these 
cases  out  of  collapse  and  then  we  should  operate 
on  them  immediately. 

When  you  have  the  atypical  cases,  the  things 
that  you  have  to  worry  about  are  whether  there  is 
salpingitis  or  whether  you  have  a twisted  ovarian 
pedicle,  or  an  ovarian  cyst,  or  possibly  a very  small 
fibroid  of  the  uterus. 

The  laboratory,  especially  the  blood  count,  will 
help  you  most  in  these  cases,  and  also  the  history 
of  the  case.  You  have  to  go  over  and  over  the 
history  to  get  the  correct  information.  Your  blood 
count  in  the  salpingitis  or  in  the  inflammatory 
condition  is  quite  constant;  you  have  a high  blood 
count  and  it  stays  high.  But  in  your  small  re- 
peated hemorrhages  in  the  ectopics,  the  blood  count 
is  not  as  constant,  and,  too,  the  hemoglobin  in  the 
ectopic  is  low;  while  in  the  other  conditions  the 
hemoglobin  and  the  red  cells  are  not  decreased — 
a great  help  in  the  diagnosis. 

I regret  time  will  not  permit  further  discussion. 

L.  E.  BURCH,  M.D.  (closing)  : I want  to  thank 


Dr.  Ed  Newell  for  his  kind  discussion  and  also  for 
his  suggestions. 

In  closing,  I want  to  report  these  two  cases. 

Summary  of  Case  No.  1 

Patient:  Mrs.  P.  R.  M. 

A twenty-two  year  old,  white,  nullipara.  She 
was  admitted  February  5,  1944,  with  the  chief  com- 
plaint of  pain  in  the  right  side.  Her  last  men- 
strual period  was  December  28  to  29,  1943  (very 
scant).  Her  previous  menstrual  period  was  No- 
vember 24  to  29  (normal  period).  The  onset  of 
pain  was  six  days  prior  to  admission,  severe  and 
knifelike,  over  the  lower  abdomen,  with  no  locali- 
zation. There  was  associated  some  nocturia.  She 
had  no  bleeding  associated  with  the  pain. 

Pelvic  examination  revealed  a small,  hard,  anti- 
flexed uterus  and  a left  adnexal  mass  the  size  of 
an  egg. 

Laboratory  studies  were  normal,  except  for  a 
slight  leucocytosis  (14,700).  The  two-hour  rat 
test  for  pregnancy  was  positive. 

Pneumoperitoneum  revealed  a small  uterus  in 
normal  position  and  a sharply  defined  mass  in  the 
region  of  the  right  ovary.  The  tubes  were  nor- 
mal and  intact.  A diagnosis  was  made  of  corpus 
luteum  cyst  on  the  right  which  gave  a positive  preg- 
nancy test.  Operation  was  carried  out  and  exam- 
ination of  pelvis  revealed  a small  uterus,  intact 
tubes,  and  corpus  luteum  cyst  on  right  which  was 
twisted  and  bound  down.  The  cyst  was  removed. 
Convalescence  was  uneventful.  A few  days  after 


U — Uterus,  not  pregnant 
C — Corpus  luteum  cyst 
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removal  of  cyst  pregnancy  test  was  repeated  and 
found  negative. 

Summary  of  Case  No.  2 

Patient:  Mrs.  J.  D. 

Thirty-four  year  old,  white,  Gravida  II,  Para 
II. 

She  was  admitted  February  29,  1944,  with  chief 
complaint  of  pain  in  side.  Her  last  menstrual 
period  was  December  25  to  30,  1943.  Her  pre- 
vious menstrual  period  was  November  25  to  30, 
1943. 

On  pelvic  examination  a discreet  mass  was  found 
in  the  cul-de-sac  about  the  size  of  a golf  ball.  The 
uterus  was  two  times  normal  size.  The  cervix 
was  slightly  eroded.  The  two-hour  rat  test  for 
pregnancy  was  positive.  A pneumoperitoneum 
was  done  and  revealed  a large  symmetrical  uterus 
and  a small  mass  on  the  left  in  the  region  of  the 
ovary.  The  tubes  were  normal,  thus  eliminating 
a tubal  pregnancy.  A diagnosis  was  made  of 
intra-uterine  pregnancy  associated  with  an  en- 
larged corpus  luteum  of  pregnancy  of  left  ovary. 
Conditions  explained  to  patient,  and  she  was  dis- 
missed on  March  4,  1944,  without  operation  and  in 
a very  happy  frame  of  mind. 


U — Pregnant  uterus 

CL — Ovary  with  enlarged  corpus  luteum 
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READ  what  the  senators  and  other  congressmen  say  concerning  the 
Wagner-Murray-Dingell  Bill. 

WRITE  and  thank  them  if  you  agree  with  their  opinions. 
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LANDRY'S  PARALYSIS  FOLLOWING  ANTIRABIES  VACCINE, 
WITH  SUGGESTIONS  AS  TO  .TREATMENT* 

CHARLES  ROBERTS  THOMAS,  M.D.,  Chattanooga 


While  rabies  was  mentioned  by  Homer, 
Aristotle,  Plutarch,  and  other  ancient 
writers,  its  infectivity  was  not  proven  ex- 
perimentally until  1804,  when  Zinke, 
Gruner,  Salm.  Berendt,  and  others  work- 
ing independently  found  that  the  disease 
was  due  to  a virus  found  in  the  saliva  of 
rabid  animals.  In  1880,  Pasteur,  Roux,  and 
other  research  workers  were  able  to  dem- 
onstrate the  virus  in  the  saliva  of  men 
dying  of  rabies. 

During  the  past  140  years,  thousands  of 
articles  have  been  written  about  the  dis- 
ease both  in  the  medical  and  lay  press  so 
that  the  general  public  is  as  well  informed 
as  the  medical  profession.  However,  the 
physician  is  frequently  called  upon  to  ad- 
vise as  to  the  method  to  follow  when  some- 
one has  been  bitten  by  a dog,  wolf,  fox,  cat, 
horse,  cow,  and  on  rare  occasions  rabbits 
and  pigs  and  even  squirrels. 

The  questions  most  often  asked  are : 
Should  antirabies  treatment  be  given? 
When  and  how  much?  What  local  treat- 
ment should  be  employed?  What  should 
be  done  with  the  animal?  Is  the  antirabies 
treatment  without  danger?  How  long  does 
it  take  the  disease  to  develop?  Is  there 
any  cure  for  the  disease  once  it  has  de- 
veloped? Will  antirabies  serum  always 
prevent  rabies? 

The  answers  to  all  these  questions  may 
be  familiar  to  you,  but  I find  it  extremely 
helpful  to  refresh  my  mind  concerning  them 
and  to  bring  myself  up  to  date  in  regard 
to  the  subject. 

Instead  of  answering  the  questions  in 
the  order  given,  I wish  to  discuss  the  pe- 
riod of  incubation  because  there  is  a very 
prevalent  belief  that  it  is  much  longer  than 
is  actually  the  case.  It  is  well  known  that 
the  period  of  incubation  is  much  shorter 
in  children  than  in  adults  and  that  the  lo- 
cation and  character  of  the  wounds  play 
an  exceedingly  important  role  in  the  time 
it  takes  the  disease  to  develop.  Lesions  on 

*Read  before  the  Tennessee  State  Medical  Asso- 
ciation, Nashville,  April  11,  12,  13,  1944. 


the  face,  lips,  head,  and  hands,  and  where 
there  are  marked  lacerations,  show  a much 
shorter  incubation  period  than  where  the 
wounds  are  inflicted  through  clothing. 
Puncture  wounds  are  the  most  serious.  The 
type  of  animal  conveying  the  disease  also 
plays  a role.  The  bites  of  the  wolf  and 
cat  are  said  to  be  more  serious  than  those 
of  a dog. 

The  average  period  of  incubation  is  gen- 
erally stated  to  be  from  six  weeks  to  two 
months,  but  there  are  numerous  reports 
of  cases  in  which  the  incubation  has  been 
a week  or  ten  days.  In  a recent  article 
the  period  of  incubation  for  man  has  been 
given  as  ten  days  to  several  years,  with  an 
average  of  fifty  to  sixty  days. 

Against  this  there  is  a recent  report 
from  Washington  University,1  St.  Louis,  of 
thirteen  cases  which  were  bitten  by  the 
same  dog  and  were  given  prompt  local 
treatment  and  institution  of  the  Pasteur 
treatment.  Of  these  two  died,  one  on  the 
eighteenth  day  after  exposure  and  after 
twelve  injections,  and  the  other  was  given 
eleven  injections  and  failed  to  return  for 
the  twelfth  and  was  found  dead  on  the 
twenty-second  day  after  exposure.  A third 
who  refused  treatment  died  on  the  twenty- 
third  day  after  exposure.  All  three  who 
died  received  injuries  to  face  and  head.  The 
remaining  ten  patients  did  not  develop 
symptoms. 

This  report  as  well  as  hundreds  of  others 
is  evidence  of  the  fact  that  once  the  dis- 
ease develops  it  is  invariably  fatal.  It  also 
answers  the  question,  “Is  antirabies  vac- 
cine always  successful?”  It  also  presents 
strong  evidence  in  favor  of  giving  the 
treatment  and  giving  it  promptly.  The 
method  employed,  whether  it  consists  of 
twelve,  fourteen,  or  twenty-one  injections, 
makes  very  little  difference,  but  the  more 
extensive  the  injury  the  greater  amount  of 
vaccine  should  be  used. 

According  to  different  investigators,  per- 
sons bitten  by  rabid  animals  and  who  do 
not  receive  treatment  develop  rabies  in  fif- 
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teen  per  cent  of  the  cases  for  dogs  and 
forty  to  eighty  per  cent  for  wolves.  The 
results  of  the  use  of  vaccine  contained  in 
a report  from  the  Health  Organization  of 
the  League  of  Nations2  show  that  of  524,- 
258  persons  receiving  treatment  2,076  died 
of  rabies. 

In  spite  of  the  fact  that  the  age  of  the 
patient,  location,  and  extent  of  injury  de- 
termine our  method  of  procedure,  it  is  ad- 
visable to  have  some  sort  of  general  pro- 
cedure to  follow  in  case  we  are  called  upon 
to  treat  a patient  bitten  by  an  animal  sup- 
posed to  be  rabid. 

Local  treatment  should  consist  of  medic- 
inal cleansing  of  the  wound.  Simple  abra- 
sions and  scratches  should  be  cleansed  with 
soap  and  water,  iodine  and  alcohol,  or  with 
bichloride.  Cauterization  is  ineffective  un- 
less used  within  an  hour  after  injury,  and 
then  it  destroys  only  the  virus  remaining 
on  the  surface.  The  use  of  actual  cautery 
does  not  lessen  the  mortality,  but  is  thought 
to  prolong  the  incubation  period,  and  for 
this  reason  is  considered  to  be  of  value. 
Pure  phenol  destroys  virus  rapidly  and 
when  applied  with  an  applicator  and  fol- 
lowed by  large  amounts  of  ninety-five  per 
cent  alcohol,  it  is  of  considerable  value. 
If  the  wound  is  over  twenty-four  hours 
old,  it  should  be  treated  just  as  any  other 
wound. 

Regarding  the  use  of  vaccine,  the  fol- 
lowing schedule'*  is  the  one  generally  used 
throughout  Europe  and  Russia,  where  the 
disease  has  been  most  prevalent. 

A.  The  vaccine  should  be  given: 

1.  If  the  animal  dies  within  ten  days. 

2.  If  it  is  killed  within  ten  days. 

3.  If  it  disappears  within  ten  days. 

4.  If  it  is  a stray  or  unknown. 

B.  If  the  animal  is  living  and  can  be 

kept  under  observation,  vaccine 

should  be  given : 

1.  If  the  animal  develops  rabies  with- 
in ten  days. 

2.  If  it  is  suspected  of  rabies  and 
dies  of  any  other  condition  in  ten 
days. 

3.  If  it  becomes  ill.  but  does  not  die 
on  or  before  ten  days,  it  should 
be  observed  for  a longer  period  to 


make  sure  it  does  not  develop 
rabies. 

C.  If  the  animal  is  living  and  well  after 
ten  days,  the  vaccine  should  not  be 
given. 

U.  Because  of  the  extremely  short  pe- 
riod of  incubation  in  injury  of  the 
face,  lips,  head,  and  hands,  and  in 
deep  multiple  lacerations,  it  is  advis- 
able to  give  vaccine  immediately  and 
in  large  amounts.  The  injections  may 
be  discontinued  if  the  animal  remains 
well. 

E.  Consult  veterinarian. 

I have  tried  to  answer  all  the  questions 
except  one — that  is  concerning  the  danger 
of  treatments.  It  has  been  variously  esti- 
mated that  one  in  5,000  or  three  in  10,000 
patients  receiving  treatment  developed 
some  sort  of  paralysis  and  of  these  thirty 
to  thirty-five  per  cent  terminated  fatally. 
Many  observers  feel  that  the  complications 
are  much  moi'e  frequent  and  that  mild  ones 
are  unrecognized  or  unreported. 

Horack,4  in  a splendid  article  on  the  com- 
plications of  rabies  vaccine  treatment,  men- 
tions three  types  of  local  reactions  in  ad- 
dition to  the  paralytic  ones  and  cites  strong 
evidence  in  support  of  the  theory  that  there 
is  a definite  allergic  factor  to  be  consid- 
ered. The  local  reactions  should  serve  as 
notice  of  more  severe  complications.  His 
work  amply  justifies  the  employment  of 
skin  tests  for  sensitivity  to  the  vaccine 
before  starting  the  treatment  and  also  of 
sensitizing,  if  necessary.  He  outlines  sim- 
ple methods  for  both  procedures. 

Transient  and  partial  paralysis  of  the 
cranial  nerves,  especially  the  facial,  are 
thought  to  be  rather  frequent  as  is  also 
incontinence  and  retention  of  urine. 

The  commonest  fatal  type  of  paralysis 
is  one  that  strongly  resembles  encephalitis 
or,  more  properly  speaking,  an  encephalo- 
myelitis type  of  paralysis.  It  has  a rather 
sudden  onset  and  occurs  most  often  be- 
tween the  tenth  and  fifteenth  day  of  treat- 
ment. It  may  occur  earlier,  but  rarely 
ever  occurs  after  the  final  treatment.  The 
initial  symptoms  are  severe  headache,  pain 
in  joints,  high  fever,  facial  paralysis,  posi- 
tive Kernig,  opisthotonos,  exaggerated  re- 
flexes, positive  Babinski,  and  hyperesthe- 
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sia  of  spine.  The  spinal  fluid  is  slightly 
cloudy  and  at  times  under  pressure.  The 
globulin  is  increased  and  often  the  sugar 
content  is  increased  as  well.  There  is  an 
increased  cell  count  due  almost  entirely  to 
lymphocytes.  Delirium,  convulsions,  and 
coma  follow  shortly  after  the  onset  and 
prognosis  is  exceedingly  grave. 

The  commonest  form  of  paralysis,  ex- 
cept the  very  mild  ones,  is  one  which  re- 
sembles the  ascending  type  described  by 
Landry  and  characterized  by  paralysis  of 
all  the  muscles  below  the  neck,  with  both 
bladder  and  rectum  affected.  Sensory 
changes  varying  from  hyperesthesia  to  an- 
esthesia is  common  in  the  lower  extremi- 
ties. The  paralysis  is  of  a flaccid  type 
with  loss  of  reflexes,  but  very  little  atrophy. 
At  times  the  muscles  of  the  neck  are  in- 
volved and  also  the  muscles  of  respiration 
and  deglutition.  Aside  from  a slight  in- 
crease in  the  cells  of  the  spinal  fluid,  there 
are  not  any  changes. 

While  this  type  of  paralysis  does  not 
frequently  result  in  death,  it  leaves  the 
patient  permanently  paralyzed  in  the  ma- 
jority of  cases.  In  those  cases  in  which 
recovery  is  slow,  there  is  apt  to  be  con- 
siderable atrophy  of  the  affected  muscles. 
The  mild  cases  which  involve  single  mus- 
cles, or  even  groups  of  muscles,  usually 
completely  recover.  Occasionally  hemian- 
opsia and  disturbances  of  hearing  are  com- 
plications, which  usually  clear  up  in  time. 

Men  are  more  prone  to  have  complica- 
tions than  women  in  the  ratio  of  four  to 
one  or  five  to  one,  and  most  of  those  in- 
volved show  an  age  incidence  of  twenty 
to  forty.  Complications  are  rare  in  chil- 
dren. 

The  patient  I wish  to  present  is  typical 
of  the  ascending  or  Landry  type  of  paral- 
ysis except  that  the  sphincters  were  not  in- 
volved. He  states  that  following  the  second 
injection  he  “felt  hot  all  over,”  but  not  any 
other  symptoms  until  after  the  last  injec- 
tion when  he  noticed  some  difficulty  in 
walking.  When  I saw  him  first,  he  was 
able  to  walk  into  my  office  with  a little 
help.  The  paralysis  was  rapidly  progress- 
ing and  within  three  days  he  was  unable 
to  move  his  hands  or  feet,  and  in  four  days 
the  arms  and  legs  could  not  be  moved,  nor 


could  he  raise  his  head.  There  was  some 
muscle  soreness  in  both  upper  and  lower 
extremities,  but  otherwise  no  sensory 
changes. 

He  was  admitted  to  Erlanger  Hospital 
for  study  and  care,  as  there  was  not  any 
known  treatment  for  the  condition.  Many 
articles  have  appealed  describing  the  Sis- 
ter Kenny'  treatment  in  polio,  and  as  this 
condition  strongly  resembles  polio  and  is 
also  due  to  a virus  disease,  we  attempted  in 
a feeble  way  to  carry  out  the  treatment  in 
so  far  as  the  hot  compresses  were  con- 
cerned. 

Much  has  been  written  in  the  past  few 
years  concerning  the  use  of  both  vitamins 
E and  B-l11  in  various  types  of  sclerosis  of 
the  cord  and  in  multiple  neuritis.  We  de- 
cided to  give  large  doses,  100  to  300  milli- 
grams thiamine  daily,  using  both  oral  and 
intravenous  route.  Wheat  germ  oil  was 
given  orally  for  the  first  three  weeks. 

For  about  three  weeks  it  looked  as  if  we 
were  fighting  a losing  battle.  Finally,  he 
began  to  be  able  to  detect  a little  move- 
ment in  the  big  toe  on  the  right  and  then 
the  muscles  of  his  neck  became  stronger, 
then  the  muscles  of  his  back,  and  after 
eight  or  nine  weeks  he  was  able  to  sit  alone. 
He  was  then  sent  to  a place  in  Mississippi 
similar  to  Warm  Springs,  Georgia,  where 
he  was  given  daily  hydrotherapy  treat- 
ment, massages,  etc.,  for  about  two  months. 
His  progress  has  been  slow,  but  steady.  He 
can  now  walk  without  crutches  and  can 
hold  light  things  in  his  hands.  At  present 
he  is  taking  thirty  milligrams  thiamine 
daily  and  swimming  three  to  four  times 
a week.  In  the  past  month  he  has  been 
able  to  take  a light  job.  He  has  never  lost 
courage  and  has  been  most  cheerful  and 
cooperative.  Whether  or  not  this  man  was 
helped  by  the  use  of  thiamine  and  wheat 
germ  or  the  Kenny  method,  or  both,  I 
am  unable  to  state.  Perhaps  he  is  one  of 
the  group  who  would  have  gotten  well 
eventually,  regardless  of  what  was  done, 
even  though  he  was  getting  steadily  worse 
until  treatment  was  instituted. 

Various  investigators  differ  as  to  the 
type  of  vaccine  that  should  be  used  and 
the  way  in  which  it  should  be  given,  but 
they  are  all  in  agreement  “that  fear  of  a 
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possible  paralytic  accident  should  never 
prevent  the  physician  from  giving  the  vac- 
cine to  persons  actually  bitten  by  a rabid 
animal.” 

The  fact  that  fatal  reactions  and  more 
often  nonfatal  but  permanent  paralysis 
sometimes  follow  the  use  of  vaccine  should 
be  a warning  not  to  use  the  vaccine  un- 
necessarily in  those  cases  where  there  is 
no  evidence  of  rabies. 

When  paralysis  occurs  during  the  admin- 
istration of  the  vaccine,  it  should  be 
stopped  immediately. 
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DISCUSSION 

DR.  T.  V.  WOODRING  (Nashville):  I have 
greatly  enjoyed  Doctor  Thomas’  excellent  paper 
and  I think  it  unnecessary  to  discuss  the  epidemio- 
logical phases  of  rabies,  but  will  confine  my  dis- 
cussion to  the  treatment  with  vaccine  and  those 
reactions  which  sometime  arise  during  and  after 
the  treatment. 

Vaccine  Treatment. — Rabies  vaccine  of  one  type 
or  another  is  recommended  by  public  health  au- 
thorities throughout  the  world  for  the  treatment 
of  exposed  persons.  The  remarkably  low  mor- 
tality in  treated  persons  has  been  considered  ade- 
quate proof  for  its  use  despite  the  absence  of  sat- 
isfactory data  as  to  the  susceptibility  of  man  to 
rabies  and  the  effect  of  local  treatment  alone. 

There  are  a variety  of  vaccines  available  for 
the  treatment  of  persons  exposed  to  rabies.  There 
is  no  clear-cut  evidence  that  any  one  is  superior  in 
preventing  the  disease. 

Criteria  for  Treatment. — Several  factors  are  to 
be  considered  before  advising  rabies  vaccine  treat- 
ment for  persons  bitten  or  scratched  by  dogs,  cats, 


or  other  domestic  and  wild  animals.  First,  it  should 
be  ascertained  whether  there  has  been  any  rabies 
reported  in  areas  where  the  patient  had  resided 
during  the  previous  year;  next,  whether  the  animal 
was  apprehended  or  killed.  If  the  animal  was  cap- 
tured, it  should  be  turned  over  to  a veterinarian, 
and  he  should  be  consulted  as  to  whether  there  are 
any  clinical  signs  of  rabies.  If  the  animal  is  clini- 
cally normal,  it  should  be  quarantined  for  fourteen 
days.  The  attending  physician  should  be  notified 
immediately,  if  the  animal  subsequently  shows  clin- 
ical signs  of  rabies.  If  the  animal  was  killed  or  dies 
while  in  quarantine,  the  brain  should  be  sub- 
mitted to  a diagnostic  laboratory  for  microscopical 
examination.  When  the  laboratory  is  located  at 
some  distance,  the  animal  head  should  be  dis- 
patched in  a water-tight  container  packed  in  ice. 
Unfortunately,  persons  are  often  bitten  by  a stray 
dog  which  is  not  apprehended  or  which  has  been 
killed  immediately.  In  such  cases  an  attempt 
should  be  made  to  ascertain  the  behavior  of  the 
animal  before  the  person  was  bitten,  and  an  at- 
tempt should  be  made  to  locate  the  animal  if  it 
ran  away. 

The  vaccine  treatment  is  recommended  also  for 
persons  who  have  handled  animals  diagnosed  as 
rabid  by  clinical  or  laboratory  means,  and  when 
fresh  abrasions  of  the  skin  were  contaminated  by 
the  saliva  of  the  infected  animal. 

It  must  be  emphasized  that,  when  an  animal  is 
apprehended  after  attacking  a person  and  rabies 
is  suspected,  it  should  not  be  killed,  but  should  be 
confined  under  supervision  of  a veterinarian.  If 
the  animal  has  rabies,  usually  it  will  die  within 
two  or  three  days.  This  is  important,  as  the 
immediate  laboratory  diagnosis  of  rabies  depends 
on  the  demonstration  of  specific  inclusion  bodies  in 
the  brain  of  the  animal,  and  these  often  are  absent 
in  the  early  stages  of  the  disease. 

It  is  apparent  then  that  treatment  should  be 
begun,  if  the  biting  animal,  though  apparently  nor- 
mal at  the  time  of  biting,  later  develops  clinical 
signs  of  rabies  while  in  quarantine.  Treatment 
may  be  discontinued,  if  the  biting  dog,  held  in  quar- 
antine, remains  well  for  ten  days. 

Reactions  to  Rabies  Vaccine  Treatment. — The 
administration  of  repeated  injections  of  human 
rabies  vaccine  may  be  followed  by  a variety  of 
local  and  general  reactions.  All  of  these  mishaps 
are  probably  due  to  the  vaccine  either  to  its  viru- 
lent virus  content  or  to  its  content  of  brain  tissue. 

Acute  General  Reaction. — This  occurs  in  persons 
who  have  been  sensitized  previously  to  rabbit  brain 
protein.  It  is  characterized  by  syncope  or  general 
urticaria  or  angioneurotic  edema.  This  is  an  in- 
frequent complication  and  is  relieved  quickly  by 
adrenalin. 

Delayed  Local  Reaction. — This  is  characterized 
by  erythema  and  edema  about  the  site  of  vaccina- 
tion with  accompanying  pruritus,  pain,  and  tender- 
ness. The  wheal-like  skin  lesion  may  be  three  to 
five  centimeters  in  diameter.  There  may  be  slight 
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malaise  and  a slight  rise  in  the  body  temperature. 
This  reaction  is  most  likely  to  develop  on  the 
seventh  to  eighth  day  of  treatment  and  tends  to 
subside  despite  continued  treatment.  A second 
flare-up  may  occur  again  on  the  fifteenth  to  six- 
teenth day  of  treatment,  when  twenty-one  injec- 
tions are  being  given.  This  type  of  reaction  is 
quite  frequent  and  should  cause  no  alarm. 

Severe  Delayed  Reaction. — Here  the  delayed  lo- 
cal reaction  symptoms  are  accompanied  by  consti- 
tutional symptoms  such  as  headache,  fever,  nausea, 
lymphadenopathy,  and  general  malaise.  This  type 
of  reaction  should  warrant  careful  consideration 
before  continuing  treatment,  as  neuritic  and  para- 
lytic manifestations  are  prone  to  develop,  if  the 
treatment  is  continued.  An  acute  encephalitis  may 
develop  also.  The  severe  delayed  type  of  reaction 
is  relatively  uncommon.  It  is  not  apt  to  begin 
until  after  the  seventh  or  eighth  injection. 

Peripheral  Neuritis. — This  develops  most  often 
during  the  latter  part  of  the  treatment  course  and 
may  be  accompanied  by  fever.  The  symptoms  often 
are  referable  to  the  facial  nerve.  Neuritic  symp- 
toms involving  the  spine  and  lower  extremities  are 
next  in  frequency. 

Dorsal-Lumbar  Myelitis. — This  is  characterized 
by  fever  and  gradual  onset  of  weakness,  numb- 
ness, and  tingling  of  the  lower  extremities.  Pa- 
tients thus  affected  usually  recover.  Treatment 
should  be  discontinued,  if  not  already  completed. 
This  complication  may  occur  at  any  time  from 
the  tenth  injection  to  one  week  after  completion 
of  treatment. 

Paralysis  of  Landry's  Type. — This  symptom  com- 
plex usually  is  ushered  in  by  high  fever,  headache, 
nausea,  vomiting,  girdle  pains,  urinary  retention, 
and  ascending  paralysis  of  the  lower  extremities. 
It  may  come  on  after  five  to  ten  injections  or  any 
time  up  to  two  weeks  after  the  completion  of  treat- 
ment. The  paralysis  may  progress  to  involve  the 
bulbar  nuclei,  resulting  in  respiratory  and  cardiac 
arrest.  Recovery  may  be  rapid  or  gradual  over  a 
period  of  months.  In  rare  instances  there  is  per- 
manent disability.  The  mortality  rate  appears  to 
be  about  thirty  per  cent. 

McKendrick,  in  his  eighth  analytical  review  of 
reports  from  Pasteur  Institutes  on  the  results  of 
antirabic  treatment,  listed  112  paralytic  accidents 
with  thirty-eight  deaths  from  a series  of  703,980 
treatments.  From  reports  of  rabies  treatment 
reactions  in  the  United  States,  it  appears  that 
about  one  in  3,000  persons  treated  will  develop 
treatment  paralysis.  Treatment  reactions  are 
more  common  in  persons  who  have  had  previous 
courses  of  treatment. 

I would  recommend  the  Semple  vaccine  for  treat- 
ment of  persons  exposed  to  rabies.  Fourteen  daily 
injections  of  two  cubic  centimeters  of  this  vaccine 
are  to  be  given  beginning  as  soon  as  possible  after 
exposure.  The  scheme  of  treatment  for  children 
is  the  same  as  that  for  adults.  The  vaccine  should 
be  given  subcutaneously  in  the  abdominal  area, 
using  a different  site  for  each  injection.  It  should 


be  made  certain  that  the  needle  is  not  introduced 
into  a vein.  Adrenalin  should  always  be  at  hand 
to  ti’eat  an  acute  reaction  if  that  appears.  There 
is  no  evidence  to  support  the  use  of  a more  in- 
tensive scheme  of  treatment  for  persons  severely 
bitten.  During  the  course  of  treatment  the  pa- 
tient should  be  permitted  to  lead  a normal  life. 

The  occurrence  of  local  reaction  to  the  injection 
of  vaccine  does  not  contraindicate  the  continuation 
of  the  treatment,  but  the  development  of  general 
symptoms,  either  acute  or  delayed,  especially  neu- 
rological manifestations,  warrant  prompt  discon- 
tinuation of  the  treatment. 

It  must  be  noted  that,  as  a rule,  the  patients  ex- 
hibit no  discomfort  of  any  kind  from  the  treatment, 
and  severe  reactions  are  rarely  encountered.  Pa- 
tients receiving  a second  course  of  treatment 
should  be  watched  carefully,  as  most  of  the  sevei'e 
reactions  occur  in  such  cases. 

DR.  S.  L.  WADLEY  (Memphis) : Doctor  Thomas 
has  presented  a very  timely  and  interesting  sub- 
ject. He  has  very  ably  discussed  the  indications 
for  treatment  with  the  exceptions  of  the  handling 
of  those  cases  who  are  not  actually  bitten  and 
those  cases  who  have  drunk  milk  from  rabid  cows. 
To  a health  officer  the  latter  is  the  most  annoying- 
type  of  patients  to  handle.  If  a person  is  bitten, 
a decision  to  treat  is  arrived  at  promptly,  but  it 
often  takes  half  an  hour  or  so  to  dissuade  an  ap- 
prehensive patient  from  taking  treatments.  Usu- 
ally a patient  who  has  handled  a rabid  dog,  but 
who  is  not  bitten,  if  refused  treatment  by  one 
physician  will  consult  all  the  physicians  of  his 
acquaintance,  and  if  one  of  the  number  says  he 
should  receive  treatment  that  physician’s  advice  is 
usually  followed.  From  a long  experience  of  han- 
dling rabies  cases,  I have  as  yet  never  had  a rabies 
death  in  which  there  was  not  a history  of  the  pa- 
tient being  actually  bitten.  The  number  of  persons 
dying  from  rabies  in  the  United  States  annually 
is  about  thirty-five  to  fifty,  although  the  Depart- 
ment of  Agriculture  shows  an  annual  incidence  of 
approximately  12,000  proven  cases  of  rabies  among 
animals,  principally  among  dogs.  The  actual  num- 
ber of  rabid  animals  is  probably  several  times  this 
number.  Has  anyone  ever  heard  of  a dairyman 
having  a cow  die  of  rabies  advising  his  customers 
to  take  rabies  shots?  There  are  probably  thou- 
sands of  persons  in  the  United  States  who  at  one 
time  or  another  unknowingly  drank  the  milk  of  a 
rabid  cow.  Thousands  of  persons  each  year  prob- 
ably pet  and  are  licked  on  the  hands  by  a rabid 
dog  during  the  invasive  stage  of  animal  rabies 
and  subsequently  never  hear  of  the  animal  dying 
of  rabies  and  nothing  happens  to  them.  I am 
reciting  these  facts  to  show  that  the  physician  is 
often  coerced  into  giving  treatment  against  his  bet- 
ter judgment.  It  is  a fact  that  more  people  who 
are  not  bitten  take  treatment  than  those  who  are 
actually  bitten.  The  danger  of  contracting  rabies 
is  proportional  to  the  depth  of  the  bite  and  the 
site  of  the  bite,  being  greatest  for  face  bites  and 
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least  for  superficial  bites,  especially  through  cloth- 
ing, and  being  almost  nil  for  those  cases  merely 
getting  saliva  on  the  skin.  To  the  latter  type  of 
cases  the  danger  of  getting  vaccine  paralysis 
should  be  explained  that  it  is  almost  as  likely  to 
occur  as  rabies  infection. 

There  are  a good  many  types  of  rabies  vaccine 
on  the  market.  Some  of  these  consist  of  a two  cubic 
centimeter  dose,  one  cubic  centimeter  dose,  and  a 
five-tenths  cubic  centimeter  dose.  They  all  contain 
the  same  amount  of  antigen,  the  difference  being 
in  the  per  cent  of  brain  tissue.  I prefer  the  five- 
tenths  cubic  centimeter  dose  because  the  small 
amount  injected  does  not  cause  distension  and  pain, 
especially  in  children.  The  price  of  rabies  vaccine 
has  declined  to  a very  reasonable  figure,  so  it  is  my 
suggestion  that  only  the  products  of  well-known 
biological  houses  be  used.  The  preparation  of 
vaccine  is  hazardous  to  the  laboratory  worker  pro- 
ducing it  and  requires  the  highest  type  of  super- 
vision; therefore,  it  should  be  entrusted  to  only  the 
highest  type  of  laboratory  personnel.  The  large 
commercial  manufacturers  are  usually  the  only 
ones  that  are  adequately  prepared  to  produce  vac- 
cine under  good  supervision  and  control  tests. 
Some  years  ago  I was  using  a product  put  out 
by  a private  laboratory  and  I got  sterile  abscesses 
in  at  least  ten  patients  during  one  summer.  On 
switching  to  a commercial  house  for  my  vaccine,  I 
have  not  had  an  abscess  in  the  past  ten  years. 

As  Doctor  Thomas  has  stated,  paralysis  develops 
in  about  one  in  3,300  cases  treated.  I estimate 
that  I have  treated  about  that  number  of  patients 
since  my  connection  with  the  Health  Department. 
Fortunately,  I have  never  had  a case  of  paralysis, 
but  would  like  to  report  the  following  cases  of  mild 
encephalitis  occurring  during  the  same  week  in 
two  patients  receiving  rabies  vaccine. 

A.  J.,  female,  colored,  eleven,  was  bitten  slightly 
on  the  buttocks  by  a rabid  dog  January  17,  1942. 
Antirabic  treatment  was  commenced  January  21, 
1942,  and  discontinued  on  February  2,  1942,  after 
administration  of  eleven  doses  because  of  menin- 
geal symptoms.  This  patient  was  admitted  to  Iso- 
lation Hospital.  On  February  3 her  spinal  fluid 
showed  an  increased  pressure,  clear  fluid  with  a 
cell  count  of  210  cells  with  100  per  cent  lympho- 
cytes. She  was  discharged  from  the  hospital  Feb- 
ruary 13  with  a perfect  recovery. 

L.  W.,  male,  white,  twelve,  was  bitten  on  Jan- 
uary 23,  1942,  on  the  ankle  by  a stray  dog  in  one 
of  the  public  parks.  The  dog  was  never  located. 


This  patient  began  antirabic  treatments  January 
27,  1942,  or  six  days  after  the  above  case.  His 
treatments  were  discontinued  February  7,  1942, 
after  receiving  eleven  doses.  His  mother  called 
me  and  said  that  he  was  ill  and  that  she  had  a pri- 
vate physician  to  see  him  who  said  that  he  had  an 
abscess  in  the  site  of  one  of  his  injections.  I 
visited  his  home  and  found  that  he  did  not  have 
an  abscess,  but  an  induration.  But,  in  addition,  he 
was  mildly  lethargic  and  showed  signs  of  meningeal 
irritation.  A pediatrician  was  called  and  made  a 
diagnosis  of  encephalitis  due  to  antirabic  vaccine. 
This  patient  recovered  in  a short  while. 

In  the  office  I am  usually  treating  a number 
of  dog  bite  cases  at  all  times.  As  all  doses  of 
Semple  vaccine  are  the  same,  I do  not  open  a new 
package  for  each  case,  but  continue  to  use  up  the 
package,  then  open  a new  package.  So  these  two 
cases  were  getting  vaccine  out  of  the  same  package 
or  packages,  and  it  struck  me  as  significant  that 
in  my  treatment  of  several  thousand  cases  this 
incident  occurred  during  the  same  week.  I think 
it  gives  weight  to  the  theory  that  there  is  probably 
a secondary  virus  in  some  rabbits  that  is  not  com- 
pletely inactivated  by  the  phenol.  I do  not  think 
these  cases  are  due  to  any  unusual  susceptibility 
of  the  patient  to  nerve  tissue  because  I frequently 
give  the  same  dosage  of  rabies  vaccine  to  a two- 
year-old  child  as  I do  to  an  adult  and  I have  never 
had  a serious  complication  to  occur  in  a small  child. 

DR.  CHARLES  ROBERTS  THOMAS  (closing): 
I appreciate  very  much  this  discussion.  In  answer 
to  Doctor  Woodring’s  question  about  the  vaccine 
given  from  the  same  bottle,  in  which  two  of  his  pa- 
tients were  involved,  in  this  case  that  I have  this 
man  and  his  wife  and  one  son  were  given  treat- 
ment out  of  the  same  bottle;  neither  the  son  nor 
the  wife  showed  any  manifestations. 

I reported  this  case  largely  to  see  if  I could  find 
anyone  who  had  had  any  experience  with  such 
treatment  as  the  Sister  Kenny  or  concentrated 
vitamin  B or  vitamin  E treatment  in  this  type  of 
paralysis.  To  me  it  is  an  exceedingly  interesting 
thing,  because,  as  you  all  know,  Landry’s  paralysis 
has  been,  without  exception,  regardless  of  its  caus- 
ative agent,  one  of  the  most  hopeless  things  in 
the  world  to  treat,  and  if  I have,  through  ignorance 
or  fright  or  what  not,  stumbled  onto  some  method 
that  might  be  helpful  in  this  line  of  cases,  I shall 
be  very  happy. 


Ask  your  county  secretary,  or  write  us,  for  the  editorial  which  appeared 
in  the  Journal  of  the  American  Medical  Association  on  June  2,  discussing 
the  Wagner-Murray-Dingell  Bill. 
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SINUSITIS  AS  A CAUSE  OF  CHRONIC  COUGH  IN  CHILDREN* 

J.  R.  BOWMAN,  M.D.,  Johnson  City 


One  of  the  most  distressing  symptoms 
in  pediatric  practice,  both  to  parents  and 
physician  alike,  is  a chronic  cough.  Not 
infrequently  a child  is  .seen  who  gives  a 
history  of  having  had  a cough  for  a period 
of  months,  perhaps  subsiding  for  a time 
only  to  recur  and  persist  in  spite  of  many 
medications  and  treatments.  The  cough 
is  described  as  “tight”  and  rasping  or  loose 
and  productive,  depending  upon  the  de- 
gree of  bronchial  irritation  and  secretion. 
Usually  there  is  a definite  seasonal  varia- 
tion, most  chronic  coughs  being  more  prev- 
alent and  severe  during  the  winter  months. 
Infection  of  the  paranasal  sinuses,  though 
commonly  overlooked,  frequently  causes 
chronic  coughs  in  children  and  the  syn- 
drome is  known  as  sinobronchitis. 

Development  of  Sinuses 

The  sinuses  may  be  infected  in  all  stages 
of  their  development,  even  during  the  new- 
born period.  Thus  it  is  evident  the  para- 
nasal sinuses  have  some  clinical  significance 
at  birth  on  an  anatomic  basis.  As  the  child 
grows  older  this  clinical  significance  in- 
creases greatly.  Except  in  rare  instances 
the  ethmoid  and  maxillary  sinuses  are 
present  at  birth.  The  sphenoid  sinuses 
appear  at  about  three  years  of  age  and  the 
frontal  sinuses  usually  are  developed  at 
five  years  of  age.  In  general,  then,  it  may 
be  said  the  ethmoid  and  maxillary  sinuses 
are  most  commonly  infected  in  infants  and 
children ; next  in  importance  are  the  sphe- 
noids ; and  of  least  significance  the  frontal 
sinuses,  which  are  not  likely  to  be  infected 
in  a child  eight  years  of  age  or  younger. 

Etiology  of  Sinus  Disease 

Why  do  sinuses  become  infected?  There 
are  many  etiological  and  contributing  fac- 
tors : 

1.  Linton  has  shown  that  virulent  or- 
ganisms sprayed  into  the  nose  of  guinea 
pigs  and  rabbits  always  produce  sinusitis 
regardless  of  the  condition  of  the  animal. 
In  an  analogous  manner  children  who  come 
in  contact  with  virulent  organisms,  for  ex- 

*Read before  the  Tennessee  State  Medical  As- 
sociation, Nashville,  April  11,  12,  13,  1944. 


ample,  streptococcus  scarlatinae,  likely  will 
develop  acute  sinus  disease. 

2.  It  has  been  proven  conclusively  that 
stasis  of  nasal  secretions  causes  infection. 
The  common  cold  with  nasal  blockage,  al- 
lergic rhinitis  with  edema  of  the  nasal 
membrane  and  nephrosis,  all  alike,  predis- 
pose to  sinus  infection.  Likewise,  anatom- 
ical irregularities  in  the  nose,  as  deviated 
septa,  exostoses,  polyps,  hypertrophic  ton- 
sils, and  adenoids  produce  stasis  and  in- 
fection. In  younger  children  the  propensity 
for  stuffing  foreign  objects  in  the  nose 
must  not  be  forgotten. 

3.  Nutritional  disturbances  predispose 
to  sinus  infection.  Purulent  sinusitis  has 
been  produced  in  white  rats  by  a deficiency 
of  vitamin  A.  Hetler  has  shown  that  defi- 
nite pathological  changes  occur  in  the  si- 
nuses of  monkeys  when  there  are  symptoms 
of  avitaminosis  A.  Improper  amounts  of 
other  essential  constituents  of  the  diet,  as 
meats  and  minerals,  cause  lowered  resist- 
ance to  infection  as  manifested  frequently 
in  nasal  sinusitis.  It  is  well  to  note  the 
nutritional  status  of  any  chronically  ill 
child. 

4.  There  is  an  allergic  sinusitis  due  to 
allergens  inhaled  or  imbibed. 

5.  The  most  important  etiological  factor 
in  nasal  sinusitis  is  infection  of  the  neigh- 
boring lymphoid  tissue.  Diseased  tonsils 
and  adenoids  and  lymphoid  nodules  of  the 
nasopharynx  act  as  foci  of  infection  from 
which  bacteria  spread  by  the  subepithelial 
route  to  the  sinuses. 

Pathology  of  Sinobronchitis 

From  a pathological  aspect  sinusitis 
varies  with  the  etiological  agent.  In  al- 
lergic sinusitis  the  change  is  one  of  edema. 
The  nasal  membrane  is  swollen  and  pale. 
In  chronic  cases  polyposis  usually  is  ob- 
served. The  nasal  discharge  is  watery  or 
mucoid  and  is  alkaline  in  reaction.  Cyto- 
logical  studies  of  nasal  smears  show  a large 
percentage  of  eosinophiles.  In  infectious 
sinusitis  there  is  keratinization  and  hyper- 
plasia of  the  epithelium  with  superficial 
and  ulceration  of  the  mucous  membrane. 
In  the  chronic  state,  fibrosis  and  scarring 
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of  the  membrane  result  and  the  underlying 
periosteum  and  bone  are  involved  in  vary- 
ing degrees.  The  nasal  discharge  is  puru- 
lent and  acid  and  a cytological  study  reveals 
an  abundance  of  polymorphonuclear  neu- 
trophiles.  Often  allergic  and  infectious  si- 
nusitis coexist  and  in  such  instances  the 
nasal  smears  show  both  an  abundance  of 
eosinophiles  and  polymorphonuclear  cells. 
In  all  recurrent  and  chronic  nasal  upsets, 
cytological  studies  of  the  nasal  discharge 
are  indicated. 

Cultures  of  pus  from  infected  sinuses 
show  the  common  pathogens : streptococci, 
staphylococci,  and  pneumococci. 

Infected  sinuses  contaminate  the  bron- 
chial tree  and  produce  bronchitis  by  three 
possible  routes:  (1)  by  postural  drainage 
through  the  pharynx,  larynx,  and  trachea ; 
(2)  by  direct  extension  because  of  the  con- 
tinuity of  membrane  surfaces;  (3)  and  by 
the  mediastinal  lymphatics.  These  routes 
at  times  are  reversible. 

Symptoms  and  Signs 

The  symptoms  and  signs  of  sinobron- 
chitis are  legion.  Infants  and  children 
suffering  with  allergic  sinusitis  sneeze, 
have  a nasal  discharge  and  nasal  blockage, 
and  often  a chronic  cough.  They  suffer 
repeated  colds.  On  examination  one  sees 
a pale,  swollen  mucous  membrane  with 
nasal  obstruction,  a watery  or  mucoid  dis- 
charge and  a pale  pharynx.  In  chronic 
allergic  sinusitis  nasal  polyposis  is  found 
rather  frequently.  The  lung  fields  may  or 
may  not  be  clear,  depending  upon  the  pres- 
ence or  absence  of  bronchial  spasm  and 
secretion.  Roentgenograms  usually  show 
increased  bronchial  markings. 

A child  who  has  infectious  sinusitis 
usually  appears  undernourished,  tired,  pale; 
has  dark  circles  beneath  the  eyes;  com- 
plains of  frequent  headaches  and  eats  poor- 
ly. He  has  frequent  colds  or  long  standing 
nasal  infections,  nasal  discharge  and  ob- 
struction, attacks  of  sore  throat  and  otitis 
media,  exhibits  chronic  cervical  adenopa- 
thy, usually  runs  a low  grade  fever  and 
has  a chronic  productive  or  nonproductive 
cough.  On  physical  examination  the  nasal 
mucous  membrane  is  red  and  swollen,  and 
there  is  a purulent  discharge.  The  pharynx 


is  inflamed,  the  lateral  pharyngeal  bands 
are  red  and  lymphatic  nodules  are  present 
in  the  nasopharynx.  A purulent  postnasal 
drip  is  seen  frequently  and  is  strong  pre- 
sumptive evidence  of  sinus  disease.  Both 
the  anterior  and  posterior  groups  of  cervi- 
cal glands  are  found  enlarged.  Chest 
examination  reveals  signs  of  bronchitis. 
Roentgenograms  show  increased  bronchial 
markings  and  occasionally  enlarged  hilar 
shadows.  Patients  having  such  symptoms 
usually  are  treated  for  diseased  tonsils  and 
adenoids  or  pulmonary  disease  and  removal 
of  the  former  and  treatment  of  the  latter 
fail  to  effect  cures.  Recurrence  of  adenoid 
tissue  after  removal  is  good  evidence  of 
sinus  disease. 

Diagnosis 


The  diagnosis  usually  is  made  by  recogni- 
tion of  the  characteristic  symptoms,  exam- 
ination of  the  nose  and  throat,  by  trans- 
illumination, although  the  unerupted  teeth 
make  this  procedure  less  reliable  than  in 
adults ; and  finally  by  X-ray  studies  of  the 
sinuses  and  examination  of  the  sinus  con- 
tents. 

X-ray  pictures  of  the  sinuses  are  essen- 
tial, for  they  indicate  development  and  size 
of  the  sinus  in  question.  Opacity  or  blur- 
ring of  a sinus  does  not  necessarily  in- 
dicate infection,  as  allergy  or  edema  casts 
a similar  shadow.  If  need  be,  the  final 
diagnosis  rests  upon  both  cytological  and 
bacteriological  studies  of  the  sinus  contents 
as  obtained  by  sinus  lavage. 


Prognosis 

The  prognosis  of  sinus  disease  depends 
upon  the  causative  factor,  the  physical 
status  of  the  host  and  his  environment.  In 
allergic  sinusitis  the  outlook  is  good  pro- 
vided the  offending  allergen  can  be  ex- 
cluded. In  acute  infectious  sinusitis  the 
prognosis  is  good.  Occasionally  virulent 
infections,  as  those  complicating  scarlet 
fever,  prove  refractory  to  treatment  be- 
cause of  the  development  of  osteitis. 
Chronic  purulent  sinus  disease  in  a child 
is  amenable  to  treatment  and  the  course 
usually  is  not  so  prolonged  as  in  the  adult. 

Treatment 

1.  Prevention. — The  first  stage  in  the 
treatment  of  infection  of  the  sinuses  is 
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prevention.  Sinus  disease  usually  begins 
in  infancy  or  early  childhood.  Stagnation 
and  blockage  of  sinus  drainage  must  be 
avoided  in  allergic  rhinitis,  nephrosis,  the 
common  cold,  and  in  all  infections  where 
there  is  swelling  and  congestion  of  the 
nose.  The  judicious  use  of  vasoconstrictors 
in  these  infections  will  promote  adequate 
drainage  and  prevent  stasis.  Similarly 
the  correction  of  nasal  deformities,  removal 
of  polyps  will  prevent  stasis.  The  removal 
of  infected  tonsils  and  adenoids  not  only 
eliminates  foci  of  infection,  but  promotes 
drainage,  especially  in  those  cases  where 
hypertrophy  is  marked.  When  possible, 
lymphoid  nodules  in  the  nasopharynx 
should  be  treated  and  eliminated.  Infants 
and  children  should  be  isolated  from  viru- 
lent infections  of  the  upper  respiratory 
tract,  as  scarlet  fever,  septic  sore  throats, 
pneumonia  and  the  like,  since  it  is  possible 
for  virulent  pathogens  to  produce  sinus 
disease  even  in  normal  individuals. 

Malnourished  children  with  sedentary 
habits  are  more  likely  to  develop  sinus 
disease.  A proper  diet  is  most  important 
in  the  prevention  and  treatment  of  sinus- 
itis, particularly  the  chronic  form. 

2.  Active  Treatment  of  Acute  Purulent 
Sinusitis. — The  active  treatment  of  acute 
purulent  sinusitis  is  conservative.  A nasal 
smear  is  studied  to  detect  the  presence  of 
an  allergic  factor.  If  the  case  is  purely 
an  allergic  one,  it  may  be  cured  by  proper 
allergic  treatment.  When  the  patient  has 
fever,  he  should  be  put  to  bed.  Several  times 
daily  the  nasal  membrane  is  shrunk  with 
vasoconstrictors.  Ephedrin  in  physiological 
saline  seems  to  meet  all  requirements  for 
this  purpose.  It  may  be  necessary  to  as- 
pirate the  nostrils  of  infants.  Where  swell- 
ing and  pain  persist,  local  heat,  as  a hot- 
water  bottle  or  infrared  lamp,  affords  relief. 
The  sulfonamides  are  indicated  in  all  severe 
cases  of  purulent  sinusitis. 

In  the  event  empyema  of  the  sinus  de- 
velops and  fails  to  respond  to  conservative 
treatment  after  a reasonable  time,  surgical 
treatment  is  indicated.  Surgical  interfer- 
ence is  indicated  in  all  cases  with  severe 
complications,  conservative  measures  hav- 
ing failed,  as  acute  postinfectious  nephritis, 
septic  arthritis,  persistent  diarrhea,  vomit- 


ing, and  loss  of  weight.  It  is  to  be  re- 
membered, however,  that  too  early  surgical 
treatment  may  make  the  condition  worse 
rather  than  better. 

3.  Treatment  of  Chronic  Purulent  Sinus- 
itis.— The  treatment  of  chronic  purulent 
sinusitis  is  conservative.  Surgery  is  re- 
sorted to  only  to  correct  deformities,  re- 
move infected  tonsils  and  adenoids  and 
polyps.  The  sinus,  per  se,  is  not  attacked 
surgically  until  all  conservative  therapeutic 
measures  have  been  exhausted. 

In  general  certain  things  must  be  done 
to  effect  the  cure  of  chronic  sinus  disease : 

Infected  tonsils  and  adenoids  should  be 
removed. 

If  there  is  an  allergic  factor,  it  must 
be  eliminated. 

Any  condition  blocking  the  sinus  ought 
to  be  corrected. 

Natural  drainage  must  be  present  if 
chronic  sinusitis  is  to  be  cured. 

Nasal  treatments  are  usually  avoided 
except  during  acute  exacerbations.  Over- 
usage of  vasoconstrictors  is  to  be  discour- 
aged. 

The  patient’s  living  habits  may  need  re- 
arranging so  that  he  gets  adequate  rest 
and  sleep,  plenty  of  sunshine,  fresh  air,  and 
exercise.  Refractory  cases  may  be  helped 
by  removal  to  a more  salubrious  climate. 

All  systemic  conditions  which  have  a 
deleterious  effect  on  the  patient’s  general 
health  should  be  corrected  when  possible. 
This  applies  particularly  to  nutritional  dis- 
turbances. 

Surgical  procedures  are  reserved  for 
those  cases  with  severe  local . or  systemic 
complications  as  chronic  purulent  otitis 
media,  retrobulbar  neuritis  and  in  cases  of 
bronchiectasis,  arthritis,  and  heart  disease. 

At  the  present  time  a series  of  children 
with  chronic  coughs  who  have  purulent 
infections  involving  the  ethmoid  and  max- 
illary sinuses  are  being  treated  with  X-ray 
therapy.  In  all  these  cases  conservative 
measures,  as  local  medications,  the  sulfona- 
mides and  cough  mixtures,  have  failed.  In 
a series  of  twenty-five  cases  of  purely  in- 
fectious sinusitis,  allergic  sinusitis  being 
excluded,  about  ninety  per  cent  of  the  pa- 
tients have  been  cured  of  their  nasal  symp- 
toms and  coughs;  another  five  per  cent  have 
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been  improved.  Follow-up  X-rays  and  ex- 
aminations in  the  cured  and  improved  cases 
have  shown  clearance  of  the  sinuses  and 
disappearance  of  the  thickened  membranes. 
The  lymphoid  hyperplasia  in  the  naso- 
pharynx has  subsided.  Generally,  these  pa- 
tients have  increased  appetites,  have  gained 
weight,  and  possess  more  energy.  Need- 
less to  say,  their  chronic  coughs  have  sub- 
sided. The  parents  are  enthusiastic  about 
such  a form  of  treatment  because  it  is 
painless  and  produces  results.  The  dosage 
is  so  small  that  damage  to  the  neighboring 
structures  is  unlikely  to  be  incurred.  The 
outline  of  the  treatment  is  as  follows: 

Anterior  face;  100  r with  eyes  covered 
with  lead ; factors  200  kilovolts,  25  milli- 
amperes,  one-half  copper  plus  one  alumi- 
num filter,  50  centimeters  distance ; HVL 
nine-tenths  milligram  copper.  Repeat  in 
forty-eight  hours.  Have  patient  return  in 
three  weeks  and  repeat  the  two  treatments 
if  necessary.  Have  patient  return  in  three 
weeks  and  if  symptoms  still  persist  treat 
each  lateral  portal,  allowing  forty-eight 
hours  between  treatments  and  include  the 
cervical  region,  using  same  dose  and  same 
factors.  Give  no  more  radiation. 

Fred  M.  Hodges  has  used  X-ray  treat- 
ment in  purulent  sinus  disease  where  con- 
servative measures  had  failed  for  a num- 
ber of  years.  He  noted  rapid  improvement 
and  follow-up  films  showed  clearing  of  the 
sinuses. 

X-ray  therapy  is  not  being  advocated  for 
all  cases  of  sinus  disease.  It  does  give  con- 
siderable relief  to  children  who  suffer 
chronic  sinobronchitis.  To  assure  complete 
and  lasting  relief  all  the  etiological  factors 
must  be  considered  and  eliminated  when 
possible. 
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DISCUSSION 

JOHN  M.  LEE,  M.D.  (Nashville):  If  Doctor 
Bowman’s  paper  does  nothing  more  than  remind 
us  that  sinusitis  may  be  the  cause  for  a chronic 
cough  in  children,  that  of  itself  justifies  the  effort 
and  time  devoted  to  it.  Some  of  us  too  often  forget 
that  children’s  sinuses  may  become  infected  and 
result  in  clinical  symptoms.  If  we  look  for  the 
same  signs  and  symptoms  of  this  condition  in  chil- 
dren that  it  produces  in  adults,  we  will  overlook 
many  cases  of  sinusitis,  especially  in  the  younger 
patients. 

As  pointed  out  by  Doctor  Bowman,  it  is  believed 
that  any  condition  that  obstructs  nasal  drainage 
favors  the  development  of  sinus  infection.  At  the 
same  time,  some  writers  tell  us  that  children  are 
less  prone  to  develop  chronic  sinusitis  than  are 
adults.  This  leads  to  the  conclusion  that  evidently 
the  ostia  of  the  sinuses  of  children  are  not  so  often 
completely  obstructed  as  are  those  of  adults,  and 
that  there  may  be  a more  or  less  continuous  dis- 
charge of  infectious  material  from  the  child’s  in- 
fected sinuses  into  the  nasopharyngeal  airway, 
resulting  in  infection  of  the  mucosa  of  the  pharynx, 
the  larynx,  and  the  bronchial  tree,  and  even  the 
lymphatic  glands  at  the  hilum  of  the  lung.  In- 
volvement of  any  of  these  structures  may  result 
in  a chronic  cough. 

It  is  rare  in  my  experience  that  I encounter  a 
child  under  school  age  that  shows  the  classical 
symptoms  of  headache,  fever,  and  pain  with  ten- 
derness over  the  infected  sinus  that  the  adult 
patient  presents.  More  often  he  shows  chiefly  a 
prolongation  of  the  signs  and  symptoms  of  the 
original  nasopharyngitis  and  a continuation  of  the 
cough.  It  is  the  cough  and  the  nasal  obstruction 
and  the  anorexia  that  annoy  the  child  most  and 
give  the  parent  the  most  concern. 

In  one  patient  the  cough  is  dry,  hacking,  and 
unproductive,  almost  continuous  or  spasmodic,  and 
usually  worse  when  the  child  is  lying  in  bed.  There 
is  usually  little  or  no  temperature,  no  signs  in 
the  chest,  but  the  pharynx  shows  more  or  less  red- 
ness and  often  hyperplasia  of  lymphoid  tissue. 
There  may  or  may  not  be  a postnasal  plug  of 
mucoid  material  visible. 

Another  child  will  show  the  same  physical  find- 
ings, but  gives  a history  of  only  an  occasional 
cough  while  up  and  about  during  the  day,  but  an 
hour  or  so  after  going  to  bed  he  is  awakened  by 
a phlegmy  cough  that  lasts  some  time  and  may 
be  spasmodic.  Finally  the  seizure  subsides  and  he 
is  awakened  by  one  or  two  more  bouts  of  the  same 
nature  later  in  the  night. 

In  those  cases  of  sinus  infection  that  become 
chronic,  or  recur  frequently,  in  which  the  infectious 
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material  is  more  or  less  continuously  draining 
from  the  sinus  and  aspirated  into  the  bronchial 
tree,  we  may  see  the  classical  picture  of  bron- 
chiectasis and  its  typical  bouts  of  severe  paroxysms 
of  coughing  productive  of  large  amounts  of  foul- 
smelling material. 

Another  trying  persistent  type  of  cough  is  ob- 
served in  those  children  subject  to  attacks  of 
asthmatic  bronchitis.  While  there  is  an  allergic 
condition  fundamental  here,  infected  sinuses  have 
been  proven  to  be  contributing  etiological  factors 
in  many  of  these  children. 

All  children  who  have  sinus  disease  do  not 
cough,  and  all  coughs  are  not  due  to  this  condi- 
tion, but  when  a child  presents  a history  of  a 
protracted  cough  it  is  our  duty  to  determine  if 
infected  sinuses  are  responsible,  and  if  so,  to  see 
that  proper  treatment  is  instituted. 

JAMES  C.  OVERALL,  M.D.  (Nashville):  I 
want  to  emphasize  only  a few  of  the  high  points 
that  I think  should  be  emphasized  in  Doctor  Bow- 
man’s excellent  paper.  I think,  just  as  Doctor 
Lee,  that  if  we  do  not  get  anything  more  out  of 
Doctor  Bowman’s  paper  than  to  have  all  of  us  go 
home  and  examine  our  patients  more  car-efully, 
Doctor  Bowman  will  have  done  an  excellent  job. 

I think  we  might  not  only  name  sinusitis  in 
children  as  a cause  of  chronic  cough,  but  also  as 
a cause  of  low-grade  temperature.  We  might 
also  group  with  these  recurrent  bronchitis  possible 
future  bronchiectasis,  and  chronic  or  recurrent 
otitis,  because  it  has  been  shown  that  the  majority 
of  chronic  or  recurrent  otitis  is  associated  with 
sinus  disease. 

As  far  as  the  cause  of  the  sinus  disease  is 
concerned,  there  is  only  one  point  that  I would 
like  to  emphasize,  and  that  is  the  question  of 
allergy.  I feel  that  so  many  of  these  sinus  dis- 
eases have  an  allergic  background,  not  that  that 
is  the  only  cause,  but  I think  that  is  one  of  the 
main  original  causes,  and  the  other  causes  are 
frequently  superimposed  on  it. 


From  a diagnostic  standpoint,  I think  if  you 
look  carefully  in  a child’s  nose  often  enough  you 
will  soon  learn  to  recognize  the  pale  boggy  allergic 
appearance,  and  after  doing  that  the  diagnosis 
ought  to  be  double  checked  with  a simple  nasal 
smear.  Since  Doctor  Bowman  did  not  go  into  any 
details  on  that,  it  seems  worth  while  mentioning 
that  in  making  the  nasal  smear  you  take  just  a 
simple,  clean,  sterile  cotton  applicator  or  swab 
and  swab  out  the  nose  deeply  enough  so  that  you 
can  get  some  of  the  secretion  up  high  in  the  nose; 
spread  this  thinly  on  an  ordinary  glass  slide  and 
stain  it  with  the  same  sort  of  stain  you  use  for 
your  blood  smear.  You  can  use  either  Giemsa’s 
or  Wright’s,  and  look  for  the  proportion  of  eosin- 
ophiles  to  ordinary  pus  cells.  Of  course,  if  the 
predominant  cells  are  eosinophiles,  naturally  that 
points  toward  an  allergic  rhinitis. 

The  question  of  X-ray,  both  diagnostic  and  ther- 
apeutic, has  to  be  considered  mainly  as  an  aid, 
and  is  not  to  be  classified  as  the  final  alpha  and 
omega  of  sinus  disease.  For  so  frequently,  as 
Doctor  Bowman  mentioned,  you  can  have  a boggy 
appearance  of  the  nose  and  apparently  a sinusitis 
which  will  subside  with  use  of  some  sort  of 
ephedrine  or  other  nose  drops.  Everybody,  in- 
cluding the  “Doc”  at  the  corner  drugstore,  passes 
out  advice  about  some  nose  drops  to  any  mother 
with  a child  or  anybody  who  asks  help.  There  is  no 
absolute  objection  to  nose  drops,  if  the  drops 
are  not  oily  and  are  nonirritating,  but  I think  their 
use  is  overemphasized,  particularly  if  they  are 
injudiciously  used  and  too  frequently  used.  Doc- 
tor Bowman  brought  this  out  in  his  paper,  and  I 
think  a word  of  warning  is  certainly  in  order 
because  you  might  cause  more  trouble  than  good. 

I wish  to  again  compliment  Doctor  Bowman  on 
bringing  up  such  an  important  subject,  and  if 
we  will  profit  by  the  lessons  he  brought  out  in 
his  paper,  it  will  do  us  all  a lot  of  good. 
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NEW  WAGNER-MURRAY-DINGELL  BILLS 

On  May  24,  1945,  Senator  Wagner  of  New  York,  for  himself  and  Senator  Murray, 
introduced  in  the  United  States  Senate  a new  bill — No.  1050 — amending  the  Social  Se- 
curity Act.  On  the  same  day  Congressman  Dingell  introduced  an  identical  bill  in  the 
House  of  Representatives — No.  3293. 

The  Bills,  S.  1050  and  H.  R.  3293,  Provide 

Pay  roll  taxes  totaling  eight  per  cent  of  all  wages  and  salaries  up  to  $3,600 — for  the 
employer  four  per  cent,  for  the  employee  four  per  cent.  Self-employed  persons  pay  five 
per  cent  of  income  up  to  $3,600. 

Thirty-seven  and  one-half  per  cent  of  all  pay  roll  taxes  is  to  be  placed  in  a “Personal 
Health  Services  Account.”  It  is  estimated  that  this  will  total  $3,142,000,000  annually. 

Out  of  this  fund  the  federal  government,  through  the  Surgeon  General  of  the  Public 
Health  Service,  is  to  pay  all  costs  of  general  medical,  special  medical,  general  dental, 
special  dental  and  home  nursing  care,  and  for  all  laboratory  and  hospitalization  costs 
for  all  social  security  beneficiaries  and  their  dependents. 

Fifteen  million  additional  people — farm  workers,  domestic  servants,  self-employed, 
etc.,  are  to  become  subject  to  the  provisions  of  the  law,  pay  taxes,  and  receive  benefits. 

As  Compared  to  Previous  Legislative  Proposals  (S.  1161 — 1943) 

Thirty-seven  and  one-half  per  cent  instead  of  twenty-five  per  cent  of  the  total  Social 
Security  Fund  is  allocated  for  Health  Services. 

In  addition  to  medical  care,  laboratory  services,  and  hospitalization,  the  new  bill  pro- 
vides complete  dental  care  and  home  nursing  services. 

New  hospital  construction  is  proposed  to  an  estimated  total  of  $950,000,000. 

Senator  Wagner’s  Statements 

In  presenting  this  bill.  Senator  Wagner  stated  that  “he  believed  in  free  enterprise; 
that  this  proposal  was  not  socialized  medicine;  that  it  provided  for  the  patient  choos- 
ing his  physician  and  the  doctor  choosing  his  patients.” 

These  statements  definitely  are  misleading.  The  proposals  of  the  bill  do  not  con- 
firm them.  It  would  not  be  possible  to  create  this  kind  of  a fund  and  establish  the  ma- 
chinery to  provide  this  kind  of  service  without  destroying  the  private  practice  of  medi- 
cine in  the  United  States. 


INFORMATION  STATEMENT 

Please  check,  sign,  ayul  return  promptly 

I will  will  not  ; or — I have  have  not written  my  senators  and  congressman  asking 

them  to  send  me  copies  of  Senate  Bill  1050  ( Wagner-Murray)- — House  Bill  3293  (Dingell). 

Social  Security  Amendments  of  1945 

I will will  not  — ask 3 5 friends  to  write  to  their  Senators  asking  for  copies  of  Bill  1050. 
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The  Doctor’s  Position 

The  physicians  of  the  United  States  have  two  possibilities: 

1.  United  action  to  preserve  our  system  of  private  medical  practice  and  our  highest 
level  of  health. 

2.  Surrender.  This  means  sacrifice  of  independence  and  initiative,  placing  the  dis- 
tribution of  medical  care  in  the  hands  of  politicians  and  becoming  subordinate 
and  subservient  to  bureaucrats. 


OPINION  RESEARCH  REPORT 

On  May  4,  1945,  the  National  Physicians  Committee  received  a final  report  on  a 
nation-wide  survey  of  opinions  of  physicians  in  the  United  States. 

Eighty-six  per  cent  of  all  doctors  (98,900)  were  familiar  with  the  provisions  of  the 
old  Wagner-Murray-Dingell  Bill  (S.  1161). 

Twelve  per  cent  of  all  doctors — 13,800  out  of  115,000 — believe  that  the  enactment  of 
such  legislation  would  be  a “good  thing.” 

The  time  has  come  when  the  medical  profession  must  present  a solid  front — stand 
united.  The  time  has  come  when  the  personal  support  and  cooperation  of  each  and 
every  one  of  the  101,200  doctors  who  understand  and  believe  in  “private  medical  prac- 
tice” are  essential  if  the  system  is  to  be  preserved. 

The  Attitude  of  the  Administration 

Safely  it  can  be  predicted  that  the  new  administration  in  Washington  will  be  gov- 
erned in  its  recommendations  by  what  it  believes  will  have  the  approval  of  the  voters. 
We  can  win  this  fight  for  the  people — if  we  do  our  part — NOW! 

Two  Essentials 

There  are  many  phases  and  limitless  ramifications  to  the  activities  that  must  be  car- 
ried forward.  We  will  make  real  progress  by  taking  one  step  at  a time. 

There  are  two  essentials: 

It  is  essential  that  every  doctor  fully  understand  the  provisions  and  the  implications 
of  S.  1050.  Every  doctor  should  secure  a copy  of  the  new  Wagner-Murray-Dingell  Bill 
and  read  it  carefully. 

It  is  essential  that  each  and  every  doctor  aid  in  the  efforts  to  clarify  this  issue  for 
the  public — his  patients  and  friends. 

Two  First  Steps 

Step  One:  Write  your  senators — both  of  them — and  your  congressman.  Ask  each  of 
them  to  send  you  Senate  Bill  1050  and  House  Bill  3293.  You  need  not  express  an 
opinion.  Get  a copy  of  this  far-reaching , truly  revolutionary  legislation — read  it  and 
discuss  it  with  friends.  Advise  us  of  the  action  taken. 

Step  Two:  On  the  basis  that  you  can  afford  let  us  have — by  return  mail — your  finan- 
cial support.  During  the  next  thirty  days  really  substantial  funds  are  essential  to  finance 
the  nation-wide  educational  efforts  that  are  indicated. 

If  it  is  within  reason,  send  $100  or  $50.  If  this  seems  too  much,  send  a lesser  amount 
that  seems  to  you  reasonable  on  the  basis  of  this  emergency  need. 

Please,  under  any  circumstances,  check  the  “Information  Statement”  attached.  Give 
us  the  benefit  of  your  opinions  and  suggestions.  Your  prompt  return  of  the  statement 
will  be  truly  helpful  and  your  action  will  be  appreciated. 

NATIONAL  PHYSICIANS  COMMITTEE  FOR  E.  M.  S. 

55  East  Washington  Street  Chicago  2,  Illinois 
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Wagner-Murray-Dingell  Bill 
S.  1050— H.  R.  3293 
Our  two  senators  and  ten  members  of 
the  House  of  Representatives  were  asked 
to  express  opinions  of  this  bill  for  publica- 
tion in  this  issue  of  the  Journal.  The 
replies  received  are  published  herewith. 

THE  SENATORS 

To  Mr.  McKellar  we  sent  a copy  of  his 
letter  to  Dr.  E.  H.  Baird  as  published  in 
October,  1944.  At  that  time  Senator  Mc- 
Kellar said:  “It  seems  to  me  that  this  bill 
is  bad  legislation  and  I am  opposed  to  it. 
I do  not  believe  it  will  get  anywhere  in 
the  Senate.”  We  asked  Senator  McKellar 
if  he  had  any  changes  to  make  in  that  reply. 
He  wrote : 

“My  dear  Doctor  Hardy: 

“Your  letter  of  the  twelfth  regarding  S. 
1050  received  and  noted. 

“I  feel  now  exactly  as  I did  when  I wrote 
Doctor  Baird  before. 

“With  kindest  regards,  I am 

Sincerely  your  friend, 

(Signed)  “Kenneth  D.  McKellar.” 

5jC 

“Dear  Doctor  Hardy : 

“In  the  absence  of  Senator  Stewart,  who 
is  overseas  with  members  of  the  Senate 


Military  Affairs  Committee,  I wish  to  ac- 
knowledge with  thanks  your  letter  of  the 
twelfth  regarding  S.  1050. 

“Senator  Stewart  expects  to  return  very 
soon,  and  I will  call  your  letter  to  his  at- 
tention. I am  sure  he  is  giving  this  leg- 
islation close  attention. 

Very  truly  yours, 

(Signed)  “Brainard  Cheney,  Secy.” 

* * * 

THE  REPRESENTATIVES 
First  District 

B.  Carroll  Reece.  No  reply. 

* * * 

Second  District 
“Dear  Doctor  Hardy: 

“I  have  received  your  letter  of  June  12 
asking  my  opinion  of  the  Wagner-Murray- 
Dingell  bill  which  proposes  to  set  up  a 
nation-wide  socialized  medicine  in  this 
country.  I am  opposed  to  socialized  medi- 
cine because  I believe  it  to  be  detrimental 
not  only  to  your  great  profession,  but  to 
the  health  and  welfare  of  the  American 
people.  It  is  a part  and  parcel  of  a world- 
wide and  what  might  be  termed  a nation- 
wide effort  or  trend  to  bring  everyone  down 
to  the  dead  level  of  dependency  on  the 
government. 

“I  regard  the  medical  profession,  next  to 
the  Christian  ministry,  as  the  greatest  call- 
ing on  this  earth.  It  would  be  a cruel  and 
unconscionable  act  of  ingratitude  to  the 
members  of  your  great  profession  who  have 
carried  their  skill  to  the  uttermost  parts  of 
the  earth  in  alleviating  the  suffering  of  the 
dying  and  in  bringing  back  from  the  very 
jaws  of  death  countless  thousands  of  our 
young  men  wounded  and  broken  in  battle 
to  health  and  life,  if,  while  they  are  render- 
ing this  great  service  to  their  country  and 
humanity,  we  lower  the  standards  of  the 
medical  profession  and  reduce  its  members 
to  the  level  of  employees  of  a communistic 
state.  I do  not  believe  the  Congress  will 
enact  the  Wagner-Murray-Dingell  bill.  I 
am  now  against  and  have  always  been  op- 
posed to  socialized  medicine.  I believe  the 
average  American  citizen  wishes  to  pick 
his  own  family  doctor.  The  relationship 
between  physician  and  patient  is  too  close 
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and  sacred  to  be  committed  to  the  hands 
of  a bloated  bureaucracy. 

With  best  wishes,  I am 

Sincerely  yours, 

(Signed)  “John  Jennings,  Jr.” 

* * * 

Third  District 
“Dear  Doctor  Hardy: 

“I  hoped  to  be  able  to  make  a detailed 
analysis  of  S.  1050,  but  since  this  letter 
must  reach  you  by  July  1 I find  that  I will 
be  unable  to  do  so. 

“My  general  feeling  about  the  matter  is 
that  private  physicians  and  hospitals  have 
made  a remarkable  effort  to  see  that  every- 
one who  needs  medical  attention  and  hos- 
pitalization secures  these  benefits.  This 
effort  has  been  augmented,  of  course,  by 
state  and  county  services  and  by  federal 
services  to  veterans  of  various  wars.  This 
is  at  it  should  be. 

“In  view  of  the  effort  that  is  now  being 
made  and  the  success  that  has  been 
achieved,  I certainly  feel  that  we  should 
shy  away  from  any  socialized  medical  pro- 
gram. The  private  enterprise  plan,  in  the 
field  of  medicine,  has  worked  very  well. 
Physicians  and  medical  associations  have 
plans  to  study  any  additional  service  that 
may  be  needed.  I think  they  should  be 
given  this  opportunity ; I think  they  will 
be  successful,  and  this  being  the  case  I do 
not  think  we  ought  to  embark  upon  some 
scheme  for  socialized  medicine. 

Sincerely, 

(Signed)  “Estes  Kefauver.” 

:Jc  :Jt 

Fourth  District 
Albert  Gore.  No  reply. 

* * * 

Fifth  District 
“Dear  Doctor  Hardy: 

“I  have  just  returned  from  Europe, 
where  I made  a study  of  food  and  agricul- 
ture problems,  and  I am  sorry  indeed  that 
I did  not  return  in  time  to  give  an  expres- 
sion of  my  views  on  Senate  Bill  1050  that 
it  might  be  published. 

“While  it  has  been  several  months  since 
I have  studied  the  Wagner-Murray-Dingell 


bill,  I feel  that  I know  the  provisions  gen- 
erally and  shall  not  wait  to  study  it  again 
before  answering  this  letter. 

“I  am  unalterably  opposed  to  the  regi- 
mentation of  doctors  for  many  reasons: 

“1.  It  would  have  an  untold  harmful  ef- 
fect upon  the  general  public. 

“2.  To  regiment  doctors  would  destroy 
the  ambition  of  the  profession  to  better 
itself  and  to  rise  to  higher  levels. 

“3.  It  would  absolutely  eliminate  the  per- 
sonal relationship  of  doctor  and  patient 
which  in  itself  has  been  instrumental  in 
saving  many  lives. 

“I  could  give  many  other  reasons,  but 
for  lack  of  space,  one  of  which  would  be 
my  objection  to  further  centralization  of 
power. 

“With  kindest  personal  regards  and  ev- 
ery good  wish  for  your  continued  success, 
I remain, 

Most  sincerely  yours, 

(Signed)  “Harold  H.  Earthman.” 

* * * 

Sixth  District 
“Dear  Doctor  Hardy: 

“I  was  very  glad  to  receive  your  letter 
with  reference  to  Senate  Bill  1050. 

“This  bill  covers  a wide  range  of  sub- 
jects and  proposes  numerous  amendments 
to  the  present  Social  Security  laws.  I have 
not  gone  fully  into  all  of  the  provisions  con- 
tained in  this  revised  bill  dealing  with  all 
of  the  amendments  proposed. 

“May  I repeat  to  you  what  I have  stated 
both  publicly  and  privately  on  numerous 
occasions  with  reference  to  this  or  any 
other  proposal  that  would  have  the  effect 
of  regimenting  or  socializing  the  practice 
of  medicine. 

“I  am  opposed  to  any  legislation  that 
would  regiment  or  socialize  the  practice  of 
medicine.  I am  very  deeply  interested  in 
legislation  that  would  aid  the  medical  pro- 
fession in  caring  for  the  health  needs  of 
the  people.  I have  introduced  into  the 
House  a companion  bill  to  the  bill  intro- 
duced into  the  Senate  by  Senators  Hill  and 
Burton,  which  would  authorize  grants  to 
the  states  for  surveying  their  hospitals  and 
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public  health  centers  and  for  planning  and 
construction  of  additional  facilities. 

“This  bill  was  approved  in  substance  by 
Dr.  R.  L.  Sensenich.  who  represented  the 
American  Medical  Association  in  the  Sen- 
ate hearings  and  the  bill,  I believe,  is  fully 
in  keeping  with  the  platform  provision  of 
the  American  Medical  Association. 

“I  am  chairman  of  the  Public  Health  Sub- 
committee of  the  House  Committee  on  In- 
terstate and  Foreign  Commerce,  a position 
which  I cherish  a great  deal  because  I have 
always  been  greatly  interested  in  medicine 
and  its  related  sciences,  and  in  my  earlier 
days  I had  hoped  that  circumstances  might 
permit  me  to  study  medicine  as  a profes- 
sion. 

“You  may  be  fully  assured  that  I will 
continue  to  oppose  legislation  that  would 
regiment  that  profession. 

“With  best  wishes,  I am 

Sincerely  yours, 

(Signed)  “J.  Percy  Priest.” 

* H=  * 

Seventh  District 
“Dear  Doctor  Hardy: 

“I  have  your  recent  letter  asking  my  at- 
titude on  the  Wagner-Murray-Dingell  bill, 
S.  1050. 

“I  am  opposed  to  socialized  medicine  in 
any  form  and  therefore  will  vote  and  work 
against  the  passage  of  this  proposed  leg- 
islation. 

“With  best  wishes,  I am 

Very  sincerely  yours, 

(Signed)  “Wirt  Courtney,  M.C.” 

* * * 

Eighth  District 
“Dear  Doctor  Hardy: 

“I  am  in  receipt  of  your  letter  asking  my 
opinion  of  S.  1050,  the  Wagner-Murray- 
Dingell  bill. 

“I  am  unalterably  opposed  to  the  passage 
of  this  measure  and  am  setting  forth  some 
of  the  reasons  for  my  opposition : 

“1.  This  bill  would  introduce  totalitarian 
medicine  in  the  United  States;  it  would 
bring  about  socialized  medicine.  It  would 
make  the  Surgeon  General  of  the  United 
States  Health  Service  a virtual  czar  of  the 


medical  profession  by  giving  him  the  sole 
power  and  authority  to  hire  doctors  and 
establish  rates  of  pay;  to  establish  fee 
schedules  for  services ; to  prescribe  qualifi- 
cations for  specialists;  and  to  determine 
arbitrarily  what  hospitals  or  clinics  may 
provide  service. 

“2.  Under  the  bill  physicians  might  prac- 
tice only  by  the  grace  of  the  Surgeon  Gen- 
eral and  patients  might  select  their  own 
doctor  only  if  he  met  with  the  Surgeon 
General’s  standards.  Furthermore,  the  bill 
contemplates  bringing  dental,  nursing,  and 
other  benefits  under  its  authority  in  the 
near  future. 

“3.  The  bill  would  destroy  free  enterprise 
and  individual  initiative  on  the  part  of  in- 
dividual doctors.  It  would  regiment  the 
medical  profession  and  would  provide  fed- 
eralized control  of  medicine.  Advancement 
in  the  profession  under  the  bill  might  de- 
pend upon  political  pull  and  influence  rather 
than  upon  professional  ability.  Federalized 
medicine  would  have  little  attraction  for 
the  enterprising  youth  who  is  ambitious 
to  prepare  himself  for  the  medical  profes- 
sion. 

“In  my  opinion,  the  bill  will  not  even  be 
considered  by  the  present  Congress.  If 
it  should  be  brought  up,  then  it  will  be 
defeated. 

Sincerely  yours, 

(Signed)  “Tom  Murray.” 

* * * 

Ninth  District 
“My  dear  Doctor  Hardy : 

“I  appreciate  your  very  kind  letter  of 
June  12  relative  to  the  Wagner-Murray- 
Dingell  bill,  and  am  grateful  for  your  views 
and  the  information  you  have  given  me  on 
this  important  matter.  I am  always  glad 
to  be  of  service  to  your  splendid  association 
in  every  way  that  I can. 

“In  reply  to  your  question  I will  state 
that  I am  inclined  to  be  opposed  to  this 
measure  in  its  present  form.  However,  it 
is  quite  probable  that  many  changes  may 
be  made  in  this  measure  before  it  reaches 
the  point  of  a final  vote  on  passage  in  the 
House,  if  it  ever  reaches  that  point,  and  I 
think  it  is  only  fair  that  I may  have  an 
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opportunity  to  see  the  final  form  of  the  bill 
before  I make  a definite  commitment  on  it. 

“It  is  possible  that  such  changes  might  be 
made  in  the  bill  that  would  meet  your  op- 
position to  it. 

“I  assure  you  that  the  views  of  your 
splendid  association  will  be  borne  very  defi- 
nitely in  mind,  and  this  measure  will  cer- 
tainly receive  my  most  careful  attention 
and  consideration. 

“Again  assuring  you  I am  always  glad  to 
be  of  service  and  with  kindest  personal  re- 
gards and  sincere  best  wishes,  I am 
Very  cordially  yours, 

(Signed)  “Jere  Cooper.” 

* * * 

Tenth  District 

Clifford  Davis.  No  reply. 


Elsewhere  in  this  Journal  we  are  repro- 
ducing in  a two-page  spread  the  analysis 
of  the  Murray-Wagner-Dingell  Bill  as  made 
by  the  National  Physicians  Committee  for 
the  Extension  of  Medical  Service.  Many 
of  our  readers  have  already  received  this 
folder,  but  it  is  of  such  great  importance 
that  we  feel  reproduction  is  justified. 

We  are  also  running  the  coupon,  one  side 
asking  that  our  members  commit  them- 
selves to  writing  members  of  Congress  and 
asking  their  friends  to  do  likewise.  On 
the  other  side  of  the  coupon  there  is  a sub- 
scription blank  indicating  the  amount  to 
be  paid  to  the  National  Physicians  Com- 
mittee. 

Read  the  analysis  of  the  bill  and  we  are 
sure  that  you  will  use  both  sides  of  the 
coupon. 


“Attention,  Please” 

The  above  heading  was  used  in  last 
month's  JOURNAL  over  the  message  of  the 
President.  Through  an  error  it  was  not 
signed.  We  are  planning  at  frequent  in- 
tervals to  publish  whatever  messages  the 
President  may  see  fit  to  send  the  member- 
ship. These  messages  will  probably  be  run 
as  “Presidential  Postscripts.” 


“Dangerous  Drugs” 

The  general  public  of  Shelby  County  is 
to  be  congratulated  on  the  activities  of 
the  Commercial  Appeal  and  Attorney  Gen- 
eral Will  Gerber  in  the  successful  prosecu- 
tion of  the  case  of  “Doctor”  William  Estep. 

Briefly  the  cases  against  the  alleged  “doc- 
tor” are  as  follows : 

1.  Before  going  to  Memphis  Estep  was 
“enjoined  from  the  practice  of  medicine  in 
Pensacola,  Florida,  on  charges  that  he  was 
practicing  on  a fraudulent  license  from  a 
bogus  college.”  Appeal  on  this  decision  is 
pending  in  the  Florida  Supreme  Court. 

2.  In  January  Estep  recorded  his  natu- 
ropathic license  in  Memphis  and  purchased 
1970  Union  Avenue,  where  he  lived  and 
operated  “the  Memphis  Research  Clinic,” 
complete  with  ambulance  service  to  pa- 
tients. The  Commercial  Appeal  exposed 
his  activities  on  April  12.  Harry  Wood- 
berry,  a reporter,  was  given  sulfocyonate, 
“a  dangerous  and  toxic  drug.”  Estep  was 
arrested  on  April  13  and  made  $1,500  cash 
bond.  By  his  failure  to  appear  this  bond 
was  forfeited  and  the  judge  has  made  the 
forfeiture  final.  Mrs.  Estep  claimed  the 
bond  was  her  money  and  tried  to  have  the 
court  return  it  to  her. 

3.  Shortly  after  Estep’s  failure  to  appear 
on  May  14  to  answer  the  “dangerous  drug” 
charge,  Mr.  Gerber  announced  he  had  se- 
cured from  the  Grand  Jury  an  indictment 
against  Estep  for  the  second  degree  murder 
of  a patient,  who  died  after  treatment  by 
Estep  using  unlawful  drugs. 

4.  About  this  time  Estep’s  naturopathic 
license  in  Tennessee  was  revoked  by  the 
board  which  had  issued  it. 

5.  Estep  left  Memphis,  visited  Nashville, 
and  started  operations  in  Kansas  City.  He 
set  up  headquarters  in  a leading  hotel  and 
lectured  on  “health  foods.”  The  series  of 
lectures  terminated  abruptly  and  an  un- 
paid hotel  bill  was  left  in  Kansas  City. 

6.  The  F.  B.  I.  found  Estep  in  Monterrey, 
Mexico,  on  May  31,  where  he  was  using 
the  alias  of  “Lee  Williams.”  He  was  re- 
turned to  Memphis  for  trial. 

7.  Estep  was  found  guilty  on  July  17  of 
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administering  a toxic  drug.  Fined  $500 
and  eleven  months  and  twenty-nine  days 
in  the  Shelby  County  Penal  Farm,  appeal 
being  prepared  by  his  six  attorneys. 

8.  The  murder  charges  are  yet  to  be 
heard.  At  last  reports  Estep  was  in  jail 
trying  to  secure  bond  acceptable  to  the 
court. 

The  above  is  given  in  some  detail,  as  it 
shows  what  can  be  done  by  newspapers  and 
law  enforcement  agencies  if  interested  in 
the  welfare  of  the  people  and  the  health  of 
the  public.  Too  often  lecturers  on  “health 
foods,”  “research  clinics,”  illegal  “doctors,” 
bogus  “colleges,”  and  fraudulent  “license” 
enable  quacks  and  frauds  to  ply  their  trade. 
A little  publicity  by  a newspaper  or  inves- 
tigation by  officers  would  render  a real 
service  to  the  public. 


DEATHS 


E.  T.  Haskins,  M.D. 

E.  T.  Haskins,  M.D.,  Newbern;  Vander- 
bilt University  School  of  Medicine,  Nash- 
ville, 1905;  aged  seventy-one;  died  June  16, 
1945. 


NEWS  NOTES  AND  COMMENTS 


Dr.  Edgar  G.  Ballenger,  Atlanta,  presi- 
dent of  the  Southern  Medical  Association, 
died  June  1,  1945,  from  injuries  received  in 
a fall.  Dr.  E.  Vernon  Mastin,  St.  Louis, 
Missouri,  elected  vice-president  of  the 
Southern  Medical  Association  at  the  last 
annual  meeting,  became  president  of  the 
association  upon  the  death  of  Doctor  Bal- 
lenger. 


Vanderbilt  University  announces  the  re- 
tirement of  Dr.  Lucius  E.  Burch,  head  of 
the  Department  of  Obstetrics  and  Gynecol- 
ogy. 

Doctor  Burch  has  been  connected  with 
the  faculty  of  Vanderbilt  since  1904.  From 
1914  to  1925  he  was  dean  of  the  Medical 


School  and  since  1925  he  has  been  directing 
the  Department  of  Obstetrics  and  Gynecol- 
ogy. 

During  the  first  World  War  Doctor  Burch 
held  the  rank  of  lieutenant  colonel  and  was 
chief  of  surgical  service  in  an  overseas  base 
hospital. 


Dr.  W.  W.  Frye,  recently  appointed  pro- 
fessor of  preventive  medicine  at  Vander- 
bilt University,  has  been  granted  six 
months’  leave  of  absence  to  serve  on  a 
cholera  commission  in  China. 


On  July  1,  1945,  Dr.  Waller  S.  Leathers 
was  retired  as  dean  and  professor  of  pre- 
ventive medicine  and  public  health  of  Van- 
derbilt University  School  of  Medicine. 

Doctor  Leathers  graduated  from  the  De- 
partment of  Medicine  of  the  University  of 
Virginia,  receiving  his  M.D.  degree  in  1895. 
After  serving  as  head  of  the  Department  of 
Chemistry  at  the  Miller  School  of  Virginia 
during  1896-1897,  he  was  made  professor 
of  biology  at  the  University  of  South  Caro- 
lina from  1897-1899.  During  1899  he  was 
called  to  the  chair  of  zoology  at  the  Uni- 
versity of  Mississippi,  and  was  later  made 
head  of  the  Department  of  Physiology  and 
Hygiene.  In  1904  he  became  dean  of  the 
Medical  Department  of  the  University  and 
was  its  organizer. 

In  1910  Doctor  Leathers  became  director 
of  public  health  of  the  state  of  Mississippi. 
This  marked  the  beginning  of  the  modern 
period  of  public  health  in  Mississippi.  Un- 
der his  direction  increased  appropriations 
for  public  health  were  made;  funds  were 
obtained  from  the  Rockefeller  Sanitary 
Commission  for  the  eradication  of  hook- 
worm ; a bacteriology  laboratory  was  es- 
tablished ; an  office  of  sanitary  inspector 
was  created;  and  in  1912  a bureau  of  vital 
statistics  was  established.  Intensive  ma- 
laria and  typhoid  fever  control  programs 
were  started,  and  a tuberculosis  sanatorium 
was  established  in  1916.  In  1920  he  de- 
veloped full-time  county  health  work  in 
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Waller  S.  Leathers,  M.D. 


Mississippi.  His  services  in  Mississippi 
reached  every  class  in  every  part  of  that 
state,  and  under  his  leadership  health  work 
in  Mississippi  came  from  obscurity  to  the 
point  that  it  attracted  attention  nationally 
and  internationally.  For  seven  years  he 
was  director  of  public  health  and  for  seven 
years  he  was  secretary  and  executive  offi- 
cer of  the  Mississippi  State  Board  of 
Health. 

In  1924  Doctor  Leathers  resigned  from 
the  Mississippi  State  Board  of  Health  and 
his  position  as  dean  of  the  School  of  Medi- 
cine of  the  University  of  Mississippi  to  be- 
come professor  of  preventive  medicine  and 
public  health  at  Vanderbilt  University 
School  of  Medicine,  Nashville,  Tennessee. 
In  1928  he  was  made  dean  of  the  medical 
school  in  addition  to  being  professor  of 
preventive  medicine  and  public  health  and 
continued  in  this  capacity  until  his  retire- 
ment. 

Doctor  Leathers  soon  became  a leader  in 
medical  education  just  as  he  had  become  a 


leader  in  the  field  of  public  health.  He  has 
served  on  many  important  committees  and 
boards  in  many  different  organizations.  He 
was  made  president  of  the  Mississippi  State 
Medical  Association  in  1918;  Southern 
Medical  Association,  1922-23 ; the  Tennes- 
see Academy  of  Science,  1926-27 ; vice-pres- 
ident of  the  American  Association  for  the 
Advancement  of  Science,  1928;  president 
of  the  American  Public  Health  Associa- 
tion, 1940-41;  president  of  the  Association 
of  American  Medical  Colleges  in  1943 ; and 
until  recently  he  served  as  a member  of 
the  Council  on  Medical  Services  and  Public 
Relations  of  the  American  Medical  As- 
sociation. 

Under  Doctor  Leathers’  leadership  the 
Vanderbilt  Medical  School  has  gained  rec- 
ognition as  one  of  the  outstanding  medical 
schools  in  the  nation.  He  has  led  and  in- 
spired his  staff  and  his  students  and  has 
gained  the  admiration  of  his  associates  in 
various  fields  of  medical  science  all  over 
the  world. 

Many  honors  have  come  to  Doctor  Leath- 
ers in  his  long  and  successful  period  as  a 
leader  in  public  health  and  medical  educa- 
tion. There  are  few  who  can  look  back 
on  a more  colorful  or  more  successful  ca- 
reer or  who  are  more  deserving  of  rest 
from  the  responsibilities  carried  with  such 
distinction  for  so  many  years. 

W.  W.  F. 


V/ OMAN'S  AUXILIARY 


We  are  glad  to  announce  the  officers  for 
the  coming  year  of  the  Woman’s  Auxiliary 
to  the  various  Tennessee  Medical  Societies 
at  this  time.  While  the  list  is  not  complete, 
we  hope  to  have  this  information  when  the 
auxiliaries  resume  their  regular  meetings 
in  the  fall. 

The  Woman’s  Auxiliary  to  the  Knox 
County  Medical  Society  has  elected  the  fol- 
lowing officers  for  the  year  1945-1946: 
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President — Mrs.  John  D.  Moore,  3353 
Glenfield  Drive,  Knoxville,  Tennessee. 

Vice-President — Mrs.  Roy  A.  Fisher, 
Tolahi  Drive,  Knoxville,  Tennessee. 

Recording  Secretary — Mrs.  Park  Nicely, 
2416  Magnolia  Avenue,  Knoxville,  Tennes- 
see. 

Treasurer — Mrs.  Fred  F.  Dupree,  East- 
ern State  Hospital.  Knoxville,  Tennessee. 

Corresponding  Secretary — Mrs.  B.  B. 
Cates,  1361  Armstrong  Place,  Knoxville, 
Tennessee. 

Historian — Mrs.  Chas.  C.  Smeltzer,  1905 
Prospect  Place,  Knoxville,  Tennessee. 

Parliamentarian — Mrs.  L.  A.  Haun,  2506 
Kingston  Park,  Knoxville,  Tennessee. 

The  Woman’s  Auxiliary  to  the  Madison 
County  Medical  Society  has  elected  their 
president  for  the  coming  year.  The  other 
officers  will  be  elected  in  the  fall. 

President — Mrs.  Roy  M.  Lanier,  Browns- 
ville, Tennessee. 

The  Woman’s  Auxiliary  to  the  Shelby 
County  Medical  Society  has  elected  the 
following  officers  for  the  year  1945-1946: 

President — Mrs.  Michael  W.  Holehan, 
764  McConnell  Street,  Memphis,  Tennessee. 

President-Elect — Mrs.  Harold  B.  Boyd, 
905  Kensington  Place,  Memphis,  Tennessee. 

Recording  Secretary — Mrs.  George  H. 
Burkle,  Jr.,  610  Center  Drive,  Memphis, 
Tennessee. 

Treasurer — Mrs.  Edwin  W.  Cocke,  2874 
Catawaba  Street,  Memphis,  Tennessee. 

Corresponding  Secretary — Mrs.  Sam  H. 
Sanders,  1089  Madison  Street,  Memphis, 
Tennessee. 

Parliamentarian — Mrs.  Jewell  M.  Dorris, 
1906  Jackson  Street,  Memphis,  Tennessee. 

First  Vice-President — Mrs.  H.  B.  Ever- 
ett, 2505  Autumn  Street,  Memphis,  Tennes- 
see. 

Second  Vice-President — Mrs.  Henry  G. 
Hill,  2891  Central  Avenue,  Memphis,  Ten- 
nessee. 

Third  Vice-President — Mrs.  E.  Malcolm 
Stevenson,  1521  Vance  Street,  Memphis, 
Tennessee. 

Fourth  Vice-President— Mrs.  W.  D.  Burk- 


halter,  980  Sheridan  Avenue,  Memphis, 
Tennessee. 

Historian — Mrs.  Albert  J.  Grobmyer,  897 
East  Drive,  Memphis,  Tennessee. 

Senior  Director — Mrs.  Louis  L.  Carter, 
1293  Central,  Memphis,  Tennessee. 

Junior  Director — Mrs.  L.  M.  Graves,  900 
North  Barksdale  Street,  Memphis,  Tennes- 
see. 

New  Directors — Mrs.  W.  T.  Braun,  Park- 
view  Hotel,  Memphis,  Tennessee;  Mrs.  Car- 
rol C.  Turner,  1516  Harbert  Street,  Mem- 
phis, Tennessee. 

The  Woman’s  Auxiliary  to  the  Nashville 
and  Davidson  County  Medical  Society  has 
elected  the  following  officers  for  the  year 
1945-1946: 

President — Mrs.  Lynch  D.  Bennett,  Tyne 
Boulevard,  Nashville  4,  Tennessee. 

Vice-President — Mrs.  J.  D.  Lester,  Gran- 
ny White  Pike,  Nashville  4,  Tennessee. 

Treasurer — Mrs.  James  Fuqua,  1209  Mc- 
Chesney  Street,  Nashville,  Tennessee. 

Corresponding  Secretary — Mrs.  Carl  Mc- 
Murray,  2110  Fairfax  Avenue,  Nashville  5, 
Tennessee. 

Recording  Secretary — Mrs.  Murray  C. 
Brown,  Sewanee  Road,  Nashville  4,  Ten- 
nessee. 

Historian— Mrs.  Carl  Crutchfield,  1533 
Demonbreun  Street,  Nashville  4,  Tennessee. 


NEWS  FROM  AND  ABOUT 
TENNESSEE  PHYSICIANS  IN 
THE  MILITARY  SERVICE 


APO,  care  P.  M.,  New  York,  N.  Y. 

20  June  1945. 

Dr.  H.  H.  Shoulders 
508  Doctors  Building 
Nashville,  Tennessee 
My  dear  Doctor  Shoulders : 

I have  just  received  the  May  issue  of  the 
Journal  of  the  Tennessee  State  Medi- 
cal Association,  and  it  gives  a great  deal 
of  pleasure  to  find  your  picture,  together 
with  a page  of  commendation  for  your  fine 
services  rendered  to  Tennessee  physicians. 
It  is  gratifying  indeed  to  see  such  recogni- 
tion given  for  meritorious  service  in  or- 
ganized medicine.  Having  been  closely  as- 
sociated with  you  during  a period  of  several 
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months  while  procuring  physicians  for  the 
Army  in  1942,  I appreciate  the  fine  stand- 
ards in  medical  ethics  and  professional  con- 
duct which  you  exercised  in  the  jurisdic- 
tion of  your  position. 

It  was  also  a pleasure  to  see  that  Dr. 
William  C.  Chaney  has  been  elected  to  the 
presidency  of  the  Tennessee  State  Medical 
Association.  I know  Doctor  Chaney  is  well 
qualified  and  that  he  has  a thorough  un- 
derstanding of  the  problems  which  will  con- 
front our  medical  profession. 

The  Journal  has  been  coming  regularly 
and  is  of  extreme  interest  not  only  to  me, 
but  to  several  Tennessee  doctors  in  the 
220th  General  Hospital  Unit.  We  read 
with  considerable  interest  that  those  of  you 
at  home  have  successfully  secured  passage 
of  the  amendment  to  the  Basic  Science  Law 
and  the  Medical  Practice  Act.  This  indeed 
is  an  outstanding  feat  and  will  be  of  tre- 
mendous value  to  every  patient  in  the  state 
of  Tennessee.  Too  often  misinterpretation 
of  efforts  on  the  part  of  medical  men  has 
given  John  Q.  Public  the  wrong  impression 
of  the  motives  behind  the  conscientious  ef- 
fort for  constructive  medical  legislation. 

Our  doctors  are  to  be  congratulated  for 
so  enlightening  our  legislative  body  for  the 
enactment  of  such  a fine  program. 

France  is  a very  beautiful  country  and 
our  hospital  unit  has  been  doing  a splendid 
piece  of  work.  The  officers  and  men  have 
worked  extremely  hard  in  order  to  obtain 
a unit  which  is  creditable  to  the  Army  Med- 
ical Department.  As  commanding  officer 
the  duties  and  responsibilities  are  great, 
but  the  challenges  which  are  made  give 
renewed  effort  and  energy  to  what  could  be 
an  unpleasant  task.  I do  not  know  when 
we  will  leave  our  present  site  nor  where 
we  will  go,  but,  needless  to  say,  we  shall 
be  doing  our  very  best.  Please  remember 
me  to  my  many  friends  there,  and  it  would 
indeed  be  a pleasure  to  hear  from  any  of 
.you. 

Very  respectfully  yours, 

(Signed)  R.  B.  Chrisman,  Jr., 
Lieutenant  Colonel,  Medical  Corps, 
Commanding. 


Major  L.  J.  Willien  has  been  transferred 
from  Fort  Jackson,  South  Carolina,  to 
Camp  Paicker,  Alabama. 

Lieutenant  Colonel  Alexander  F.  Russell’s 
new  address  is  3205  St.  John’s  Avenue, 
Jacksonville  5,  Florida. 

The  new  address  of  Major  James  A. 
Leeper  is  A.  S.  F.  Regional  Hospital,  Camp 
Blanding,  Florida. 

Captain  Sol  Lowenstein,  after  serving 
overseas  two  years  in  the  China-Burma- 
India  theatre,  is  now  with  the  A.  S.  F.  Re- 
gional Hospital,  Camp  Blanding,  Florida. 

Major  Maurice  L.  Pepper,  who  has  been 
stationed  at  Fort  Jackson,  South  Carolina, 
is  now  overseas. 

Lieutenant  Colonel  Elkin  L.  Rippy  has 
returned  to  Nashville  after  being  dis- 
charged and  is  resuming  his  practice  of 
medicine. 


APO,  care  Postmaster 
64th  General  Hospital 
New  York,  New7  York 
June  11,  1945 

Knox  County  Medical  Society 
care  Dr.  Ralph  Monger,  Sec’y. 

Medical  Arts  Building 
Knoxville,  Tennessee 
Dear  Doctors : 

Since  receiving  Doctor  Acuff’s  request 
letter  of  last  December  for  a few  notes  from 
me,  quite  a few7  events  in  history  have  been 
added,  as  you  already  know.  The  society’s 
bulletins  have  managed  to  catch  up  with 
me,  even  after  several  changes  in  assign- 
ments. I am  hoping,  as  quite  a few  more 
are,  that  our  next  change  or  tour  of  duty 
will  be  in  the  States. 

I have  been  in  the  Mediterranean  theatre 
of  operations  since  May,  1943,  and  my 
travels  have  carried  me  from  the  disembar- 
kation point  at  Mers-El-Kabir,  Algeria,  near 
Oran,  west  to  Algiers,  where  my  old  unit, 
the  79th  Station  Hospital,  was  placed  in 
operation  for  thirteen  months  on  African 
soil.  From  that  point  on,  business  and 
pleasure,  I traveled  east,  west,  and  south 
by  land  and  air.  The  farthest  point  south, 
through  the  Atlas  Mountains,  was  to  the 
edge  of  the  great  Sahara  Desert  to  a little 
village  in  the  oasis  known  as  Bon-Sada, 
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where  I had  hunting  of  gazelles  in  mind, 
but  due  to  weather  conditions  at  that  time, 
the  hunting  was  not  good.  It  was  here  I 
first  saw  the  real  multicolored  caravans  of 
the  desert. 

After  completion  of  the  African  tour  of 
duty,  the  unit  traveled  by  boat  to  Naples, 
where  it  was  deactivated.  Awaiting  as- 
signment there  gave  me  an  opportunity 
to  see  all  of  the  sights  in  and  around  Naples. 
From  there  I was  on  detached  service  to 
a clearing  and  collecting  company  at  Itri, 
and  it  was  here  one  could  see  the  criteria 
of  misery  and  desolation  that  war  had 
brought  to  Italy.  My  next  assignment  was 
the  34th  Station  Hospital  at  A versa  which 
was  acting  as  an  evacuation  hospital  for 
German  prisoners  of  war.  In  time  the  unit 
moved  from  A versa  to  Caserta  on  the  Vol- 
turno  River,  thence  to  Rome  for  a nice  tour 
of  duty.  Just  before  the  “Big  Push’’  I was 
assigned  to  the  99th  Field  Hospital,  and 
am  now  with  the  64th  General. 

My  work  in  the  Army  overseas  has  been 
anesthesia,  and  I now  hold  the  position  of 
Chief  of  Anesthesia  in  the  Surgical  Serv- 
ices, as  I have  in  all  other  hospitals  I have 
served  with.  You  can  imagine  the  amount, 
scope,  and  type  of  work  concerned  by  the 
comparison  with  the  casualty  rate  suffered 
in  the  Mediterranean  theatre  of  operations. 

I am  anxious  to  read  some  more  of  the 
letters  emanating  from  the  Pacific,  for  we 
know  now  that  everything  is  pointing  and 
going  that  way. 

Luck  to  you  all. 

Sincerely, 

Alvin  J.  Weber, 
Captain,  Medical  Corps. 

— Fie  printed  from  the  Knox  County  Medical 

Society  Bulletin,  July  3,  191+5. 


Billings  General  Hospital 
Fort  Benjamin  Harrison,  Indiana 
30  May  1945 
Dr.  Herbert  Acuff 
Medical  Arts  Building 
Knoxville,  Tennessee 
Dear  Doctor  Acuff : 

It  was  with  considerable  pleasure  that  I 
saw  the  report  of  the  purchase  of  property 
for  a contemplated  home  and  library  for 


the  Knox  County  Medical  Society.  This 
type  of  building  has  been  needed  for  many 
years,  and  it  is  to  be  hoped  that  during 
the  early  postwar  period  plans  can  be 
worked  out  for  the  completion  of  this  proj- 
ect. It  should  have  the  heartiest  approval 
of  all  members  of  the  society,  both  those 
who  are  at  home  and  those  who  are  in  the 
service. 

I am  now  in  my  thirty-second  month  of 
service  and  have  served  the  entire  time  in 
general  hospitals  within  the  continental 
United  States.  I spent  one  month  at  the 
Fitzsimons  General  Hospital  at  Denver  for 
an  indoctrination  course,  following  which 
I went  to  White  Sulphur  Springs  to  serve 
on  the  staff  of  the  Ashford  General.  It 
was  at  White  Sulphur  Springs  that  I had 
to  make  a somewhat  definite  transition 
from  pediatrics  to  adult  medicine.  Fortu- 
nately, I was  able  to  run  a small  pediatric 
clinic  during  my  period  there.  After  sev- 
enteen months  at  Ashford,  I was  trans- 
ferred to  Billings  General  Hospital,  situ- 
ated near  Fort  Benjamin  Harrison  at  In- 
dianapolis. 

We  have  here  one  of  the  early  general 
hospitals  of  World  War  II  which  will  soon 
celebrate  its  fourth  anniversary  of  active 
service.  It  is  a great  center  for  orthopedic 
surgery,  but  also  has  very  active  depart- 
ments of  medicine,  general  surgery,  ENT, 
etc.  I have  been  working  in  the  Depart- 
ment of  Medicine  here  at  Billings.  Future 
plans  for  myself  and  for  all  other  medical 
officers  depend  to  a great  extent  upon  the 
“Redeployment  Plan.’’  Plans  for  our  fu- 
ture work  in  the  war  effort  will  undoubted- 
ly be  worked  out  before  many  weeks.  I 
have  greatly  missed  my  w7ork  in  pediatrics 
and  hope  to  have  a few  weeks  in  one  of  the 
larger  child  centers  before  returning  to 
private  practice. 

Again,  I want  to  thank  you  and  the  mem- 
bers of  the  society  for  your  efforts  in  tak- 
ing such  definite  action  toward  securing  a 
proper  home  for  the  society. 

With  best  personal  regards,  I am 
Yours  sincerely, 

Jack  Chesney, 
Major,  Medical  Corps. 

— Reprinted  from  the  Knox  County  Medical 

Society  Bulletin,  June  19,  191+5. 
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Hamilton  County: 

June  28 — “Original  Operation  for  Retro- 
placed  Uterus,”  at  Newell  and  Newell  San- 
itarium, by  Dr.  Edward  T.  Newell. 

July  5 — “Medical  Clinic,”  at  Erlanger 
Hospital,  by  Dr.  James  L.  Bibb. 


Knox  County: 

June  19 — “Toxic  Psychosis  Due  to  Bro- 
mide Therapy,”  by  Dr.  Fred  DuPree.  Dis- 
cussion by  Drs.  Frank  Jones  and  Jesse  C. 
Hill. 


Sumner  County: 

At  the  last  meeting  of  the  Sumner  County 
Medical  Society  it  was  decided  that  all  sci- 
entific papers  read  before  the  society  by 
members  would  be  sent  to  you  in  hopes 
that  you  may  see  fit  to  publish  those  that 
merit  publication  in  the  State  Journal. 

I am  enclosing  a paper  entitled  “The 
Birth  of  a Twenty-Pound  Infant”  that  was 
delivered  before  the  Sumner  County  Medi- 
cal Society  by  Dr.  J.  J.  Gwin  of  Hartsville, 
Tennessee. 

(Signed)  W.  B.  Farris,  M.D., 

Secretary. 


OTHER  MEDICAL  SOCIETIES 


The  Fifty-First  Annual  Meeting  of  the 
Upper  Cumberland  Medical  Society  was 
held  in  Cookeville  on  June  26  and  27,  1945. 
The  following  papers  were  read  : 

“Some  Common  Diagnostic  Errors  in 
General  Practice,”  by  R.  C.  Gaw,  M.D., 
Gainesboro.  Discussion  by  Fred  Terry, 
M.D.,  Cookeville. 

“Diagnosis  and  Treatment  of  Cancer  of 
the  Uterus,”  by  C.  S.  McMurrav,  M.D., 
Nashville.  Discussion  by  V.  L.  Lewis,  M.D., 
Crossville. 

“Pain  in  Abdomen,”  by  R.  E.  Key,  M.D., 
Carthage.  Discussion  by  W.  A.  Howard, 
M.D.,  Cookeville. 

“Diseases  of  the  Pancreas,”  by  E.  D. 


Gross,  M.D.,  Chestnut  Mound.  Discussion 
by  W.  R.  Cate,  M.D.,  Nashville. 

“The  Management  of  Rheumatic  Fever,” 
by  Thurman  Shipley,  M.D.,  Cookeville.  Dis- 
cussion by  Lillard  Sloan,  M.D.,  Carthage. 

“Medical  Education,  Lay  Education,  and 
Quackery,”  by  Thayer  Wilson,  M.D.,  Gor- 
donsville.  Discussion  by  Z.  L.  Shipley, 
M.D.,  Cookeville. 

“Penicillin  in  Surgery,  Resume  and 
Case,”  by  C.  R.  Crutchfield,  M.D.,  Nash- 
ville. Discussion  by  H.  F.  Lawson,  M.D., 
Crossville. 

“The  Diagnosis  and  Treatment  of  Tuber- 
culosis of  the  Kidney,”  by  Burnett  W. 
Wright,  M.D.,  Nashville.  Discussion  by 
Horace  L.  Gayden,  M.D.,  Nashville. 

Some  unusual  X-ray  films  with  brief  his- 
tory on  each  case ; also  shall  show  some  un- 
usual X-ray  films  and  case  history  from  a 
prisoner  of  war  camp  in  Central  Germany, 
by  Sam  B.  McFarland,  M.D.,  Lebanon.  Dis- 
cussion by  H.  S.  Shoulders,  M.D.,  Nashville. 

“Uterine  Bleeding,”  by  W.  A.  Howard, 
M.D.,  Cookeville.  Discussion  by  W.  B.  An- 
derson, M.D.,  Nashville. 

Officers  elected  for  the  coming  year  are : 
T.  M.  Crain,  M.D.,  Monterey,  president; 
A.  B.  Qualls,  M.D.,  Livingston,  first  vice- 
president;  Myrtle  L.  Smith,  M.D.,  Livings- 
ton, second  vice-president;  R.  E.  Key,  M.D., 
Carthage,  third  vice-president;  L.  M.  Free- 
man, M.D..  Granville,  secretary. 


The  annual  scientific  and  clinical  session 
for  1945  of  the  American  Congress  of 
Physical  Medicine  has  been  canceled.  This 
meeting  was  to  have  been  held  in  New 
York  City,  September  5 to  8,  1945. 


The  Massachusetts  Medicolegal  Society, 
in  cooperation  with  the  Department  of  Le- 
gal Medicine,  which  serves  jointly  the  med- 
ical schools  of  Harvard,  Tufts,  and  Boston 
University,  expects  to  hold  its  fourth  an- 
nual seminar  this  fall  between  October  1 
and  October  6,  1945.  For  particulars,  write 
Dr.  William  H.  Watters,  25  Shattuck 
Street,  Boston  15,  Massachusetts. 

Southern  Medical  Association 
A bulletin  of  the  Southern  Medical  As- 
sociation announces  that  final  decision  as  to 
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a 1945  meeting  will  be  made  at  the  latest 
possible  date.  Their  request  to  the  Office 
of  Defense  Transportation  probably  will  be 
sent  on  September  1. 

It  has  also  been  decided  that  all  society 
activities  of  the  association  and  the  meet- 
ing of  the  auxiliary  will  be  dispensed  with. 
The  program  will  likewise  be  streamlined 
if  the  meeting  is  held. 


ABSTRACTS  OF  CURRENT  LITERATURE 


INTERNAL  MEDICINE 

By  R.  B.  Wood.  M.D. 

By  D.  R.  Thomas,  M.D. 

Medical  Arts  Building,  Knoxville 


The  Effect  of  Aluminum  Hydroxide  Upon  Food  Utiliza- 
tion in  Human  Subjects.  Grondahl  and  West.  Amer- 
ican Journal  of  Digestive  Diseases,  June,  1945. 

The  investig'ation  was  carried  out  because  of 
three  known  facts: 

1.  Because  aluminum  hydroxide  inhibits  the  se- 
cretion of  gastric  juice  and  decreases  the  activity 
of  pepsin. 

2.  It  quantitatively  removes  pepsin  from  solution 
in  vitro  in  dogs. 

3.  The  presence  of  aluminum  hydroxide  ions  in  a 
solution  of  the  enzyme  inhibits  proteolytic  activity 
at  Ph  values,  at  which  the  enzyme  is  not  precipi- 
tated. 

One  normal  individual  and  one  with  gastric  ulcer 
were  each  investigated,  both  without  and  with 
aluminum  hydroxide  administration. 

Determination  of  urinary  and  fecal  nitrogen 
ratio  and  carbohydrate  and  fat  determinations 
were  done  prior  to  and  during  the  administration 
of  aluminum  hydroxide  in  both  the  normal  and  the 
ulcer  patient. 

In  the  normal  subject  it  was  found  that  the  ad- 
ministration of  aluminum  hydroxide  did  not  in- 
terfere with  the  utilization  of  fats,  carbohydrates, 
and  proteins.  In  the  ulcer  patient  results  on  the 
protein  utilization  were  inconclusive,  but  on  the 
fats  and  carbohydrates  no  interference  was  noted. 

D.  R.  T. 


Cardiology:  The  Normal  Heart  in  Old  Age.  A.  Stone 
Freedberg,  M.D.,  and  Herbert  D.  Lewis,  M.D.  The 
New  England  Journal  of  Medicine,  Vol.  231,  No.  22. 
In  1940  seven  per  cent  of  the  population  of  the 
United  States  was  over  sixty-five  years  of  age  and 
a study  of  the  trend  reveals  that  by  1980  fourteen 
per  cent  of  the  population  will  be  sixty-five  or  over. 
In  spite  of  this  the  life  expectancy  has  not  in- 
creased since  1900.  A glance  at  the  comparative 
figures  reveals  that  in  1901  the  life  expectancy  of 
a person  at  the  age  of  sixty  was  14.35,  whereas  in 


1939  it  was  14.36.  To  summarize  the  knowledge 
about  the  heart  of  the  aged  the  authors  offer  this 
contribution.  Rosahn  derived  the  formula  of  age 
plus  three  times  the  body  weight  in  kilograms  plus 
100  to  equal  the  heart  weight.  Any  weight  over 
twenty  per  cent  above  average  is  to  be  considered 
as  abnormal.  Willius  and  Smith,  examining  376 
patients  seventy  to  ninety-nine  years  of  age,  found 
two-thirds  of  the  group  to  have  hearts  enlarged 
because  of  disease.  Too  little  data  concerning  nor- 
mal hearts  exists  to  conclude  relative  to  abnormal 
heart  weight. 

There  are  certain  gross  changes  that  take  place. 
The  pericardium  becomes  opaque,  subpericardial 
fat  increases  especially  along  the  grooves  of  the 
coronary  vessels,  the  A.  V.  groove  at  the  base  of 
the  right  ventricle.  The  valves  become  more  rigid, 
especially  at  time  calcification  takes  place.  Willius 
and  Smith,  finding  ninety-three  per  cent  of  381 
hearts  of  people  over  seventy  showed  varying  de- 
grees of  valvular  sclerosis,  concluded  that  these 
changes  should  be  considered  normal. 

The  microscopic  changes  have  been  well  sum- 
marized by  Worthin  and  included  a quantitative 
atrophy  of  cells,  nuclear  pycnosis,  and  vacuolation. 
Changes  were  more  marked  where  blood  supply 
was  less  sufficient. 

The  coronary  arteries  show  more  changes  with 
advancing  years.  Occlusions  are  found  in  forty 
per  cent  of  males  over  fifty-five  years  of  age  and 
Akerson  finds  the  peak  of  frequency  in  the  ninth 
decade  in  males.  However,  healthy  vessels  are 
found  in  old  persons,  but  anastomosis  does  not 
occur  with  progressive  age,  perhaps  explaining 
the  increased  mortality  in  initial  attacks  in  the 
aged. 

Physiological  changes  consist  of  a slight  increase 
of  pulse  rate  in  persons  over  sixty-five  and  increase 
in  the  sensitivity  of  the  carotid  reflex  and  a de- 
crease of  vital  capacity.  No  change  in  the  acid 
base  balance  or  venous  pressure  is  noted  and  the 
circulation  time  tends  toward  a slower  rate,  but 
remains  in  the  upper  limit  of  normalcy. 

Studies  of  the  pulse  wave  velocity  of  the  radial 
artery  and  of  the  aorta  showed  an  increase  with 
age.  Congestive  failure  is  too  frequently  diagnosed 
on  the  basis  of  dyspnea,  slight  cyanosis,  basal 
rales,  and  a palpable  liver  edge  when  pulmonary 
disease  is  the  real  cause.  Chest  pain  is  too  often 
diagnosed  as  of  cardiac  origin,  whereas  it  may  be 
due  to  osteoarthritic  changes,  gall-bladder  dis- 
eases, etc.  Heart  tones  are  decreased  in  loudness 
in  the  aged  partly  due  to  emphysema.  Changes  in 
the  second  sound  at  the  base  have  the  same  sig- 
nificance as  in  the  younger.  Soft  systolic  murmurs 
at  the  mitral  or  aortic  area  are  of  no  special  sig- 
nificance, but  a loud  apical  usually  means  dilata- 
tion of  the  mitral  ring  or  changes  in  the  valve. 
An  apical  diastolic  as  in  the  younger  means  mitral 
stenosis.  Aortic  stenosis  may  be  diagnosed  in  the 
presence  of  either  two  of  the  three  following  signs: 
a systolic  aortic  murmur  transmitted  up  or  down,  a 
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systolic  thrill  palpable  on  bending  forward,  and  a 
diminished  or  absent  second  aortic  tone.  Cal- 
careous aortic  stenosis  shows  a marked  cardiac 
hypertrophy  with  a loud,  rasping  systolic  murmur 
over  the  entire  precordium,  transmitted  upward,  a 
coarse  systolic  thrill  in  the  second  and  third  right 
interspace,  and  absent  second  aortic  tone,  and 
aortic  diastolic  murmur  in  a third  of  the  cases. 
Milder  grades  usually  show  no  systolic  thrill  or 
change  in  the  second  aortic  tone  and  cardiac  hyper- 
trophy is  slight  or  absent. 

Rhythm  is  no  more  often  disturbed  than  in  the 
young.  Fibrillation  and  flutter  are  seen  more  often 
in  the  aged.  Pain  of  anginal  type  when  the  rate 
is  150  suggests  coronary  disease.  Persistent  auric- 
ular fibrillation  should  arouse  the  suspicion  of 
thyrotoxicosis. 

Blood  pressure  studies  reveal  conflicting  reports. 
Master  et  al.  found  two-thirds  of  the  males  and 
three-fourths  of  the  females  over  seventy  to  have 
blood  pressure  over  150  systolic  and  ninety  dias- 
tolic. In  nonhypertensive  individuals  the  diastolic 
pressure  tends  to  drop. 

Electrocardiographic  changes  of  a minor  degree 
are  perhaps  normal  findings  in  the  aged.  The 
most  frequent  of  these  are  shifts  in  the  axis  devia- 
tion to  the  left,  a prominent  QS  wave  in  the  lead 
three  and  an  inverted  T3.  These  changes  are  prob- 
ably due  to  a more  transverse  position  of  the  heart, 
an  increase  in  the  left  ventricular  mass  as  com- 
pared to  the  right.  Extra  systoles  occur  in  one- 
third  of  the  cases.  The  P.  R.  interval  frequently 
exceeds  .20  and  the  QRS  .10.  A tendency  to  low 
voltage  is  found  in  all  component  waves. 

The  significance  of  other  isolated  electrocardio- 
graphic findings  in  the  aged  is  not  agreed  upon. 
These  include  low  or  inverted  waves  in  leads  other 
than  lead  3,  deviation  of  ST  segments,  duration  of 
QRS,  prominent  Q waves  in  leads  other  than  three, 
right  axis  deviation,  bradycardia  and  auricular 
fibrillation.  Standards  for  the  older  age  group  are 
not  yet  agreed  upon,  but  it  appears  that  over  one- 
fourth  of  aged  persons  with  no  evidence  of  heart 
disease  on  physical  examination  show  abnormalities 
in  the  EKG.  It  can  be  concluded  there  is  no  pat- 
tern  of  the  senile  or  aging  heart;  the  EKG  may 
ev?i  resemble  that  of  youth;  severe  coronary 
aituy  disease  may  exist  without  electrocardio- 
graphic evidence;  adequate  clinicopathological  and 
el  sctrocardiographic  correlations  are  needed  in  the 
a;  p d as  a basis  for  diagnostic  and  prognostic  con- 
cl  u sions. 

R.  B.  W. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


The  Effect  of  Pregnancy  on  Renal  Function  in  Women 
with  Pre-existing  Essential  Hypertension  and  with 
Chronic  Diffuse  Glomerulonephritis.  Irwin  Wellen, 


Catherine  A.  Welsh,  and  Howard  C.  Taylor,  Jr.,  with 

the  Technical  Assistance  of  Anna  Rosenthal.  Journal 

of  Clinical  Investigation,  23:  742-49,  September,  1944. 

The  investigation  reported  in  this  article  con- 
cerns itself  with  the  effect  of  pregnancy  on  the 
renal  function  of  patients  with  essential  hyperten- 
sion or  chronic  glomerulonephritis.  The  study  has 
involved  the  application  of  renal  clearance  methods 
to  a group  of  patients  during  their  pregnancies  and 
repeatedly  during  the  four  years  after  delivery. 
Such  repeated  studies  were  designed,  first,  to  dem- 
onstrate the  immediate  changes  in  renal  function 
developing  during  the  period  of  gestation,  and  sec- 
ond, to  determine  whether,  after  pregnancy  is  over, 
there  has  occurred  any  significant  acceleration  in 
the  course  of  the  primary  disease.  The  authors 
point  out  that  these  patients  with  pre-existing- 
renal  or  vascular  disease  are  to  be  contrasted  with 
the  cases  of  “specific  toxemia”  or  eclampsia  upon 
which  previous  investigations  have  been  made. 

The  clinical  effects  of  pregnancy  on  essential 
hypertension  are  first  considered.  There  are  sev- 
eral reports  which  show  that  women  with  essential 
hypertension  are  especially  liable  to  develop  signs 
of  “superimposed  toxemia”  after  they  become  pi’eg- 
nant.  In  the  present  study  among  seven  preg- 
nancies occurring  in  six  patients  with  essential 
hypertension,  there  was  no  consistent  rise  in  blood 
pressure,  the  variations  being  no  greater  than 
those  noted  before  conception  or  after  delivery 
nor  were  there  any  signs  of  “superimposed  toxe- 
mia.” The  seven  pregnancies  resulted  in  the  birth 
of  healthy  normal  infants  at  term  with  two  ex- 
ceptions, each  of  the  latter  terminating  in  the  birth 
of  a stillborn  premature  infant.  After  labor,  the 
elevation  in  blood  pressure  persisted,  but  there  has 
been  no  evidence  after  periods  of  post-partum  ob- 
servation of  from  one  to  four  years  that  the  preg- 
nancy has  accelerated  or  otherwise  altered  the 
course  of  the  disease. 

Renal  function  studies  made  upon  these  patients 
with  essential  hypertension  indicate  that  preg- 
nancy is  associated  with  a slight  temporary  in- 
crease in  renal  blood  flow.  Glomerular  filtration 
rate  and  the  tubular  excretory  mass  were  unaf- 
fected by  pregnancy  in  these  women. 

The  effect  of  pregnancy  on  chronic  diffuse  glo- 
merulonephritis is  considered  by  most  obstetricians 
to  be  worse  than  on  essential  hypertension,  but  in 
the  present  series  two  patients  with  chronic  diffuse 
glomerulonephritis  completed  their  pregnancies  and 
were  delivered  at  term  of  normal  children  without 
increase  of  either  their  hypertension  or  proteinuria. 
Nor  did  follow-up  studies  show  any  evidence  of  a 
progression  of  the  renal  lesion  as  a result  of  the 
pregnancy. 

It  is  agreed  that  an  attack  of  specific  toxemia 
of  pregnancy  may  have  chronic  vascular  disease 
as  a sequela  and  that  in  cases  of  essential  hyper- 
tension “superimposed”  toxemia  is  liable  to  occur. 
The  authors  believe,  moreover,  that  it  is  to  be 
inferred  that  an  attack  of  toxemia  in  a patient 
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already  suffering  from  essential  hypertension  or 
chronic  glomerulonephritis  will  be  detrimental. 
However,  they  consider  it  as  evident  that  patients 
with  these  diseases  may  go  through  their  preg- 
nancies without  added  complications  and  then- 
studies  indicate  that  pregnancy  without  superim- 
posed toxemia  has  no  permanent  effect  on  the  renal 
function  of  women  suffering  from  chronic  vascular 
or  renal  diseases. 


Further  Observations  on  Congenital  Defects  in  Infants 

Following  Infectious  Diseases  During  Pregnancy  with 

Special  Reference  to  Rubella.  Charles  Swan,  A.  L. 

Tostevin,  Helen  Mayo,  and  G.  H.  Barham  Black. 

Medical  Journal,  Australia,  I,  409,  May  6,  1944. 

Recent  woi'k  has  shown  that  maternal  rubella  in 
the  early  months  of  pregnancy  may  be  followed  by 
congenital  defects  (cataract,  heart  disease,  deaf- 
mutism,  microcephaly,  and  glomerular  sclerosis) 
in  the  infants  born  subsequently.  Since  the  pub- 
lication of  the  authors’  previous  communication, 
they  have  had  the  opportunity  of  studying  twelve 
more  cases  of  rubella  in  pregnancies.  Of  the 
twelve  patients,  only  five  were  diagnosed  by  med- 
ical practitioners  as  suffering  from  rubella.  In 
regard  to  the  other  seven  patients  who  failed  to 
seek  medical  attention  at  the  time  of  the  exanthem, 
convincing  evidence  established  the  fact  that  six 
of  them  had  suffered  an  attack  of  rubella  in 
pregnancy.  In  the  remaining  case  there  was  no 
evidence  of  maternal  disease  during  pregnancy, 
although  the  infant  born  subsequently  exhibited 
congenital  defects  resembling  those  resulting  from 
rubella. 

Seven  of  the  ten  mothers  who  gave  birth  to 
children  with  congenital  defects  had  contracted 
rubella  in  the  first  three  months  of  pregnancy. 
Three  had  suffered  from  the  disease  in  the  first 
month  of  pregnancy,  two  in  the  second  month,  and 
two  in  the  third.  Both  of  the  mothers  whose 
babies  remained  healthy  had  suffered  from  Ger- 
man measles  when  six  months’  pregnant. 

In  the  present  series  there  were  two  babies  with 
cataract.  Neither  of  these  mothers  was  more  than 
one  month  pregnant  at  the  time  of  onset  of  the 
exanthem.  It  is  of  interest  to  note  that  the  moth- 
ers were  sisters  whose  husbands  were  brothers. 
They  shared  the  same  house,  and  presumably  were 
infected  from  the  same  sources.  Both  mothers 
became  pregnant  about  the  same  time  and  de- 
veloped rubella  within  four  days  of  each  other. 
The  infants  born  subsequently  were  females.  In 
one  infant  the  congenital  defect  was  limited  to 
left-sided  cataract;  in  the  other,  the  defects  in- 
cluded bilateral  cataract,  heart  disease,  and  mi- 
crocephaly. 

Five  babies  were  deaf-mutes;  all  except  one 
were  males;  one  of  them  suffered  also  from  heart 
disease.  For  the  most  part  the  character  of  the 
deaf-mutism  was  similar  to  that  described  pre- 
viously— that  is,  deafness  was  not  total  and  high 
tones  could  still  be  heard.  Except  in  one  case,  the 


external  canal  and  tympanic  membrane  appeared 
normal. 

In  the  authors’  combined  series  of  cases  they 
found  that  the  average  duration  of  pregnancy  at 
the  time  of  development  of  the  exanthem  in  eleven 
of  the  twelve  mothers  whose  children  suffered 
from  deaf-mutism  was  2.3  months.  The  average 
duration  of  pregnancy  under  similar  conditions 
in  the  fifteen  mothers  whose  babies  had  cataracts 
was  1.4  months.  These  figures  serve  to  confirm  our 
earlier  impression — namely,  that  the  nature  of 
the  congenital  defect  depends  upon  the  stage  of 
pregnancy  at  which  the  mother  contracts  rubella. 

Heart  disease  was  present  in  four  infants.  In 
cases  exhibiting  other  congenital  abnormalities, 
microcephaly  was  pronounced  in  three. 

When  the  authors  combined  the  present  cases 
with  their  pi-evious  series,  they  found  that  of  sixty- 
one  mothers  who  contracted  rubella  in  pregnancy, 
forty-one  bore  children  with  congenital  defects. 
The  authors  believe  that  a much  more  severe  type 
of  rubella  is  occurring  and  that  this  alteration  is 
taking  place  in  other  countries  as  well  as  in  Aus- 
tralia. The  authors  have  been  unable,  however, 
to  reach  any  definite  conclusions  concerning  the  re- 
lationship between  the  intensity  of  the  maternal 
disease  during  pregnancy  and  the  extent  and  se- 
verity of  the  congenital  abnormalities  in  the  in- 
fants born  subsequently.  Thus,  in  one  of  then- 
cases,  although  the  attack  of  rubella  was  limited 
to  a faint  rash  on  the  arms,  the  infant’s  defects 
were  similar  to  those  seen  in  babies  born  of  mothers 
whose  attacks  had  been  very  severe. 

The  authors  have  previously  suggested  that  the 
effect  of  repeated  doses  of  convalescent  serum  or 
of  pooled  adult  serum  or  plasma  should  be  tried, 
both  as  a prophylactic  and  as  a curative  agent. 
The  efficacy  of  such  treatment  is  as  yet  undeter- 
mined. 


OPHTHALMOLOGY 

By  Robert  J.  Warner.  M.D. 
Doctors  Building,  Nashville 


Penetration  of  Penicillin  in  Rabbit  Eyes  with  Normal, 
Inflamed,  and  Abraded  Corneas.  I.  H.  Leopold  and 
W.  O.  LaMotte.  American  Journal  of  Ophthal- 
mology, June,  1945. 

The  authors  used  rabbit  eyes.  The  penicillin 
in  solution  consisted  of  500  Oxford  units  of  the 
sodium  salt  per  cubic  centimeter  of  isotonic  solu- 
tion of  sodium  chloride.  Penicillin  ointment  was 
prepared  with  a polyethylene  glycol  (Carbowax) 
base.  The  concentration  of  penicillin  in  the  oint- 
ment was  500  Oxford  units  per  gram  of  base. 
Four  drops  of  the  penicillin  solution  or  two-tenths 
gram  of  penicillin  ointment  was  applied  to  the  con- 
junctival sac  once,  and  aqueous  humor  was  with- 
drawn fifteen  minutes,  forty-five  minutes,  or  one 
hour  and  forty-five  minutes  after  the  instillation. 
The  authors  review  the  literature  in  which  the 
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opinion  has  been  expressed  that  damage  to  corneal 
epithelium  by  high  concentrations  of  penicillin  in 
solution  may  account  for  high  concentration  of 
penicillin  in  the  aqueous  humor  after  the  corneal 
bath  technique.  The  corneas  were  abraded  in  these 
experiments  not  only  to  measure  the  absorbability 
of  penicillin  under  such  conditions,  but  also  to  test 
the  influence  of  penicillin  on  the  rate  of  regenera- 
tion of  corneal  epithelium. 

The  authors’  conclusions  follow:  penicillin  in  so- 
lution or  ointment  fails  to  penetrate  into  the 
aqueous  humor  of  the  normal  rabbit  eye  after  one 
local  instillation,  but  penetrates  readily  in  the  pres- 
ence of  corneal  abrasion  or  ulcer. 

The  concentration  thus  obtained  exceeds  the  prob- 
able therapeutic  level.  It  is  not  necessary  to  re- 
sort to  iontophoresis,  the  corneal  bath  technique, 
or  subconjunctival  injection  to  obtain  effective  con- 
centrations in  eyes  with  infected  corneal  ulcer  or 
corneal  abrasions.  The  solution  or  ointment  de- 
scribed needs  to  be  used  only  once  every  two 
hours  in  the  cul-de-sac  to  maintain  high  concen- 
tration in  the  aqueous  humor.  Repeated  applica- 
tions of  the  solution  do  not  significantly  retard 
regeneration  of  corneal  epithelium. 


ROENTGENOLOGY 

By  J.  Marsh  Frere,  M.D. 

Newell  and  Newell  Sanitarium,  Chattanooga 


Present  Value  of  Roentgenology  in  the  Diagnosis  of 

Appendicitis.  Dr.  Gonzalo  Esguerra  Gomez,  Bogota, 

Colombia.  American  Journal  of  Roentgenology  and 

Radium  Therapy,  December,  1944,  Vol.  52,  No.  6, 

р.  624. 

The  author  points  out  that  since  1909,  when 
Beclere  first  visualized  the  appendix  on  a roent- 
genogram, until  today  that  roentgenology  of  the 
appendix  has  passed  through  four  different  periods. 
Even  today  there  is  diversity  of  opinion  among 
clinicians,  surgeons,  and  roentgenologists  as  to  the 
value  of  the  roentgen  examination  in  suspected 
cases  of  chronic  or  recurrent  appendicitis. 

The  value  of  the  roentgen  examination  is  useful 
for  the  following  three  reasons: 

1.  It  rules  out  or  confirms  the  presence  of  dis- 
ease in  organs  other  than  the  appendix.  (In  1,738 
roentgen  diagnoses  of  appendicitis,  from  a total 
of  21,000  patients  examined,  I found  45.64  per  cent 
in  which  appendicitis  was  associated  with  some 
other  disease.) 

2.  For  the  direct  cecal-appendicular  signs: 

a.  Lack  of  visualization  of  the  appendix  after 
roentgen  examination  signified  a pathologic  ap- 
pendix. 

b.  A kinked  or  fixed  appendix  means  a patho- 
logical appendix. 

с.  Retention  of  barium  in  the  appendix  after 
cecum  has  emptied  is  considered  pathological. 

d.  Presence  of  calculi  in  the  appendix  is  abnor- 


mal and  therefore  may  be  an  important  factor  in 
future  appendicitis. 

e.  Erect  appendix. 

3.  Indirect  or  reflex  signs: 

a.  Appendicular  pain. 

b.  Pylorospasm  is  found  when  we  have  a six- 
hour  gastric  retention  and  tenderness  on  palpation 
of  the  pyloric  region. 

c.  Aerogastria,  increase  in  size  of  air  chamber. 

d.  Increase  in  size  and  density  of  the  liver. 

e.  Ileal  retention  constipation. 

f.  Ileocecal  spasms. 


UROLOGY 

By  Burnett  W.  Wright,  M.D. 
Doctors  Building,  Nashville 


Case  Report  Illustrating  Brief  Period  of  Time  Necessary 

to  Formation  of  Large  Stag-Horn  Renal  Calculus. 

Alfonso  De  La  Pena  and  Emilio  De  La  Pena.  The 

Journal  of  Urology,  Vol.  52,  No.  2,  August,  1944, 

p.  108. 

It  is  very  seldom  that  an  opportunity  is  given  to 
ascertain  accurately  the  time  necessary  for  stone 
formation.  The  case  here  described  by  the  authors 
seems  worthy  of  consideration  because  of  the 
unique  opportunity  for  such  observation. 

Case  Report 

A woman,  thirty-seven  years  of  age,  stated  that 
during  the  last  three  years  she  had  suffered  pe- 
riodically from  colicky  pain  referred  to  the  left 
renal  area,  as  well  as  to  the  right  iliac  fossa. 
These  attacks  of  pain  were  accompanied  by  chills 
and  fever  and  nausea.  Frequent  elevation  of  tem- 
perature was  noted  in  the  intervals.  She  stated 
that  she  had  been  operated  on  elsewhere  a year 
before  and,  judging  from  the  history,  drainage  of 
the  left  kidney  had  been  done.  The  tube  was  al- 
lowed to  remain  for  two  months,  and  the  wound 
closed  spontaneously  following  its  removal. 

In  October,  1942,  the  patient  had  a severe  attack 
of  pain  referred  to  the  left  kidney  area  and  with 
fever  and  great  prostration.  Shortly  after  that 
she  came  under  our  observation.  The  roentgeno- 
gram of  the  urinary  tract  revealed  two  small 
stones  in  the  left  renal  area.  There  was  no  evi- 
dence of  any  shadow  in  the  right  renal  area.  A 
month  later  she  was  seized  with  severe  colic  re- 
ferred to  the  right  lumbar  area  with  fever.  A 
plain  roentgenogram  thirty-eight  days  after  the 
previous  one  showed  a perfect  mold  of  a large 
stag-horn  calculus  filling  the  right  renal  pelvis. 
Operation  was  advised,  but  the  patient  refused  it. 
Following  this  the  patient  had  periodic  attacks  of 
pain  referred  to  the  right  kidney,  accompanied  by 
fever.  Following  some  of  these  attacks  she  w'ould 
pass  one  or  more  small  stones.  In  July,  1943,  an 
excretory  urogram  showed  a nonfunctioning  left 
kidney  and  fragmentary  visualization  of  the  renal 
pelvis  around  the  stone  on  the  right  side.  A left 
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nephrectomy  was  performed  and  the  kidney  was 
found  to  be  a functionless  pyonephrotic  sac. 

In  September,  1943,  the  patient  again  had  right 
renal  colic  and  passed  two  stones.  There  was 
complete  anuria  over  a period  of  two  days.  In  the 
plain  roentgenogram  the  shadow  of  a stag-horn 
stone  was  observed  in  the  right  renal  area,  which 
was  only  slightly  larger  than  that  shown  previous- 
ly. On  exploration  of  the  right  kidney  a large 
stag-horn  calculus  was  found  and  removed  by 
nephrolithotomy.  The  kidney  was  found  to  be  rather 
sclerotic  in  the  upper  pole.  Most  of  the  secreting 
tissue  seemed  to  be  in  the  lower  pole,  representing 
less  than  a third  of  the  normal  kidney.  The 
patient  made  a normal  recovery  and  postoperative 
estimation  of  her  renal  function  showed  it  to  be 
normal. 

This  is  the  first  time,  to  our  knowledge,  that  a 
stag-horn  calculus  was  formed  in  a period  of  thirty- 
eight  days,  completely  filling  the  pelvis  and  calyces 
of  the  kidney.  It  did  not  increase  in  size  in  the 
following  nine  months.  It  is  possible  that  there 
was  massive  infection  of  the  kidney,  permitting 
the  precipitation  of  urinary  salts  in  various  por- 
tions of  the  renal  pelvis  and  calyces. 

Madrid,  Spain. 


BOOK  REVIEW 


Technical  Methods  for  the  Technician.  Anson  Lee 
Brown,  A.B.,  M.D.,  Director  of  Doctor  Brown’s  Clin- 
ical Laboratory  and  Doctor  Brown’s  School  for  Tech- 
nicians, Columbus,  Ohio.  Published  by  the  Author. 

Doctor  Brown’s  book,  “Technical  Methods  for 
the  Technician,”  is  706  pages  in  length.  It  is 
largely  devoted  to  the  procedures  adopted  by  Doc- 
tor Brown  for  his  laboratory  and  a considerable 
portion  tells  of  his  “whizbang”  philosophy.  It  does 
not  deserve  serious  consideration  for  scientific 
merit  or  for  its  philosophic  content.  He  seems  to 
have  followed  the  current  trend  for  writing  a 
scientific  book  for  the  laymen  in  which  the  readers’ 
knowledge  is  neither  broadened  nor  lengthened. 

The  book  is  published  by  Doctor  Brown  for  Doc- 
tor Brown’s  Laboratory  and  his  students,  for  whom 
it  undoubtedly  has  its  greatest  value.  It  sells  for 
ten  dollars  and  it  may  be  entertaining  for  those 
who  are  familiar  with  better  texts. 

C.  G.  R. 
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BACKGROUND 

Three  Decades  of  Clinical  Experience 


f | *HE  use  of  cow’s  milk,  water,  and  carbohydrate  mixtures  repre- 
sents the  one  system  of  infant  feeding  that  consistently,  f^t- 
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BENIGN  OBSTRUCTIVE  LESIONS  IN  THE  RIGHT  LOWER  QUADRANT* 

J.  R.  BROMWELL  BRANCH,  M.D.,  Instructor,  Committee  on  Postgraduate  Instruction  in  Surgery 


Despite  years  of  experience,  the  right 
lower  quadrant  is  still  a mare’s-nest  of 
diagnostic  error,  and  the  site  of  many  un- 
necessary and  fruitless  operations.  Efforts 
still  continue  to  make  the  profession  and 
general  public  appendicitis  conscious  in 
order  to  remedy  the  persistent  appalling 
situation,  so  far  as  that  disease  contributes 
to  our  mortality  and  morbidity,  and  yet  we 
are  faced  with  a curious  situation. 

On  the  one  hand,  we  find  that  only  two 
out  of  three  preoperative  diagnoses  are  con- 
firmed by  the  pathologist,  and  that  one  case 
out  of  seven  has  perforated  before  opera- 
tion is  performed.  On  the  other  hand, 
there  seems  to  be  an  overwhelming  tend- 
ency to  blame  the  appendix  for  all  symp- 
toms arising  or  located  in  that  area.  This 
is  particularly  true  in  the  recurrent  or 
chronic  cases  and  has  resulted  in  a great 
many  unnecessary  and  futile  appendec- 
tomies. For  these  reasons,  I have  thought 
it  worth  while  to  once  more  call  attention 
to  a group  of  cases  caused  by  obstruction 
from  various  causes  and  which  are  com- 
monly diagnosed  and  treated  as  “chronic” 
appendicitis.  In  fact,  nearly  all  of  these 
cases  I have  seen  have  at  one  time  or 
another  been  so  diagnosed.  Lesions  caus- 
ing obstruction  in  the  right  lower  quadrant 
may  be:  (a)  extrinsic  or  (b)  intrinsic. 
These  may  be  classified  further  as  com- 


*Read before  the  Tennessee  State  Medical  As- 
sociation, Nashville,  April  11,  12,  13,  1944. 


plete  and  incomplete,  acute  and  chronic. 
The  extrinsic  lesions  are  usually  due  to 
adhesions  and/or  bands,  which  may  be  ei- 
ther congenital  or  acquired. 

Congenital  Lesions 

These  consist  of  bands  or  cords  lying 
across  the  terminal  ileum,  cecum,  and  as- 
cending colon,  causing  varying  grades  of 
compression  and  limitation  of  mobility. 
They  may  be  thin,  as  in  the  typical  Jack- 
son’s veil,  or  thick  cordlike  structures.  The 
terminal  ileum  is  frequently  angulated  and 
adherent  to  itself  or  the  cecum,  the  so- 
called  Lanes’  kink.  Although  congenital 
in  origin,  these  usually  cause  no  symptoms 
early  in  life,  and  in  many  cases  never  do 
seem  to  cause  trouble.  When  symptoms 
do  occur,  they  vary  from  slight  interference 
with  bowel  function,  such  as  constipation, 
indigestion,  and  a feeling  of  heaviness  or 
distention,  to  real  severe  and  at  times  acute 
obstruction. 

The  diagnosis  depends  primarily  upon  a 
careful  and  thorough  history  and  a com- 
plete general  survey  of  the  patient.  This 
seems  to  be  a trite  and  unnecessary  state- 
ment, but  far  too  frequently  we  are  prone 
to  jump  at  conclusions  too  quickly  and  fail 
to  consider  the  patient  as  a whole.  Almost 
any  symptoms  predominately  arising  in  the 
right  lower  quadrant  are  apt  to  spell  “ap- 
pendicitis,” acute  or  chronic,  as  the  case 
may  be,  to  the  casual  or  superficial  observer. 
It  is  in  the  chronic  cases  that  too  many  un- 
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necessary  and  unprofitable  operations  have 
done,  removing  a perfectly  normal  ap- 
pendix and  leaving  the  patient  in  statu 
quo  ante. 

The  symptoms  of  the  milder  cases  are 
duplicated  in  certain  so-called  functional 
disturbances  seen  in  the  asthenic,  atonic, 
splanchnoptonic  patients.  In  these  there 
is  cecal  stasis,  along  with  their  general 
visceroptosis,  the  type  years  ago  subjected 
to  futile  nephroplexies,  and  more  recently 
to  unnecessary  appendectomies,  a reproach 
to  our  diagnostic  acumen  and  surgical  judg- 
ment. These  cases  must  be  ruled  out  be- 
fore we  consider  operation,  which  may  be 
indicated  in  the  organic  group  under  con- 
sideration. 

Objectively  little  may  be  found  on  ab- 
dominal examination ; there  may  be  some 
tenderness  on  palpation  over  the  right 
lower  quadrant,  and  at  times  one  can  feel 
a mass  due  to  the  overloaded  cecum.  This 
mass,  as  well  as  the  local  discomfort, 
usually  disappears  after  a thorough  colonic 
irrigation.  The  X-ray  examination  is  most 
important;  it  will  tell  us  how  much  limi- 
tation of  movement  there  is  to  the  bowel 
in  that  area,  the  grade  of  cecal  and  ileal 
stasis,  and  rule  out  any  intrinsic  obstruc- 
tive lesion  which  may  be  suspected.  Need- 
less to  say,  the  roentgenologist  should  be 
told  what  we  are  looking  for  and  not  mere- 
ly be  asked  to  do  a G.I.  series.  Fluoroscopic 
control  at  the  right  time  gives  a lot  of 
information  otherwise  missed  if  only  films 
are  made  at  certain  intervals.  In  the  more 
marked  cases,  in  addition  to  constipation, 
digestive  disturbances,  and  a feeling  of 
heaviness  and  discomfort  in  the  right  lower 
quadrant,  there  is  actual  pain.  This  may 
come  in  attacks  with  rumbling  and  gur- 
gling of  gas ; nausea  and  even  vomiting  are 
not  infrequent.  There  is  usually  tender- 
ness, but  muscle  resistance,  spasm,  or  rigid- 
ity are  not  commonly  found.  On  ausculta- 
tion there  is  an  increase  in  the  frequency 
and  volume  of  peristaltic  sounds.  One  is, 
however,  usually  impressed  by  the  absence 
of  evidence  of  inflammation,  temperature, 
pulse,  and  blood  picture  being  normal. 

Where  the  history  reveals  no  story  of 
acute  attacks,  suggesting  appendicitis  or 
pelvic  inflammatory  disease,  the  symptoms 
of  discomfort  or  pain  originate  and  remain 


in  the  right  lower  quadrant,  and  the  find- 
ings are  as  outlined  above,  one  should  sus- 
pect the  presence  of  extrinsic  lesions,  prob- 
ably congenital.  In  cases,  however,  where 
there  have  been  attacks  in  the  past  likely 
to  produce  adhesions,  the  lesion  is  probably 
acquired. 

Treatment 

In  the  milder  cases  the  patient  may  be 
kept  quite  comfortable  by  conservative 
means.  Satisfactory  elimination  is  secured 
by  forming  regular  habits  of  bowel  move- 
ments, proper  diet  and  exercise,  and  the 
needed  peristaltic  stimulation  furnished  by 
adequate  fluid  intake.  I have  found  that 
a glass  or  more  of  normal  saline  solution, 
drunk  down  on  an  empty  stomach  on  aris- 
ing in  the  morning,  works  wonders.  Should 
the  cecum  become  overloaded,  an  occasional 
colonic  irrigation,  with  tap  water  or  salt 
solution,  may  be  necessary;  cathartics,  ex- 
cept for  moderate  and  infrequent  doses  of 
mineral  oil,  interdicted.  Irritating  enemata 
should  not  be  taken.  It  is  well  to  remember 
that,  althought  a patient  may  have  a daily 
bowel  movement,  it  may  be  incomplete, 
there  may  be  a residue,  which  gradually 
accumulates,  causing  overloading. 

Where  conservative  measures  are  un- 
satisfactory, or  in  cases  in  whom  the  symp- 
toms are  more  severe,  with  real  attacks  of 
partial  obstruction,  operation  may  well  be 
indicated.  Here,  as  in  all  chronic  or  recur- 
rent cases,  there  should  be  a real  explora- 
tory incision;  the  McBurney  type  has  its 
uses,  but  not  here.  Far  too  many  such 
cases  have  been  operated  upon  through 
inadequate  incisions,  the  appendix  removed, 
and  the  real  pathological  process,  involving 
the  terminal  ileum,  cecum  and  ascending 
colon  not  even  seen,  let  alone  remedied. 
The  pathologist  in  due  time  sends  back  a 
report  of  normal  appendix;  sometimes  he 
merely  says,  sarcastically,  appendix.  If  he 
is  very  friendly,  he  may  mention  a slight 
round  cell  infiltration  of  the  submucosa. 
The  patient  makes  a good  recovery,  remains 
well  while  in  the  hospital,  but  sooner  or 
later  the  old  symptoms  return. 

Through  an  adequate  incision  one  can 
make  a thorough  exploration,  release  crip- 
pling adhesions,  and  restore  normal  func- 
tion. Of  course,  releasing  adhesions  is  not 
always  satisfactory;  they  tend  to  reform 
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unless  all  raw  surfaces  are  covered  with 
peritoneum.  McGehee  has  recently  called 
our  attention  to  the  value  of  free  omental 
grafts  in  suitable  cases.  Where  these  pro- 
cedures prove  inadequate,  enterostomy,  or 
even  resection,  may  be  indicated. 

Intrinsic  Lesions 

These  may  be  due  to  dysentery,  tuber- 
culosis, intestinal  parasites,  or  the  result 
of  an  inflammatory  process  such  as  ileitis. 
In  all  of  them  the  pathological  process  is 
practically  the  same.  As  a result  of  pro- 
longed irritation  there  is  a protective  for- 
mation of  scar  tissue,  causing  a thicken- 
ing and  rigidity  of  the  bowel  wall  and 
consequent  narrowing  of  the  lumen.  A 
typical  illustration  of  this  is  found  in  hy- 
perplastic tuberculosis  of  the  cecum,  which 
I should  like  to  discuss  in  some  detail. 

Intestinal  tuberculosis  is  a frequent  find- 
ing in  severe  cases  of  pulmonary  tuber- 
culosis, and  has  been  reported  in  from  sev- 
enty per  cent  to  ninety  per  cent  of  those 
dying  of  the  disease.  In  most  of  them, 
however,  the  process  is  ulcerative  only, 
and  stricture  resulting  in  partial  occlusion 
is  found  in  twenty-five  per  cent  or  less.  The 
hyperplastic  lesion  may  be  found  with  mas- 
sive generalized  abdominal  tuberculosis  and 
peritonitis,  but  in  typical  cases  the  process 
is  confined  to  the  cecum,  ascending  colon, 
and  perhaps  the  terminal  ileum.  My  own 
experience  bears  out  statements  made  in 
the  literature  that  fifty  per  cent  of  the 
patients  with  tuberculous  peritonitis  have 
intestinal  tuberculosis  also,  and  in  twenty 
per  cent  of  the  patients  having  intestinal 
tuberculosis  there  is  peritoneal  involvement 
as  well. 

Pathology 

The  essential  pathological  process,  re- 
sulting in  thickening  of  the  bowel  wall 
with  stenosis,  is  the  reaction  to  chronic  ir- 
ritation from  the  tuberculous  infection. 
This  cannot  be  differentiated  grossly  from 
similar  lesions  due  to  other  chronic  irrita- 
tion seen  in  dysentery,  schistosoma,  or 
other  intestinal  infections.  Although  the 
scar  formation  begins  and  develops  princi- 
pally in  the  submucosa,  the  mucosa  also 
becomes  thickened,  often  throwing  up 
papillary  elevations,  as  shown  in  one  of 


the  slides.  Where  a pulmonary  infection 
coexists  there  may  be  ulcerative  lesions; 
this  thickened  mucosa  still  further  en- 
croaches on  the  intestinal  lumen,  and  if 
and  when  it  becomes  edematous,  can  pro- 
duce almost  complete  obstruction.  Micro- 
scopic examination  shows  leucocytic  and 
lymphocytic  infiltration,  edema,  dense  scar 
tissue,  and  tubercles.  In  many  cases  only 
after  prolonged  and  thorough  search  are 
tubercle  bacilli  found.  In  some  cases  the 
mesenteric  glands  are  involved,  in  others 
not. 

Terminal  Ileitis 

One  hears  a lot  about  regional  and  ter- 
minal ileitis  these  days,  though  I have  an 
impression  that  the  disease  is  not  at  all 
common  in  this  section  of  the  country,  and 
I have  had  no  experience  with  it.  There 
are  reported,  however,  forms  of  the  disease 
with  lesions  strikingly  similar  to  those 
found  in  hyperplastic  tuberculosis  with  oc- 
clusion and  obstructive  symptoms.  The 
gross  pathological  picture  seems  to  be  the 
same,  and,  in  fact,  it  has  been  suggested 
that  in  many  instances  tuberculosis  is  the 
etiological  factor.  Although  I have  not 
seen  any  cases  of  Crohn’s  disease,  I am 
inclined  to  think  that  this  may  be  true, 
and  that  if  a prolonged  and  thorough  search 
is  made  tubercle  bacilli  may  be  found.  In 
several  of  my  cases  the  pathologist,  James 
Cash  (now  at  the  University  of  Virginia), 
refused  to  make  a diagnosis  of  tuberculosis 
until  after  many  sections  had  been  cut  and 
examined ; the  organism  was  found. 

Diagnosis 

The  presenting  symptoms  in  chronic 
occlusive  hyperplastic  lesions,  whether  of 
tuberculous  origin  or  not,  are  those  of  vary- 
ing degrees  of  obstruction.  At  first,  there 
is  constipation  with  discomfort  in  the  right 
lower  quadrant;  later  rumbling  and  gur- 
gling of  gas  occur,  associated  with  colicky 
pains,  and  at  times  nausea  and  even  vomit- 
ing. The  temperature,  pulse,  and  blood 
count  are  usually  normal ; between  the  at- 
tacks there  may  be  no  symptoms  save  for 
the  constipation.  It  seems  that  these  rather 
acute  attacks  are  due  to  a transitory  edema 
of  the  mucosa,  which  still  further  narrows 
the  bowel  lumen,  increasing  the  existing 
obstruction. 


242 


BENIGN  OBSTRUCTIVE  LESIONS— Branch 


August,  1945 


Nearly  all  of  these  cases  are,  at  one  time 
or  another,  incorrectly  diagnosed  as 
“chronic  appendicitis,”  with  or  without 
acute  exacerbations,  though  a careful  his- 
tory will  reveal  characteristic  differences. 
On  examination  there  is  some  tenderness 
over  the  right  lower  quadrant,  and  almost 
invariably  a palpable  mass;  this  persists 
after  a thorough  colonic  irrigation.  The 
clinical  impression  of  obstruction  is  con- 
firmed by  X-ray  studies  of  the  gastroin- 
testinal tract,  including  barium  enema. 
Characteristic  findings  include:  hypermo- 
tility of  the  small  intestine;  ileal  stasis  with 
dilatation  of  hypertrophy;  constant  filling 
defect  in  the  cecum  and/or  ascending  colon. 

The  possibility  of  malignancy  must,  of 
course,  always  be  considered ; however, 
most  of  the  benign  lesions  are  seen  in  the 
twenties  when  malignancy  is  uncommon. 
Then,  too,  carcinoma  of  the  right  colon  is 
characterized  by  its  depleting  effect  on 
the  patient  as  a whole,  with  severe  anemia, 
loss  of  weight  and  strength,  and  nutritional 
deficiencies.  Obstruction  is  not  a promi- 
nent feature  of  cancer  on  the  right  side, 
although  it  is  on  the  left. 

Treatment 

In  the  milder  cases  the  treatment  is  con- 
servative; by  avoiding  or  promptly  reliev- 
ing stasis  and  overloading  of  the  cecum, 
most  patients  may  be  kept  quite  comfort- 
able. Moderate  narrowing  of  the  bowel 
lumen  may  not  cause  too  much  interfer- 
ence with  function  unless  a superimposed 
edema  of  the  thickened  mucosa  contributes 
too  much  additional  narrowing.  If,  how- 
ever, the  symptoms  persist  or  increase  in 
severity,  particularly  if  the  attacks  of  ob- 
struction recur  more  frequently,  operation 
is  indicated.  The  procedure  will  naturally 
depend  upon  the  findings  at  operation. 
Where  there  is  a localized  hyperplastic  le- 
sion involving  the  cecum  and/or  ascending 
colon,  a one-stage  resection  with  ileo- 
colostomy  may  be  done.  If  the  terminal 
ileum  is  sufficiently  dilated,  this  may  be 
end  to  end ; otherwise,  the  anastomosis  is 
end  to  side.  Should  the  presence  of  adhe- 
sions make  resection  impracticable,  a short 
circuiting  enterocolostomy  is  the  procedure 
of  choice.  In  some  cases  complicated  with 
extensive  plastic  tuberculous  peritonitis, 


one  has  to  be  content  with  an  emergency 
cecostomy  or  ileostomy  to  relieve  the  ob- 
struction. 

I have,  on  occasion,  been  gratified  to  find 
this  simple  method  followed  by  a satisfac- 
tory recovery  and  spontaneous  closure  of 
the  fistula.  One  such  patient,  after  a six- 
month  rest,  with  forced  feeding  and  helio- 
therapy, seemed  to  be  entirely  well.  She 
resumed  her  work  as  a trained  nurse  and 
later  married ; a five-year  follow-up  re- 
ported that  there  had  been  no  recurrence 
of  symptoms,  and  that  she  seemed  to  have 
made  a complete  recovery. 

Prognosis 

This  depends  upon  the  cure  of  persist- 
ence of  the  tuberculosis ; where  we  had  been 
dealing  with  a localized  hyperplastic  le- 
sion, the  end-result  of  a storm  that  had 
passed,  leaving  only  this  evidence,  the  out- 
look is  good.  In  cases,  however,  where 
there  was  a latent  pulmonary  infection  or 
active  foci  in  the  peritoneum  or  elsewhere, 
it  is  poor.  My  own  experience  agreed  with 
the  figures  gleaned  from  the  literature  to 
the  effect  that  not  more  than  fifty  per  cent 
survive  more  than  five  years.  I am  sure 
that  if  general  hygienic  and  dietetic  regi- 
mens can  be  maintained  over  a sufficiently 
long  period  of  time,  the  results  would  be 
better,  and  the  survival  rate  higher. 

So  far  we  have  been  concerned  with 
the  more  chronic  forms  of  partial  obstruc- 
tion. Acute  and  practically  complete  oc- 
clusion may  result  from  some  sudden  ag- 
gravation of  the  chronic  process.  In  the 
extrinsic  lesions  this  may  be  due  to  a 
more  acute  angulation  or  a loop  of  bowel 
may  be  caught  in  a pocket  of  adhesions. 
In  other  instances  the  critical  obstruction 
may  be  due  to  a further  narrowing  of  the 
lumen  from  edema  and  greater  thickening 
of  the  mucosa.  The  subsiding  of  this  tran- 
sitory edema,  with  consequent  enlargement 
of  the  lumen,  explains  the  relief  following 
conservative  measures  or  that  secured  by 
emergency  enterostomies. 

The  slides  shown  illustrate  some  typical 
findings  on  X-ray  examination,  also  a sim- 
ple aseptic  or  closed  method  of  resection 
and  anastomosis  which  has  been  useful  to 
me  where  that  procedure  is  indicated. 


August,  1945 


24  3 


FRACTURES  ABOUT  THE  ELBOW  IN  CHILDREN* 

HAROLD  B.  BOYD,  M.D.,  and  A.  RALPH  ALTENBERG,  M.D.,f  Memphis 


It  is  the  purpose  of  this  paper  to  discuss 
fractures  about  the  elbow  joint  in  children 
and  to  give  a brief  outline  of  the  various 
types  of  fractures,  their  relative  frequency, 
and  the  method  of  treatment  in  each  group. 

Fractures  involving  the  elbow  joint  in 
children  are  relatively  common.  In  study- 
ing the  files  of  the  Campbell  Clinic,  we  find 
that  over  700  of  these  fractures  have  been 
treated  by  members  of  the  staff  in  individ- 
uals twelve  years  of  age  or  under.  This 
does  not  include  the  fractures  treated  on 
the  service  at  the  John  Gaston  (City)  Hos- 
pital. 

Damage  to  the  nerves  and  blood  vessels 
which  frequently  accompanies  fractures 
about  the  elbow  is  often  of  more  conse- 
quence than  the  fracture  itself.  For  this 
reason,  whether  or  not  the  nerve  and  blood 
supply  to  the  arm  are  intact  should  be  as- 
certained before  reduction  and  observed  at 
regular  intervals  during  treatment. 

Impairment  of  circulation  is  indicated 
mainly  by  swelling,  cyanosis,  and  paresthe- 
sia or  anesthesia  of  the  hand  and  fingers. 
Absence  of  the  radial  pulse  before  reduc- 
tion is  usually  caused  by  pressure  on  the 
brachial  artery  at  the  fracture  site,  but  it 
may  indicate  trauma  to  the  brachial  artery 
which  has  resulted  in  thrombosis  or  sev- 
erance of  this  vessel.  If  the  radial  pulse 
is  absent  due  to  pressure  on  the  brachial 
artery,  the  pulse  will  usually  return  during 
reduction  of  the  fracture.  If  the  radial 
pulse  is  present  before,  but  absent  after, 
placing  the  arm  in  acute  flexion,  the  amount 
of  flexion  is  too  great  and  the  elbow  should 
be  extended  sufficiently  to  restore  adequate 
circulation. 

Examination  for  nerve  damage  should 
be  carried  out  before  and  after  manipu- 
lation of  the  fracture.  This  is  easily  done, 
for  the  median,  ulnar,  and  radial  nerves 
have  simple  motor  functions  which  are 
readily  determined.  With  median  nerve 
paralysis  the  patient  is  unable  to  appose 

*Read  before  the  Tennessee  State  Medical  As- 
sociation, Nashville,  April  11,  12,  13,  1944. 

tFrom  the  Willis  C.  Campbell  Clinic. 


the  tip  of  the  thumb  to  the  small  finger. 
Ulnar  nerve  paralysis  presents  “fanning” 
of  the  fingers  and  abduction  of  the  small 
finger.  The  patient  is  unable  to  dorsiflex 
the  wrist  or  to  extend  the  metacarpopha- 
langeal joints  with  radial  nerve  involve- 
ment. The  sensory  distribution  in  the  hand 
of  the  median,  ulnar,  and  radial  nerves  is 
well  known  and  can  easily  be  tested. 

Supracondylar  Fractures 
The  most  common  fracture  about  the 
elbow  joint  in  children  is  supracondylar 
fracture.  The  youngest  patient  with  a 
supracondylar  fracture  in  this  series  was 
fourteen  months  of  age.  These  fractures 
have  occurred  in  all  ages  up  to  and  includ- 
ing the  twelve-year  limit  which  was  set 
arbitrarily  for  this  study.  The  majority 
of  supracondylar  fractures  occurred  be- 
tween the  ages  of  five  and  eight  years.  A 
supracondylar  fracture  can  usually  be  diag- 
nosed clinically.  The  diagnosis  should  al- 
ways be  confirmed  by  roentgenographic 
examination  in  order  to  determine  the  exact 
type  of  fracture.  This  is  necessary  to  dif- 
ferentiate supracondylar  fractures  from 
condylar  fractures,  as  the  proper  treatment 
of  these  fractures  is  entirely  different.  The 
presence  or  absence  of  the  radial  pulse 
should  be  ascertained  and  the  condition  of 
the  circulation  in  the  hand  evaluated.  A 
careful  examination  should  be  made  for 
nerve  damage.  When  impairment  is  pres- 
ent, the  median  or  radial  nerves  are  most 
often  involved.  The  former  passes  in  front 
of  the  lower  end  of  the  humerus  between 
the  condyles,  while  the  latter  passes  an- 
terior to  the  lateral  condyle.  Either  may 
be  damaged  by  the  forward  projection  of 
the  proximal  fragment.  Rarely  the  ulnar 
nerve  may  be  involved.  Careful  examina- 
tion of  the  nerve  and  blood  supply  to  the 
hand  and  forearm  should  be  made  before 
reduction  of  the  fracture.  Absence  of  the 
radial  pulse  may  be  present  before  reduc- 
tion, due  to  pressure  on  the  brachial  ar- 
tery. If  the  pulse  does  not  return  after 
reduction,  the  circulation  in  the  hand  must 
be  observed  frequently  and  with  great  care. 
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Nerve  injury  may  result  at  the  time  of 
the  fracture,  or  may  occur  during  manipu- 
lation. The  latter  happens  rarely,  and  is 
the  exception  to  the  rule.  Embarrassment 
to  the  surgeon  is  prevented  if  the  relatives 
are  informed  before  the  manipulation  that 
the  nerve  injury  exists  rather  than  after 
the  manipulation.  In  some  supracondylar 
fractures  the  soft  tissue  swelling  is  too 
extensive  to  permit  immediate  manipula- 
tion. In  these  cases  it  is  necessary  to  treat 
the  patient  with  some  form  of  traction, 
as  has  been  described  by  Dunlop,  or  to 
place  the  extremity  in  a posterior  splint 
until  the  swelling  subsides  sufficiently  to 
permit  manipulation.  In  the  vast  majority 
of  cases,  especially  when  the  patient  is 
seen  within  a few  hours  after  the  fracture, 
immediate  manipulation  can,  and  should, 
be  done.  We  have  found  that,  in  general, 
the  simplest  and  most  satisfactory  method 
of  treatment  is  manipulation  followed  by 
immobilization  in  acute  flexion  (Jones’  po- 
sition) by  adhesive  strapping.  The  re- 
duction is  accomplished  by  simultaneous 
traction  on  the  forearm  and  flexion  of  the 
elbow.  At  the  same  time  that  this  ma- 
nipulation is  being  carried  out,  one  can 
usually  force  the  distal  fragment  forward 
with  the  thumb  while  pushing  posteriorly 
on  the  proximal  fragment  with  the  fingers 
of  the  same  hand.  Following  this  manip- 
ulation, the  radial  pulse  should  be  palpated. 
The  forearm  should  be  placed  in  the  max- 
imum amount  of  flexion  in  which  the  radial 
pulse  can  still  be  felt.  The  palm  of  the 
hand  on  the  affected  side  should  face  the 
sternoclavicular  joint.  The  forearm  should 
not  be  flexed  so  that  it  is  parallel  with  the 
arm.  When  the  former  position  is  used, 
the  carrying  angle  will  be  preserved  fol- 
lowing extension  of  the  elbow,  while  in  the 
latter  position  the  carrying  angle  may  be 
lost  when  the  elbow  is  extended.  In  ap- 
plying the  adhesive  dressing  with  the  elbow 
in  the  flexed  position,  care  should  be  taken 
to  pad  the  anticubital  fossa  and  to  fill  the 
space  between  the  forearm  and  arm  with 
cotton.  Otherwise,  excoriation  of  the  skin, 
due  to  the  irritation  between  the  two  skin 
surfaces,  may  occur.  The  adhesive  strap- 
ping should  cover  the  entire  arm  and  fore- 
arm from  the  axilla  to  the  wrist,  including 


the  elbow,  to  prevent  edema  and  herniation 
of  the  soft  tissue  between  the  strips  of 
adhesive  tape.  It  is  well  to  wrap  the  hand 
which  extends  beyond  the  adhesive  with  a 
gauze  bandage,  as  this  minimizes  the 
amount  of  swelling  in  the  hand.  Follow- 
ing this  form  of  treatment,  one  cannot  be 
too  careful  in  checking  the  circulation.  It 
should  be  checked  at  least  twice  a day  for 
the  first  three  days,  and  the  relatives  in- 
structed that  if  signs  of  impaired  circu- 
lation are  noted  in  the  hand,  the  patient 
should  return  to  the  doctor  immediately. 
With  this  type  of  dressing,  the  adhesive 
can  easily  be  cut  and  the  elbow  allowed 
to  extend  sufficiently  to  re-establish  ade- 
quate circulation.  As  the  swelling  subsides, 
the  flexion  of  the  elbow  can  be  gradually 
increased  and  maintained  by  reinforcing 
the  adhesive  strapping. 

Volkmann’s  contracture  is  an  extremely 
serious  complication  which  may  follow  any 
fracture  about  the  elbow,  but  is  most  com- 
monly seen  following  supracondylar  frac- 
tures. This  condition  has  been  reported 
secondary  to  severe  soft  tissue  swelling  in 
patients  who  were  not  treated  by  casts, 
bandages,  or  any  other  type  of  appliance. 
The  majority  of  cases  are  secondary  to  im- 
pairment of  circulation  caused  by  too  tight 
a cast  or  bandage.  Volkmann’s  contrac- 
ture can  usually  be  prevented  by  careful 
observation  of  the  circulation  at  regular 
intervals  and  the  prompt  release  of  any 
constricting  appliance  when  impairment  in 
circulation  is  present. 

After  reduction,  a roentgenogram  should 
be  made  to  determine  the  position  of  the 
fragments  and  whether  or  not  the  reduc- 
tion is  satisfactory.  A second  roentgeno- 
gram should  be  taken  in  one  week  to  ten 
days  following  the  reduction  to  determine 
if  any  change  in  position  of  the  fragments 
has  occurred.  If  the  fragments  have 
slipped  sufficiently  to  warrant  remanipu- 
lation, this  should  be  done  immediately,  as 
union  occurs  rapidly  in  children.  The  aver- 
age time  necessary  to  maintain  the  fixation 
with  adhesive  strapping  is  three  to  four 
weeks,  at  the  end  of  which  time  there  is 
usually  sufficient  callus  to  allow  removal 
of  the  adhesive  and  the  application  of  a 
posterior  splint.  At  the  end  of  four  to 
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five  weeks,  gradual  active  and  passive  mo- 
tion of  the  elbow  can  usually  be  resumed. 
Extension  of  the  joint  should  be  increased 
slowly.  It  may  take  three  to  six  months, 
and,  in  rare  cases,  even  a longer  period, 
to  obtain  full  extension  of  the  elbow.  Full 
motion  of  the  elbow  in  children  can  usually 
be  obtained  by  active  motion  associated 
with  use.  Physical  therapy  is  rarely  nec- 
essary in  a child.  Full  motion  might  be 
obtained  quicker  by  the  use  of  physical 
therapy,  but  the  time  element  is  of  no 
economic  importance  to  a child.  Gradually 
increasing  active  motion  is  safer  and  much 
cheaper  than  passive  motion  and  massage 
carried  out  by  a physical  therapist. 

Occasionally,  satisfactory  reduction  of  a 
supracondylar  fracture  by  manipulation  is 
impossible.  This  is  particularly  true  in 
patients  with  an  oblique  fracture  in  the 
supracondylar  region,  as  seen  in  the  antero- 
posterior roentgenogram.  If  satisfactory 
reduction  cannot  be  obtained  by  manipu- 
lation, an  open  operation  with  internal  fix- 
ation is  indicated.  We  have  found  that  the 
best  method  of  internal  fixation  is  with 
two  rustless  steel  nails,  one  passing  through 
the  medial  condyle  and  into  the  shaft,  and 
the  other  passing  through  the  lateral  con- 
dyle and  into  the  shaft  of  the  humerus. 

Fractures  of  the  Humeral  Condyles 

The  second  most  common  fracture  in- 
volving the  elbow  joint  in  children  is  condy- 
lar fracture  of  the  humerus.  Fractures  of 
the  external  condyle  are  much  more  com- 
mon than  fractures  of  the  internal  condyle 
and  internal  epicondyle  combined,  the  ratio 
being  approximately  two  to  one.  The 
symptoms  and  the  physical  findings  in  a 
condylar  fracture  may  be  similar  to  those 
of  a supracondylar  fracture;  however,  the 
treatment  is  entirely  different.  The  exact 
differential  diagnosis  can  only  be  made  by 
roentgenographic  examination.  Condylar 
fractures  of  the  humerus  in  childhood  re- 
quire open  operation  and  internal  fixation 
in  order  to  obtain  a satisfactory  end  result. 
This  is  true  in  practically  all  condylar  frac- 
tures. Occasionally  a condylar  fracture 
without  displacement  occurs  which  will  not 
require  open  reduction,  but  if  there  is  dis- 
placement of  a condylar  fracture,  open  re- 
duction is  indicated.  The  extensor  muscles 


of  the  forearm  have  a common  origin  from 
the  lateral  condyle  and  the  flexor  muscles 
have  a common  origin  from  the  medial 
condyle.  The  muscle  pull  on  a condylar 
fracture  will  redisplace  the  fragment  even 
if  successful  manipulation  of  the  fragment 
into  position  can  be  accomplished.  Accu- 
rate reduction  of  a condylar  fracture  by 
manipulation  is  practically  impossible,  as 
the  surgeon  is  unable  to  grasp  and  control 
the  small  fragment.  These  condylar  frac- 
tures, especially  those  of  the  lateral  condyle, 
usually  show  marked  displacement  with 
rotation  which  may  be  of  any  amount  up 
to  180  degrees.  At  operation  the  frag- 
ments always  appear  larger  than  the  roent- 
genogram would  lead  one  to  expect,  as  the 
condyles  in  children  are  partially  formed 
by  cartilage  due  to  lack  of  complete  ossi- 
fication. The  younger  the  child  the  larger 
the  actual  size  of  the  fragment  in  compari- 
son with  its  apparent  size  in  the  roent- 
genogram. 

Experience  has  taught  us  that  if  these 
fractures  are  not  accurately  reduced  and 
the  reduction  maintained,  either  malunion 
or  nonunion  of  the  condyle  will  result.  In 
either  case  a disturbance  in  growth  results, 
as  these  fractures  pass  through  the  epiphy- 
seal line  of  the  lower  end  of  the  humerus. 
If  the  patient  has  a lateral  condylar  frac- 
ture, as  a rule  the  medial  condyle  continues 
to  grow  while  the  lateral  condyle  is  re- 
tarded in  growth,  with  a resultant  grad- 
ually increasing  cubitus  valgus  (inci’ease 
in  the  carrying  angle).  This  condition  pro- 
duces a progressive  increase  in  tension  on 
the  ulnar  nerve,  and  it  is  common  to  see 
a delayed  ulnar  palsy  in  these  patients 
during  adult  life.  If  the  nonunion  or  mal- 
union occurs  in  the  medial  condyle,  the 
lateral  condyle  will  usually  grow  faster  in 
comparison  with  the  medial  condyle,  with 
a resultant  gradually  increasing  cubitus 
varus,  or  a loss  in  the  carrying  angle.  In 
either  case  traumatic  arthrosis  is  apt  to 
occur  in  the  elbow  during  adult  life  as  a 
result  of  the  malunion  or  nonunion  and  its 
associated  disturbance  in  growth.  These 
complications  can  be  prevented  by  an  ac- 
curate early  open  reduction  of  the  fracture 
and  internal  fixation.  The  operation  of 
choice  consists  of  a lateral  longitudinal 
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incision  or  a medial  longitudinal  incision 
exposing  the  involved  condyle.  When  the 
fracture  site  has  been  adequately  exposed, 
the  condyle  should  be  anatomically  reduced 
as  one  fits  one  portion  of  a jigsaw  puzzle 
into  another.  This  reduction  should  be 
held  by  a nail  or  screw  of  either  rustless 
steel  or  vitallium.  Satisfactory  mainte- 
nance of  the  fragment  cannot  be  obtained 
by  suturing  the  condyle  in  position.  Fol- 
lowing the  open  reduction  and  internal 
fixation,  the  arm  is  immobilized  with  the 
elbow  at  ninety  degrees  or  silghtly  flexed 
beyond  the  right  angle.  Union  is  usually 
sufficiently  solid  to  permit  gradually  in- 
creasing active  and  passive  motion  of  the 
elbow  at  ninety  degrees  or  slightly  flexed 
ing  the  operation.  It  has  been  our  prac- 
tice to  remove  the  internal  fixation  in  six 
to  eight  weeks  from  the  time  of  the  original 
operation.  This  can  often  be  done  under 
local  anesthesia. 

There  are  theoretical  disadvantages  to 
passing  a nail  or  screw  through  the  grow- 
ing area  and  epiphyseal  line  of  the  con- 
dyle. From  a practical  standpoint,  we 
have  found  that  the  internal  fixation  does 
not  prevent  normal  growth  of  the  humerus 
when  it  is  removed  as  recommended  above. 
In  the  patients  that  have  had  an  early 
accurate  reduction  of  the  condylar  fracture 
with  internal  fixation,  normal  growth  in 
the  lower  end  of  the  humerus  has  con- 
tinued, while  the  patients  with  malunion 
or  nonunion  have  shown  marked  growth 
disturbances.  Condylar  fractures  should 
be  operated  upon  within  the  first  few  days 
following  the  fracture.  If  open  reduction 
is  delayed,  fibrous  tissue  fills  the  space  be- 
tween the  condyle  and  the  humerus.  Under 
these  circumstances  accurate  reduction  of 
the  condylar  fragment  is  difficult,  and  dis- 
turbances in  growth  usually  result.  If 
definite  malunion  or  nonunion  is  allowed 
to  develop,  the  position  of  the  condylar 
fragment  may  be  improved  by  an  opera- 
tion; but  the  chance  of  securing  an  ex- 
cellent anatomic  result  with  continued  nor- 
mal growth  in  the  lower  end  of  the  humerus 
has  been  lost.  Disturbances  in  growth  in 
the  lower  end  of  the  humerus  have  de- 
veloped in  the  patients  in  whom  the  open 


reduction  has  been  postponed  four  or  more 
weeks  following  a condylar  fracture. 

Fractures  of  the  Neck  of  the  Radius 

Fracture  of  the  neck  of  the  radius  is 
the  third  most  common  fracture  involving 
the  elbow  joint  in  children.  The  head  of 
the  radius  is  rarely  fractured  in  a child. 
The  neck  of  the  radius  is  usually  fractured 
just  distal  to  the  head  and  the  head  of  the 
radius  is  usually  displaced  laterally  and 
anteriorly  or  laterally  and  posteriorly.  The 
displacement  may  vary  from  a slight 
amount  to  a complete  separation  of  the 
head  from  the  shaft.  The  head  is  usually 
angulated  in  proportion  to  its  displace- 
ment. The  angulation  may  be  ninety  de- 
grees in  patients  with  complete  separation 
of  the  radial  head. 

It  is  difficult  to  change  the  position  of 
the  head  of  the  radius  by  manipulation. 
If  the  displacement  of  the  head  of  the 
radius  is  slight,  no  treatment  other  than 
the  application  of  a posterior  elbow  splint 
is  necessary.  This  splint  should  be  used 
for  approximately  three  to  four  weeks,  at 
which  time  gradually  increasing  active  and 
passive  motion  in  the  elbow  may  be  in- 
stituted. If  there  is  marked  displacement 
of  the  head  of  the  radius,  open  reduction 
is  indicated.  Removal  of  the  head  of  the 
radius  is  usually  the  treatment  of  choice 
in  an  adult,  but  removal  of  the  head  of 
the  radius  is  contraindicated  in  a child  and 
should  not  be  done  except  in  rare  instances 
in  older  children  in  which  the  epiphyseal 
lines  about  the  elbow  joint  have  closed. 
If  the  head  of  the  radius  is  removed  in 
a growing  child,  a cubitus  valgus  will  grad- 
ually occur  as  the  arm  grows.  In  those 
cases  in  which  an  operation  is  indicated, 
the  head  of  the  radius  is  exposed  and  the 
fracture  reduced.  Occasionally  reduction 
of  the  fragment  can  be  maintained  without 
using  any  internal  fixation;  in  the  majority 
of  cases  some  form  of  the  internal  fixation  is 
necessary.  Small  bone  pegs,  metallic  nails, 
and  silk  sutures  have  been  used  in  this 
series  for  internal  fixation.  A small  me- 
tallic nail  is  probably  the  material  of  choice. 
If  used,  it  should  usually  be  removed  in 
six  to  eight  weeks. 

In  the  average  case  of  fracture  of  the 
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neck  of  the  radius  in  a child  displacement 
is  not  sufficient  to  warrant  an  operation. 
The  end  result  in  this  group  is  usually 
excellent.  Where  the  displacement  is  suf- 
ficient to  warrant  operation,  normal  func- 
tion of  the  elbow  usually  results,  but  occa- 
sionally there  may  be  some  limitation  of 
motion  in  the  elbow  joint,  especially  in 
pronation  and  supination;  but  as  a whole 
the  end  results  have  been  satisfactory. 

Monteggia  Fracture 
The  fourth  most  common  traumatic  le- 
sion involving  the  elbow  joint  in  children 
is  a fracture  of  the  ulna  with  a dislocation 
of  the  head  of  the  radius  (Monteggia  frac- 
ture). It  is  important  in  this  condition 
not  to  overlook  the  dislocation  of  the  head 
of  the  radius.  One  should  bear  in  mind 
that  if  there  is  a fracture  of  the  ulna 
with  overriding  or  marked  angulation 
without  fracture  of  the  radius,  in  all  prob- 
ability the  head  of  the  radius  has  been 
dislocated,  as  it  is  mechanically  impossible 
to  have  any  material  shortening  of  the  ulna 
associated  with  a fracture  without  either 
fracturing  the  radius  or  dislocating  the 
head  of  the  radius.  Accordingly,  in  all 
cases  with  fracture  of  the  ulna  a careful 
clinical  and  roentgenographic  examination 
of  the  elbow  joint  should  be  made  to  de- 
termine whether  or  not  the  head  of  the 
radius  is  dislocated.  In  adults,  the  treat- 
ment of  choice  for  fracture  of  the  ulna 
with  dislocation  of  the  head  of  the  radius 
is  open  reduction,  as  angulation  of  the 
ulnar  fracture  toward  the  radius  invariably 
occurs  due  to  the  pull  of  the  supinator  on 
the  proximal  fragment.  Unless  internal 
fixation  is  applied  to  prevent  this  angula- 
tion, some  permanent  limitation  of  prona- 
tion and  supination  is  the  rule.  In  chil- 
dren the  ulna  angulates  toward  the  radius 
the  same  as  it  does  in  adults,  but  the 
major  portion  of  this  angulation  is  usually 
corrected  by  growth.  This  is  particularly 
true  in  young  children,  as  the  amount  of 
correction  that  can  be  expected  is  directly 
proportionate  to  the  subsequent  growth. 
The  important  factor  in  a child  is  an  ac- 
curate reduction  of  the  dislocation  of  the 
head  of  the  radius  and  the  maintenance 
of  this  reduction.  This  can  usually  be  ob- 


tained by  manual  reduction  of  the  dislo- 
cated head  followed  by  immobilization  of 
the  forearm  in  a position  halfway  between 
full  flexion  and  ninety  degrees  of  extension. 
Usually  the  fracture  of  the  ulna  will  be 
sufficiently  united  at  the  end  of  six  weeks 
to  allow  gradual  extension  of  the  elbow. 
If  the  head  of  the  radius  redislocates  fol- 
lowing extension  of  the  elbow,  an  operation 
should  be  done  and  a fascial  loop  recon- 
structed about  the  neck  of  the  radius  to 
prevent  further  redislocation.  In  a fresh 
fracture,  if  the  head  of  the  radius  cannot 
be  successfully  reduced  by  closed  manipu- 
lation, an  open  reduction  of  the  dislocation 
of  the  head  of  the  radius  with  a reconstruc- 
tion of  the  annular  ligament  by  a fascial 
ioop,  or  suture  of  the  torn  annular  liga- 
ment, should  be  carried  out  in  a child  the 
same  as  in  an  adult.  If  open  reduction  is 
necessary  to  reduce  the  dislocation  of  the 
head  of  the  radius,  open  reduction  with 
internal  fixation  should  usually  be  carried 
out  on  the  fracture  of  the  ulna  at  the  same 
time. 

Fractures  of  the  Olecranon 

Fracture  of  the  olecranon  is  the  least 
common  of  the  fractures  involving  the  el- 
bow joint  in  children.  They  constituted 
less  than  two  per  cent  of  the  fractures  in 
this  series.  Occasionally  one  sees  a frac- 
ture through  the  epiphysis  of  the  ulna  in 
a child  which  does  not  require  any  treat- 
ment other  than  immobilization  in  a splint. 
Fractures  of  the  ulna  may  occur  without 
material  displacement,  in  which  case  they 
can  also  be  treated  by  immobilization  in  a 
splint.  If  wide  displacement  of  the  frag- 
ments occurs,  open  reduction  with  wiring 
or  some  other  form  of  internal  fixation 
should  be  carried  out  in  a child  the  same 
as  in  an  adult. 

Conclusions 

1.  Supracondylar  fractures  are  by  far 
the  most  common  fractures  about  the  el- 
bow joint  in  children.  They  can  usually 
be  treated  by  manipulation.  Special  care 
should  be  taken  to  prevent  Volkmann’s  con- 
tracture in  these  patients. 

2.  Fractures  of  the  humeral  condyles  are 
relatively  common  in  children,  and  an  ac- 
curate differential  diagnosis  between  this 
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lesion  and  a supracondylar  fracture  should 
be  made  by  roentgenographic  examination. 
Condylar  fractures  should  be  treated  by 
immediate  open  reduction  and  internal  fix- 
ation to  prevent  subsequent  deformity  and 
traumatic  arthrosis  of  the  elbow  joint. 
These  complications  are  seen  in  adult  life 
as  a result  of  disturbance  in  growth  fol- 
lowing an  ununited  or  malunited  condylar 
fracture. 

3.  Fractures  of  the  neck  of  the  radius 
occurring  in  children  should  be  treated  by 
conservative  or  operative  means,  depend- 
ing upon  the  amount  of  displacement  pres- 
ent. The  head  and  neck  of  the  radius 
should  not  be  removed  in  a growing  child. 

4.  In  fractures  of  the  ulna,  careful  clin- 
ical and  radiographic  examination  of  the 
elbow  should  be  carried  out  to  determine 
whether  or  not  a dislocation  of  the  head  of 
the  radius  is  present,  and  if  present,  ade- 
quate treatment  should  be  carried  out. 

5.  Fractures  of  the  olecranon  are  rare 
in  children ; when  they  occur  with  displace- 
ment, open  reduction  and  internal  fixation 
are  indicated. 
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DISCUSSION 

R.  R.  BROWN,  M.D.  (Nashville)  : I am  sorry 
that  I have  no  formal  discussion  of  this  paper. 
Doctor  Boyd  was  unable  to  furnish  us  with  a copy 
ahead  of  time,  although  he  did  wx'ite  me  of  the 
general  outline  on  which  he  was  going  to  express 
his  remarks. 

Doctor  Boyd  has  reviewed  the  cases  so  far  as 
children  are  concerned  with  a very  definite  plan 
which  I heartily  endorse;  in  other  words,  from  the 
X-ray  picture  you  have  a definite  idea  of  what  you 
have  to  deal  with,  supracondylar  fracture  or  con- 
dylar fracture,  or  fracture  of  the  upper  end  of 
the  ulna  plus  dislocated  head.  Do  not  overlook  the 
fact  that  the  head  of  the  radius  oftentimes  is  dis- 
located. 

I agree  with  his  plan  of  handling  these  frac- 
tures in  that  the  condylar  fracture  or  fracture 
involving  the  epiphyses  or  the  growing  portion  of 


the  end  of  the  bone  makes  it  imperative  that  the 
apposition  or  the  reduction  be  as  nearly  perfect 
as  possible  to  prevent  distortion  or  impaired 
growth  in  the  further  development  or  in  the  fur- 
ther growing  period  in  a particular  child. 

Occasionally  these  cases  present  a problem  of 
excessive  callus  in  supracondylar  fractures,  espe- 
cially those  with  a lot  of  trauma  of  the  soft  tissue, 
and  the  troublesome  extensive  myositis  ossificans 
is  not  an  uncommon  thing  occurring  at  the  elbow. 

I was  glad  to  hear  him  say  that  we  more  fre- 
quently get  a Volkmann’s  ischemic  paralysis  from 
fractures  and  trauma  around  the  elbow,  whereas 
we  used  to  think  of  them  as  Colles’  fracture.  The 
excessive  swelling  that  occurs  rather  rapidly  em- 
phasizes the  importance  of  getting  these  cases 
reduced  as  early  as  possible  following  the  frac- 
ture. It  is  much  simpler  then  than  it  ever  will  be 
afterward. 

In  the  badly  comminuted  cases  of  supracondy- 
lar fractures  I am  fond  of  using  traction,  and  I 
think  it  keeps  us  from  having  to  do  a lot  of  open 
operations.  The  Doctor  did  not  refer  to  it,  but 
I am  sure  he  has  used  it.  I do  not  like  the  idea 
of  traction  just  with  the  arm  out  straight,  putting 
on  a small  Thomas  splint  and  pulling  like  that, 
because  you  cannot  manage  the  fragments  very 
well;  you  haven’t  very  much  fulcrum  or  purchase 
on  either  fragment.  However,  if  you  xfig  up  a 
Thomas  splintlike  type  of  thing  with  an  adjust- 
able upright  piece  on  it  so  it  can  be  adjusted  to 
the  length  of  the  arm  and  the  forearm  as  well, 
and  put  a Kirschner  wire  through  the  ulna  and 
treat  these  in  traction  from  the  Kirschner  wire 
with  the  elbow  at  right  angles,  oftentimes  I have 
found  that  after  attempt  at  reduction  you  can  get 
reduction;  but  when  you  release  your  tension  or 
turn  it  loose,  sooner  or  later  the  thing  collapses 
due  to  the  fact  that  there  were  multiple  fragments 
and  the  thing  could  not  be  definitely  locked,  and 
it  is  in  that  type  of  case  that  I do  not  know  of 
anything  that  will  serve  you  better  than  traction, 
and  traction  put  up  as  I suggest  with  a Kirschner 
wire  through  the  ulna  and  traction  in  direct  line 
with  the  humerus,  with  the  forearm  at  right  an- 
gles to  the  arm. 

I was  glad  to  hear  Doctor  Boyd  emphasize  the 
importance  of  the  head  of  the  radius  being  left 
in  these  children.  As  I get  a little  older  I am  less 
enthusiastic  about  radical  surgery  in  fracture  of 
the  head  of  the  radius;  in  other  words,  I think 
there  are  a whole  lot  of  those  where  the  heads  are 
involved  in  adults  in  which  we  get  fairly  good 
results  unless  the  thing  is  definitely  badly  dis- 
placed. In  the  children,  if  possible,  as  Doctor 
Boyd  emphasized,  I think  the  fracture  occurs 
through  the  neck  or  distal  to  the  head  rather  than 
being  of  the  head  itself,  and  it  certainly  is  far 
enough  away  to  get  the  epiphysis;  and  if  you  don’t 
put  it  back,  the  growth  stops  so  far  as  the  upper 
end  of  the  radius  is  concerned. 

I have  one  case  of  which  I would  like  to  show 
the  slides. 
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Fig.  1. — Mrs.  L.  C.  This  patient  sustained  a 
fracture  of  the  lateral  condyle  of  the  humerus  at 
the  age  of  three.  Roentgenograms  show  the  con- 
dition of  the  bone  when  the  patient  was  first  seen 
at  the  clinic  twenty-five  years  following  the  frac- 
ture.  This  is  a typical  nonunion  of  the  lateral 


condyle  with  disturbance  in  growth  and  the  re- 
sultant increase  in  the  carrying  angle.  A delayed 
ulnar  nerve  paralysis  was  present  as.  a result  of 
this  deformity.  This  unfortunate  end  result  could 
have  been  avoided  by  early  reduction  and  internal 
fixation. 


Fig.  2-A — N.  F.  Typical  fracture  of  the  ex- 
ternal condyle  in  a child  aged  seven. 


Fig.  2-B — Same  patient;  picture  was  taken  at 
the  time  of  operation,  showing  a reduction  of  the 
external  condyle  and  internal  fixation  with  stain- 
less steel  nail. 
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(Slide)  Here  you  see  the  head  of  the  radius; 
here  is  where  it  was  broken  off.  It  is  much  shorter 
than  the  other  side.  There  is  nothing  to  do  for 
that,  of  course,  except  to  open  it  up;  so  we  cut 
down  on  it  and  placed  it  back. 

(Slide)  This  shows  the  reduction,  and  in  the 
plaster  cast  made  the  next  day  or  two  after  the 
thing  was  reduced,  you  see  the  head  sitting  on  the 
radius  in  its  right  position. 

(Slide)  This  is  one  in  which  you  can  see  the 
epiphysis  still  in  its  natural  position.  Here  is  one 
made  four  months  later,  showing  the  head  and  the 
proper  growth  of  the  radius.  I was  glad  to  hear 
the  Doctor  state  how  he  fixed  these  cases,  or  what 
plan  of  suture  he  used  in  them.  This  particular 
case  was  irregular  enough  on  the  edges,  with 
enough  spikes  on  it,  simply  to  place  it  on  and  then 
with  firm  pressure  compact  it,  so  to  speak,  and  we 
used  no  other  suture. 

GEORGE  INGE,  M.D.  (Knoxville):  Mr.  Chair- 
man, Gentlemen:  Doctor  Boyd  asked  me  just  be- 

fore he  made  his  talk  please  not  to  agree  with 
everything  he  said.  “Let’s  have  a fight,”  he  said, 
and  he  said,  “Especially  don’t  say  that  Doctor 
Boyd  has  covered  the  subject  completely,  because 


you  can’t  cover  this  subject  completely  in  twenty 
minutes,”  and  I think  he  is  right  about  it.  I 
don’t  believe  you  can,  but  I do  think  he  made  a 
pretty  good  try  at  it. 

There  are  a few  things  which  he  did  not  have 
time  to  mention  that  I might  take  up. 

In  my  experience  in  treating  fractures  of  the 
elbow  in  children  there  are  three  things  particu- 
larly which  have  impressed  me.  First  is  the  diffi- 
culty at  times  of  accurate  diagnosis.  Second  is 
the  tremendous  importance  of  soft  tissue  injuries, 
which,  as  Doctor  Boyd  said,  very  often  overshadow 
the  bone  injury  itself.  Third  is  the  remarkable 
difference  between  the  behavior  of  fractures  of 
the  medial  and  of  the  lateral  condyles  and  epicon- 
dyles. 

As  far  as  accurate  diagnosis  is  concerned,  it 
goes  without  saying  that  adequate  X rays  in  at 
least  two  planes  must  always  be  taken,  both  be- 
fore treatment  and  at  the  end  of  the  reduction. 
There  are  regularly  six  and  sometimes  nine  dif- 
ferent centers  of  ossification  around  the  elbow  in 
growing  children.  Unless  you  know  the  location 
of  those  epiphyses  and  the  time  at  which  they 
appear  and  at  which  they  fuse  with  the  humerus, 


Fig.  2-C — Appearance  of  the  bone  four  years  the  condylar  fracture  and  the  lower  end  of  the 

following  the  operation.  There  is  bony  union  of  humerus  is  developing  normally. 
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you  cannot  hope  to  make  accurate  diagnoses  of 
fractures  around  the  elbow  in  children.  I have 
never  been  able  to  memorize  the  time  of  appear- 
ance and  the  time  of  disappearance  of  all  of  the 
epiphyses  around  the  elbow,  but  the  good  Lord  has 
given  us  a very  good  control  on  the  other  arm, 
and  whenever  I am  in  doubt  about  a fracture  I 
always  get  similar  X rays  of  the  other  elbow  for 
comparison.  You  very  often  are  able  to  understand 
a fracture  or  ot  make  a diagnosi  sof  a fracture  for 
the  first  time  when  you  do  that,  when  you  have 
pictures  of  the  normal  elbow  in  comparable  posi- 
tion for  comparison. 

After  the  reduction  and  after  the  traction  has 
been  put  on,  postreduction  X rays  must  always  be 
taken,  and  I am  continually  surprised  at  how  many 
times  that  rule  is  forgotten. 

As  regards  the  soft  tissue  injuries  around  the 
elbow  in  these  fractures,  Doctor  Boyd  has  dwelt  at 
some  length  upon  that  and  I have  not  much  to  add. 
Certainly  the  radial  pulse  should  be  felt  at  the  end 
of  the  treatment,  but  you  must  remember  that  that 
is  not  all.  You  can  feel  the  radial  pulse  and  still 
have  a great  deal  of  interference  with  circulation. 
If  the  radial  pulse  is  pumping  through  but  the 
venous  return  is  occluded,  you  will  get  a Volkmann’s 
ischemic  paralysis.  That  is  a perfect  setup  for  the 
formation  of  a Volkmann’s  ischemic  paralysis,  when 
the  arterial  pulse  is  coming  through,  but  the  venous 
return  is  occluded. 

The  enormous  amount  of  swelling  that  occurs 
with  these  fractures,  I am  sure,  all  of  you  are  fa- 
miliar with.  The  question  comes  up  as  to  whether 
the  surgeon  should  wait  for  the  swelling  to  go 
down  before  he  treats  the  fracture.  I fully  agree 
that  very  often  the  fracture  can  be  ignored  for 
the  time  being  and  the  circulation  emphasized  to 
the  exclusion  of  everything  else,  but  the  best  way 
to  get  the  swelling  down  is  to  reduce  the  fracture. 
My  old  professor  of  fractures,  Dr.  William  Darrach, 
in  New  York,  used  to  say  when  talking  to  his  stu- 
dents: “Don’t  wait  for  the  swelling  to  go  down.” 
Then  he  would  wait  a full  minute  and  then  he  would 
say:  “Please  don’t  wait  for  the  swelling  to  go 
down.”  Then  he  would  wait  another  full  minute 
and  then  say:  “For  God’s  sake,  don’t  wait  for  the 
swelling  to  go  down.”  Reduce  the  fracture  and  then 


let  the  swelling  go  down  and  it  will  usually  go 
down  faster. 

I would  rather  have  a cubitus  valgus  than  an 
arm  ruined  by  a Volkmann’s  paralysis.  I would 
rather  have  loss  of  the  carrying  angle  than  a Volk- 
mann’s paralysis.  I would  rather  have  any  condi- 
tion that  I can  think  of  in  the  arm  almost  than  a 
Volkmann’s  paralysis.  It  is  one  of  the  most  colossal 
tragedies  that  we  find,  and  it  is  in  nearly  all  cases 
preventable. 

Doctor  Boyd  has  said  that  the  circulation  in  these 
fractures  should  be  observed  frequently,  and  I 
certainly  wish  to  emphasize  that  certainly  twice 
a day  for  the  first  two  or  three  days  and  more 
frequently  if  possible.  I think  that  if  it  is  feasible 
all  these  children  should  be  in  the  hospital  for  the 
first  twenty-four  hours  anyway,  especially  following 
supracondylar  fractures. 

Fractures  of  the  lateral  condyle  Doctor  Boyd  has 
dwelt  upon  at  some  length  and  there  is  nothing  else 
to  add. 

Medial  condyle  is  rare,  but  the  medial  epicondyle 
is  a very  frequent  fracture  and  usually  heals  per- 
fectly well  in  a little  bit  of  flexion  of  the  elbow. 
It  is  not  necessary  for  you  to  demonstrate  bony 
union  between  the  medial  epicondyle  and  the  shaft 
of  the  humerus  because  it  very  often  doesn’t  occur 
and  you  get  perfectly  good  function  anyhow. 

This  is  one  of  the  most  important  subjects,  I 
believe,  that  occurs  in  traumatic  surgery,  and  I 
think  a discussion  like  this  would  be  of  benefit  once 
a month  to  people  who  treat  fractures  in  children. 

H.  B.  BOYD,  M.D.  (closing) : I wish  to  thank 
Doctors  Brown  and  Inge  for  their  valuable  dis- 
cussions. Doctor  Brown’s  discussion  of  traction  is 
well  taken.  In  some  supracondylar  fractures  ex- 
cessive swelling  prohibits  treatment  in  flexion,  and, 
in  some  cases,  the  fracture  cannot  be  reduced  in  the 
flexed  position.  In  these  patients  traction  may 
prove  most  valuable. 

Doctor  Inge  has  emphasized  the  trauma  that 
occurs  to  soft  tissues.  This  cannot  be  stressed  too 
much,  as  the  most  severe  complications  result 
from  trauma  to  soft  tissues,  especially  blood  ves- 
sels and  nerves. 

Again  I wish  to  thank  the  discussors  for  their 
instructive  remarks. 
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GOITER:  ITS  DIAGNOSIS  AND  TREATMENT* 

L.  C.  SANDERS,  M.D.,  and  S.  F.  STRAIN,  M.D.,  Memphis 


Diseases  of  the  thyroid  gland  are  among 
the  most  prevalent  encountered  in  this  sec- 
tion of  the  country.  In  our  clinic  we  see 
more  patients  with  goiter  than  with  peptic 
ulcer  or  diabetes.  Despite  this  high  inci- 
dence, the  disease  manifests  itself  in  such 
a complex  array  of  signs  and  symptoms 
that  the  diagnosis,  and  consequently  the 
treatment,  often  presents  considerable  dif- 
ficulty. In  this  discussion  an  attempt  will 
be  made  to  clarify  some  of  these  problems 
by  correlating  the  signs  and  symptoms  with 
the  different  types  of  growths,  according 
to  the  following  simple  classification  sug- 
gested by  the  American  Association  for 
the  Study  of  Goiter: 

1.  Nontoxic  diffuse 

2.  Nontoxic  nodular 

3.  Toxic  nodular 

4.  Toxic  diffuse 

It  must  be  borne  in  mind  that  the  clin- 
ical picture  may  be  altered  from  time  to 
time  in  conformity  with  the  changing  path- 
ologic process  in  the  gland,  and  thus  may 
not  be  readily  classified.  In  general,  how- 
ever, this  grouping  is  based  upon  easily 
recognizable  signs  and  symptoms  and  pro- 
vides a reliable  guide  to  the  diagnosis  of 
the  various  phases  of  the  disease. 

Nontoxic  Diffuse  Goiter. — This  goiter, 
which  consists  of  a diffuse  colloid  enlarge- 
ment of  the  gland,  is  the  simplest  of  the 
four  types  and  is  characteristically  a de- 
velopment of  puberty,  representing  an  at- 
tempt of  the  thyroid  to  adjust  itself  to 
harmonious  function  with  the  remainder  of 
the  endocrine  system.  As  a rule,  there  are 
no  symptoms,  though  the  patient  is  often 
anemic  and  overweight.  The  basal  me- 
tabolism is  either  normal  or  low.  The  diag- 
nosis, therefore,  is  based  largely  or  wholly 
upon  the  external  appearance  of  the  neck 
and  the  palpation  of  a painless  mass  of  soft, 
smooth  consistency. 

Treatment  is  directed  toward  improve- 
ment of  the  patient’s  general  health.  Syrup 
of  iodide  of  iron  in  ten  minim  doses  daily 

*Read  before  the  Tennessee  State  Medical  As- 
sociation, Nashville,  April  11,  12,  13,  1944. 


is  helpful,  and  if  the  metabolic  rate  is  well 
below  normal,  small  doses  of  thyroid  ex- 
tract may  be  given.  The  latter,  however, 
should  not  be  continued  over  a long  period, 
and  meanwhile  the  patient  should  be  kept 
under  close  observation. 

The  nontoxic  diffuse  goiter  usually  dis- 
appears with  or  without  treatment  as  the 
individual  attains  maturity.  It  sometimes 
happens,  however,  that  the  gland  does  not 
disappear;  adenomas  may  be  present  in 
the  colloid  mass,  and  in  this  event  the  goiter 
gradually  ceases  to  be  diffusely  enlarged 
and  becomes  nodular.  Again,  the  adoles- 
cent goiter  may  disappear  only  to  reappear 
later  as  a nodular  or  adenomatous  tumor 
of  the  nontoxic  type.  This  second  stage 
in  the  development  of  goiter  usually  takes 
place  between  the  third  and  fourth  decades 
of  life. 

Nontoxic  Nodular  Goiter. — Nodular  goi- 
ters may  involve  one  or  both  lobes  of  the 
gland,  or  may  arise  from  the  isthmus.  They 
vary  in  size  and  number.  On  the  one  hand 
are  found  single  tumors  so  small  as  to  be 
hardly  palpable,  and,  on  the  other,  disfigur- 
ing multilobular  masses  larger  than  a base- 
ball. The  majority  are  thus  more  or  less 
apparent  to  the  eye,  though  occasionally  the 
tumor  descends  beneath  the  sternum  and 
clavicle  into  the  thoracic  cage;  this  is  es- 
pecially true  of  the  single  small  adenoma 
originating  in  the  lower  pole  of  the  gland. 
Such  adenomas,  as  they  grow  downward, 
may  likewise  assume  quite  large  propor- 
tions, extending  out  between  the  muscles 
in  every  direction. 

The  nontoxic  nodular  goiter  does  not  in 
itself  produce  any  symptoms  unless  it  is 
large  or  substernal.  In  the  latter  type, 
pressure  upon  the  trachea  or  recurrent 
laryngeal  nerve  may  give  rise  to  a sense 
of  constriction  or  choking,  or  a dry,  inter- 
mittent cough.  Once  constitutional  symp- 
toms appear,  the  goiter  is  no  longer  in  the 
nontoxic  stage. 

On  examination,  one  or  more  rather  firm 
but  movable  masses  will  be  found  in  the 
gland.  As  a rule,  the  basal  rate  is  normal 
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or  below  normal,  and  the  blood  pressure  is 
not  elevated. 

There  is  a wide  diversity  of  opinion  as 
to  the  proper  treatment  of  nontoxic  nod- 
ular goiters.  The  use  of  iodine,  contrary 
to  the  opinion  of  many  physicians,  cannot 
be  too  strongly  condemned.  Patients  be- 
yond forty  years  of  age  probably  should 
never  be  given  either  iodine  or  thyroid  ex- 
tract except  in  the  presence  of  toxic  symp- 
toms, and  then  only  as  a preoperative 
measure.  This  conclusion  has  been  reached 
after  a study  of  a large  group  of  patients 
with  nontoxic  nodular  goiter  who  have 
taken  iodine  over  a long  period.  It  has 
been  found  that  iodine  causes  these  pa- 
tients to  feel  better  for  a while,  but  pro- 
longed use  of  the  drug  not  only  masks  the 
early  symptoms  of  toxemia,  but  may  pre- 
cipitate proliferation  and  degeneration 
within  the  goiter,  thereby  producing  toxe- 
mia earlier.  Seldom,  if  ever,  does  iodine 
reduce  the  size  of  the  tumor  permanently. 
For  these  reasons,  surgery,  rather  than 
medical  treatment,  is  preferable.  The  nod- 
ular goiter,  moreover,  is  always  potentially 
toxic;  rarely  does  it  remain  nontoxic.  It 
is,  therefore,  the  better  part  of  wisdom  to 
remove  the  gland  before  the  toxic  stage 
is  reached. 

Toxic  Nodular  Goiter. — This  type  of  goi- 
ter is  encountered  most  often  in  patients 
between  forty  and  fifty  years  of  age.  It 
bridges  that  indefinite  gap  between  the 
adolescent  and  the  nontoxic  goiter  on  the 
one  hand  and  the  degenerative  goiter  asso- 
ciated with  a cardiovascular  disturbance  on 
the  other.  Thus,  it  represents  the  third 
stage  in  the  disease — namely,  the  degenera- 
tion within  the  nodular  goiter  which  pro- 
duces constitutional  symptoms. 

The  earliest  manifestations  are  palpita- 
tion of  the  heart,  sleeplessness,  nervous  in- 
stability, excessive  bodily  warmth,  in- 
creased pulse  rate,  loss  of  appetite  and 
weight,  weakness,  and  elevated  blood  pres- 
sure. The  most  significant  of  these  is 
nervousness,  the  character  of  which  is  pe- 
culiar, manifesting  itself  in  an  alert,  rest- 
less manner,  sensitiveness,  and  irritability. 
Nongoitrous  individuals  boast  of  their 
nervousness;  patients  with  toxic  goiter 
complain  of  theirs. 


As  a rule,  the  toxic  stage  is  insidious  in 
onset  and  the  course  prolonged  over  a 
period  of  years,  though  in  the  exceptional 
case  it  may  be  acute  in  onset  and  rapid  in 
its  course,  terminating  in  early  fatality. 
In  the  chronic  case  the  toxicity  seems  to 
be  cyclic,  being  interspersed  with  remis- 
sions, during  which  the  patient  may  have 
no  particular  complaint.  Not  infrequently 
one  obtains  a history  of  one  or  more  nerv- 
ous breakdowns  with  spontaneous  recovery. 
Women  patients  also  often  give  a history  of 
an  exacerbation  of  symptoms  during  preg- 
nancy, usually  associated  with  a definite 
enlargement  of  the  gland. 

As  the  toxicity  progresses,  the  primary 
signs  and  symptoms  become  more  pro- 
nounced. The  alert  expression  character- 
istic of  the  early  stage  is  replaced  by  one 
of  depression  and  weariness.  In  the  more 
advanced  cases  the  skin  becomes  bronzed 
and  wrinkled,  and  the  patient  appears  pre- 
maturely old  as  a result  of  the  prolonged 
toxicity.  The  manner  is  tense  rather  than 
agitated,  and  psychoses,  often  severe,  be- 
come a conspicuous  part  of  the  picture.  The 
goiter  is  generally  obvious,  though  not  to 
a striking  degree.  The  smaller  tumors  are 
more  often  toxic  than  the  large  ones,  in 
that  they  are  usually  the  seat  of  extensive 
cell  activity. 

Examination  will  reveal  that  the  gland 
is  firm,  fixed,  and  perhaps  tender.  This  is 
in  contrast  to  the  nontoxic  goiter,  which 
is  painless  on  palpation  and  movable.  One 
should  not  overlook  the  fact  that  the  goiter 
may  be  substernal  and  hence  not  palpable, 
though  the  presence  of  a substernal  growth 
will  be  suspected  by  a sense  of  pressure 
on  the  trachea  and  the  diagnosis  may  be 
confirmed  by  the  roentgenogram.  The  heart 
will  be  enlarged  and  will  exhibit  definite 
signs  of  insufficiency;  the  beats  will  have 
a booming  sound  and  the  rhythm  will  be 
increased.  Auricular  fibrillation  will  be 
present  in  the  vast  majority  of  cases. 

A coarse  tremor  of  the  hands  and  weak- 
ness of  the  quadriceps  muscles  are  com- 
mon features  of  advanced  toxicity.  Edema 
of  the  feet  and  effusion  into  the  pleura  and 
peritoneum  indicate  that  the  disease  has 
reached  the  final  stage. 

The  metabolic  rate  is  valuable  as  an  in- 
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dex  to  the  degree  of  toxicity  only  if  per- 
sistently high  on  repeated  tests.  Many  of 
these  patients  have  an  elevated  rate  during 
periods  of  maximum  toxicity,  whereas  dur- 
ing periods  of  remission  or  in  the  late 
stages,  it  may  be  normal  or  subnormal. 
Again,  a rise  to  a normal  degree  may  in- 
dicate a considerable  toxicity  in  patients 
who  previously  have  had  a low  metabolism. 

The  differential  diagnosis  of  toxic  ade- 
nomatous goiter  presents  numerous  pitfalls. 
For  example,  one  may  have  difficulty  in 
distinguishing  the  nervous  symptoms  so 
prevalent  in  goiter  patients  from  neuroses 
of  other  origin.  The  casual  nervous  pa- 
tient, however,  is  full  of  anxieties  and  emo- 
tions and  frequently  complains  of  being 
too  cold.  The  one  with  toxic  goiter  is 
seldom  emotional  and  never  cold.  If  the 
patient  is  going  through  the  menopause, 
the  picture  may  be  confused  by  hot  flashes 
and  sudden  sensations  of  weakness.  In 
these  cases  a careful  study  of  the  history 
and  findings  should  enable  one  to  arrive  at 
a correct  evaluation  of  the  various  com- 
plaints, and,  if  necessary,  a few  weeks  of 
estrogenic  therapy  will  solve  the  problem. 

Not  infrequently  nontoxic  nodular  goi- 
ters progress  to  a cardiotoxic  stage  with- 
out ever  exhibiting  compelling  evidence  of 
toxicity.  The  absence  of  thyrotoxic  symp- 
toms does  not  necessarily  indicate  that  the 
heart  is  not  being  injured.  Patients  with 
this  type  of  gland  command  our  most  se- 
rious attention.  Unless  exophthalmos  is 
present,  the  hyperthyroidism  may  be  en- 
tirely unsuspected — the  so-called  masked 
hyperthyroidism.  Such  individuals,  usu- 
ally past  middle  life,  consult  the  physician 
because  of  hypertension  and  symptoms  of 
cardiac  degeneration.  Too  often,  they  have 
been  treated  for  hypertensive  myocarditis, 
without  regard  for  the  goiter,  and  are  be- 
yond relief  by  any  measure.  On  examina- 
tion, one  finds  a nodular  goiter  of  several 
years’  duration,  with  hypertension  and  car- 
diac changes  even  to  the  point  of  congestive 
heart  failure.  We  recently  encountered  a 
striking  illustration  of  this  fact.  The  pa- 
tient, a man  aged  sixty,  entered  the  hos- 
pital because  of  hypertension  and  a cardiac 
lesion.  He  had  been  known  to  have  a tumor 
in  the  thyroid  gland  for  twenty  years. 


His  local  physician  had  treated  him  for 
hypertension  over  a period  of  several  years, 
and  for  myocardial  insufficiency  for  more 
than  a year.  He  had  also  received  Lugol 
solution  during  the  previous  six  months. 
Examination  revealed  a severe  hyperten- 
sion with  congestive  heart  failure;  the  goi- 
ter had  been  neglected  until  the  patient’s 
condition  was  hopeless.  He  succumbed 
within  a few  days  after  admission  to  the 
hospital. 

If  one  remembers  that  goiter  is  endemic 
to  a considerable  extent  in  this  territory, 
and  if  one  studies  exhaustively  every  pa- 
tient between  the  ages  of  forty  and  seventy 
who  presents  any  of  the  clinical  features 
of  the  disease,  especially  those  with  evi- 
dence of  cardiac  degeneration,  there  will 
be  fewer  mistaken  diagnoses  and  more  pa- 
tients will  be  saved  from  permanent  in- 
validism or  premature  death. 

As  soon  as  the  diagnosis  is  established, 
the  gland  should  be  removed.  The  pre- 
operative treatment  consists  of  the  use  of 
Lugol  solution  and  sedation  until  the  toxic 
symptoms  subside.  It  is  worthy  of  em- 
phasis that,  in  the  presence  of  toxemia  with 
an  increased  metabolic  rate,  iodine  should 
be  given  only  during  the  immediately  pre- 
operative period.  The  drug  not  only  has 
no  curative  value,  but  if  given  over  a long 
period  of  time,  materially  increases  the 
operative  risk. 

If  the  patient  is  not  seen  until  the 
myocardium  has  been  damaged,  bed  rest 
must  be  enforced  and  the  usual  treatment 
for  cardiac  decompensation  carried  out. 
Quinidine  is  the  drug  of  choice  and  often 
produces  astonishing  results  in  restoring 
the  normal  rate  and  rhythm  of  the  heart. 
If  possible,  surgery  should  be  postponed 
until  the  damage  is  repaired,  as  deaths 
following  operations  on  this  type  of  goiter 
are  caused  by  failure  of  the  heart  muscle. 
In  some  cases,  however,  the  arrhythmia 
cannot  be  completely  controlled  and  one 
must  operate  despite  some  irregularity. 
Mental  changes  also  should  receive  proper 
attention,  and  operation  should  not  be  un- 
dertaken until  these  symptoms  subside  or 
are  materially  improved. 

After  operation,  the  patient  should  be 
kept  in  bed  under  close  supervision  and 
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treatment  so  long  as  there  is  any  danger 
of  myocardial  failure.  If  the  heart  func- 
tion has  been  seriously  impaired,  several 
weeks  of  bed  rest  may  be  required. 

The  prognosis  is  excellent  in  uncompli- 
cated cases.  If  the  goiter  is  removed  when 
th  ! first  signs  of  cardiac  disturbance  ap- 
pear, the  heart  is  relieved  of  its  toxic  bur- 
den and  its  normal  function  is  restored. 
The  longer  operation  is  delayed  the  more 
severe  the  damage  and  the  less  the  like- 
lihood of  complete  cure.  The  heart  never 
returns  to  normal  after  degeneration  has 
become  well  established.  * 

Toxic  Diffuse  Goiter. — Unlike  toxic  nod- 
ular goiter,  this  type  of  gland  is  observed 
in  young  individuals;  with  few  exceptions, 
patients  with  toxic  diffuse  goiter  are  be- 
tween the  ages  of  fifteen  and  forty  years. 
In  further  contrast  the  symptoms  result 
from  hyperplasia  of  the  epithelial  cells  and 
are  usually  acute  in  onset,  appearing  with- 
in a few  days  or  a few  weeks.  A toxic 
diffuse  goiter  in  patients  beyond  forty  years 
of  age  is  generally  secondarily  toxic,  being 
implanted  upon  an  old  nontoxic  or  toxic 
nodular  goiter.  In  these  the  symptoms  ap- 
pear more  gradually  and  are  less  typical 
than  those  of  goiters  which  develop  early 
in  life. 

As  a rule,  the  diagnosis  of  a toxic  diffuse 
goiter  may  be  made  at  a glance.  There  is 
an  obvious  enlargement  of  the  thyroid,  the 
face  is  flushed  and  perspiring,  the  vessels 
of  the  neck  pulsate,  and  the  hands  have 
a tremor.  Exophthalmos  may  or  may  not 
be  present,  but  when  present  adds  the 
finishing  touch  to  the  picture.  The  long 
category  of  symptoms  include  excessive 
warmth,  a loss  of  weight  despite  an  abnor- 
mal appetite,  nervousness,  irritability,  a 
tendency  to  become  frightened  and  to  cry 
easily,  sleeplessness  and  restlessness,  ex- 
haustion, particularly  on  waking  in  the 
morning,  various  psychoses,  tachycardia, 
cramping  of  the  muscles  of  the  legs  and 
weakness  of  the  knees,  and  vague  digestive 
disorders.  A characteristic  feature  is  the 
intermittency  of  the  symptoms.  After 
reaching  a certain  degree  of  intensity, 
which  persists  for  an  indefinite  period,  they 
subside  for  an  equally  indefinite  period. 
Usually,  the  interlude  lasts  only  a few 
weeks,  though  it  may  last  for  years ; in  the 


latter  event,  the  goiter  is  said  to  have 
“burned  out.”  The  patient  may  enjoy  a 
state  of  comparative  well-being  during  the 
remissions,  but  recurrences  are  increasing- 
ly severe.  Even  though  the  symptoms  sub- 
side permanently,  the  pathologic  process 
goes  on  in  the  gland,  leading  to  degenera- 
tive changes  in  the  heart  and  ultimately  to 
a thyrocardiac  death.  A particularly  dan- 
gerous sign  is  a sudden  regression  of  the 
goiter  at  the  height  of  the  toxic  manifes- 
tations. 

On  examination  the  gland  is  diffusely 
enlarged  and  palpable,  increased  in  density 
and  fixed  to  the  underlying  structures,  and 
the  overlying  muscles  are  tense.  The  blood 
vessels  in  the  neck  are  distended,  pulsation 
being  both  visible  and  palpable.  A bruit 
may  be  heard  over  the  thyroid  arteries  and 
a definite  thrill  is  detected  over  the  gland. 
The  skin  is  moist  and  warm,  the  hair  is 
dry,  the  nails  brittle.  There  is  a fine  tremor 
of  the  hands,  and  occasionally  a tremor  of 
other  parts  of  the  body  as  well.  The  tendon 
reflexes  are  usually  exaggerated,  though 
late  in  the  disease  they  may  be  diminished 
or  lost. 

The  eye  signs  may  be  the  first  evidence 
of  the  disease,  or  they  may  not  appear  until 
other  symptoms  of  acute  toxicity  have  be- 
come well  established.  Sooner  or  late,  how- 
ever, unless  the  patient  is  operated  upon 
early,  changes  in  the  eyes  will  be  observed. 
The  first  of  these  is  a fixity  of  gaze.  Then, 
as  the  exophthalmos  increases  and  the  lids 
retract,  the  patient  acquires  an  expression 
of  surprise  or  terror.  Ultimately,  a dis- 
turbance in  the  convergence  of  the  eyes 
upon  sudden  shifting  becomes  apparent. 
The  degree  of  protrusion  varies  in  different 
cases  and  from  time  to  time  in  the  same 
patient;  in  women,  it  is  usually  most  pro- 
nounced at  the  menstrual  period.  After 
operation,  exophthalmos  is  generally  the 
last  sign  to  disappear,  and  if  the  disease  is 
of  long  standing  may  continue  permanently 
in  more  or  less  degree. 

During  the  stage  of  acute  toxicity,  there 
is  usually  a rise  of  the  systolic  blood  pres- 
sure— often  above  200 — and  a fall  of  the 
diastolic,  with  a consequent  high  pulse  pres- 
sure. As  the  disease  progresses,  the  sys- 
tolic pressure  may  slowly  recede  to  below 
normal,  while  the  diastolic  may  remain  un- 
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changed.  In  secondarily  toxic  goiters,  how- 
ever— i.  e.,  those  superimposed  upon  a pre- 
existing nontoxic  growth  — the  pressure 
may  fall  promptly  after  onset  of  the  symp- 
toms. 

The  severity  of  the  disease  may  be  judged 
by  the  heart  rate,  which  is  always  rapid, 
varying,  in  the  majority  of  cases,  between 
100  and  200.  The  rate  is  increased  by 
excitement,  but  is  not  influenced  by  rest  or 
exercise;  in  fact,  it  is  habitually  faster  in 
the  morning.  The  rhythm  is  not  altered 
nor  is  the  heart  enlarged,  though  the  beats 
are  sharp  and  loud,  often  being  heard  over 
the  entire  chest.  As  a rule,  the  heart 
muscle  is  competent,  and  after  operation 
the  rate  returns  to  normal.  Murmurs, 
fibrillation,  and  dilatation,  indicating  dam- 
age to  the  heart,  are  accompaniments  of 
long  standing  or  burned-out  goiters. 

The  basal  metabolism  test  is  useful  as  a 
means  of  confirming  the  diagnosis.  As  in 
any  type  of  goiter,  it  is  not  infallible, 
though  the  rate  is  usually  increased  during 
periods  of  active  thyrotoxicosis.  An  ele- 
vated rate  may  be  expected  to  fall  after 
operation,  coincident  with  the  disappear- 
ance of  the  other  clinical  manifestations. 

There  are  few  distinctions  to  be  made 
in  the  diagnosis  of  diffuse  toxic  goiter.  So 
pronounced  are  the  signs  and  symptoms 
that  there  is  little  room  for  doubt.  The 
exophthalmos,  the  fine  tremor,  the  diffuse 
character  of  the  tumor,  the  enlargement  of 
the  veins  of  the  neck,  the  excitability,  loss 
of  weight,  rapid,  loud  heart  beats,  absence 
of  fever  and  age  of  the  patient  distinguish 
it  not  only  from  other  types  of  goiter,  but 
from  diseases  elsewhere  in  the  body. 

The  only  curative  treatment  for  this  type 
of  gland  also  is  removal.  Its  danger  lies 
not  so  much  in  the  constitutional  changes 
to  which  it  gives  rise  during  the  acute 
stage  as  in  its  effect  upon  the  heart  after 
its  course  has  supposedly  been  run.  One 
should  not  be  misled  into  interpreting  the 
remissions  as  spontaneous  cures;  they  are 
merely  moments  of  quiescence  of  a volcano 
in  whose  depths  the  fire  continues  and  may 
erupt  at  any  moment. 

Operation  should  not  be  undertaken  with- 
out preparatory  treatment.  Rest,  both 
mental  and  physical,  is  essential.  If  the 
symptoms  are  severe,  constant  bed  rest 


should  be  enforced ; in  the  milder  types, 
the  patient  may  be  allowed  up  part  of  the 
time.  Sedatives,  in  the  form  of  bromides 
or  luminal,  are  advisable  to  induce  relaxa- 
tion and  sleep.  Narcotics  should  be  with- 
held except  in  the  presence  of  delirium.  The 
prolonged  use  of  Lugol  solution  is  to  be 
avoided;  as  a preoperative  measure,  how- 
ever, ten  to  fifteen  drops  three  times  daily 
should  be  given  until  the  acute  symptoms 
are  brought  under  control.  For  the  aver- 
age patient,  this  requires  from  two  to  three 
weeks,  though  for  the  severely  toxic  a much 
longer  period  of  treatment  may  be  neces- 
sary. 

After  operation,  Lugol  solution  may  be 
continued  until  all  evidence  of  toxicity  has 
disappeared.  Should  a toxic  crisis  develop, 
thirty  minims  of  Lugol  solution  should  be 
given  every  three  hours,  glucose  solution 
buffered  with  insulin  should  be  adminis- 
tered intravenously,  and  large  doses  of  vi- 
tamin B,  given  subcutaneously.  After  the 
crisis  has  passed,  the  patient  should  be  ob- 
served at  frequent  intervals,  with  special 
attention  to  the  pulse  rate,  blood  pressure, 
and  basal  metabolism.  A well-regulated 
regimen,  including  ample  rest  and  a full, 
wholesome  diet,  should  be  followed  until 
the  patient  regains  normal  weight  and 
strength.  Mild  exercise  is  advantageous 
for  restoring  the  tone  of  a weakened  heart 
muscle,  though  any  excitement  or  exertion 
which  induces  shortness  of  breath  should 
be  avoided. 

Conclusions 

Most  of  the  difficulties  encountered  in 
the  diagnosis  of  goiter  arise  from  an  im- 
perfect conception  of  their  classification 
and  clinical  manifestations.  On  the  whole, 
the  different  phases  of  the  disease  are  rep- 
resented by  definite  signs  and  symptoms 
and  may  be  easily  recognized  by  the  use 
of  the  classification  suggested  by  the  Amer- 
ican Association  for  the  Study  of  Goiter. 
The  fact  that  these  various  types  are  ob- 
served, usually,  within  definite  age  limits 
is  of  diagnostic  assistance. 

With  the  exception  of  nontoxic  diffuse 
goiters,  which  may  be  treated  with  iodine, 
medical-  treatment  is  indicated  only  as  a 
preoperative  and  postoperative  measure. 
Patients  with  nontoxic  nodular  goiter  with- 
out pressure  symptoms  may  be  left  un- 
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treated  if  carefully  watched  for  the  early 
signs  of  toxicity.  All  patients  with  toxic 
goiters,  however,  whether  diffuse  or  nod- 
ular, should  be  operated  upon  as  soon  as 
the  diagnosis  is  made.  The  clinical  course 
of  toxic  goiters  is  irregular  and  unpredict- 
able, but  always  progressive,  and  to  over- 
look the  presence  of  such  a gland  or  delay 
its  removal  is  to  invite  permanent  impair- 
ment of  the  heart  muscle  and  endanger  the 
patient’s  life. 

Note.  — Recently,  Thiouricil  (Winthrop 
Chemical  Company)  has  been  used  in  the 
treatment  of  toxic  goiter.  This  drug  ap- 
parently inhibits  the  formation  of  the  thy- 
roid hormone,  thyroxin,  and  when  given 
in  doses  of  four-tenths  to  six-tenths  gram 
daily  for  three  weeks,  followed  by  a main- 
tenance dose  of  two-tenths  gram  daily,  has 
been  beneficial  in  controlling  some  of  the 
toxic  symptoms  and  lowering  the  metabolic 
rate.  The  symptoms  recur  on  discontinu- 
ance of  the  treatment.  The  drug  is  now 
in  the  experimental  stage  and  must  be  given 
further  trial  before  definite  conclusions  can 
be  reached  as  to  its  real  value. 

DISCUSSION 

N.  S.  SHOFNER,  M.D.  (Nashville):  Doctors 
Sanders  and  Strain  have  presented  such  an  ex- 
cellent paper  and  made  their  points  so  clearly  that 
I should  like  to  emphasize  my  agreement  with  all 
they  have  said  except  what  seems  at  first  glance 
to  be  a minor  point  touched  on  in  passing,  but 
which  upon  reflection  seems  to  me  to  be  an  impor- 
tant omission  which  should  not  be  overlooked  in 
discussion.  I refer  to  the  treatment  of  “Nontoxic 
Nodular  Goiter.”  The  author  rightly  condemned 
the  use  of  iodine  and  thyroid  extract  in  these  cases 
because  of  the  possible  ill  effects  upon  the  func- 
tions of  the  gland  and  stated,  “For  these  reasons 
surgery,  rather  than  medical  treatment,  is  pref- 
erable.” In  their  conclusions  they  state,  “Patients 
with  nontoxic  nodular  goiter  without  pressure 
symptoms  may  be  left  untreated  if  carefully 
watched  for  the  early  signs  of  toxicity.”  It  is 
evident  that  the  gentlemen  were  regarding  only 
the  toxic  manifestations  and  the  pressure  symp- 
toms of  these  nodules  as  the  important  features. 
In  my  opinion,  the  most  serious  aspect  of  non- 
toxic nodular  goiter  is  its  tendency  to  become 
malignant,  and  I submit  that  all  nodules  of  the 
thyroid  gland  should  be  removed  as  soon  as  dis- 
covered whether  there  be  evidence  of  hyperthyroid- 
ism or  of  pressure  or  whether  they  be  entirely 
symptomless  and  even  discovered  on  routine  phys- 
ical examination.  After  all,  these  nodules  are 
tumors  of  glandular  tissue  just  as  tumors  of  the 
breast  are  tumors  of  glandular  tissue.  Cancer  of 
the  breast  is  more  common  than  cancer  of  the 


thyroid  and  has  received  more  prominence  in 
discussion,  but  the  same  truth  applies  to  them  both. 

In  1931  I read  a paper  before  this  society  on 
“Malignant  Tumors  of  the  Thyroid  Gland”  and 
presented  reports  of  six  cases  of  malignancy  of 
the  thyroid  occurring  in  a series  of  310  thyroid- 
ectomies, a percentage  of  1.93  per  cent.  My  ex- 
perience in  the  intervening  years  has  been  about 
the  same  in  percentage  of  malignancies  to  number 
of  operations.  I do  not  have  at  hand  the  total  of 
my  experience,  but  during  the  last  twelve  months 
I performed  162  thyroidectomies,  and  of  these  there 
were  three  cancers,  a percentage  of  1.23  per  cent. 

My  experience  coincides  with  that  of  many 
writers  of  the  subject — that  ninety  to  ninety-five 
per  cent  of  all  malignancies  of  the  thyroid  occur 
in  pre-existing  nodules.  It  is  also  the  consensus  of 
opinion  that  clinically  recognizable  malignancy  of 
the  thyroid  is  rarely,  if  ever,  cured.  It  is  gen- 
erally agreed  that  the  risk  of  removing  such 
nodules  is  extremely  low,  perhaps  less  than  five- 
tenths  per  cent.  It  is  stated  by  Graham  and  others 
that  eight  per  cent  to  ten  per  cent  of  all  foetal 
adenomata  which  are  removed  are  malignant  and 
clinically  such  adenomata  cannot  be  clearly  differ- 
entiated from  other  types.  In  view  of  these  facts 
I think  the  reasons  for  removing  all  nodules  of 
the  thyroid  are  overwhelming  and  it  should  be  so 
stated  and  repeated  so  that  every  doctor  will  un- 
derstand it  and  patients  will  understand  it  and 
there  will  be  no  watchful  waiting  in  these  cases 
as  there  used  to  be  in  tumors  of  the  breast  before 
we  realized  that  we  sinned  our  day  of  grace  in 
watchful  but  ineffectual  waiting. 

In  closing  I wish  to  repeat  my  appreciation  of 
the  general  excellence  of  Doctors  Sanders’  and 
Strains’  paper  and  to  express  the  hope  that  my 
remarks  will  not  be  construed  as  carping  criticism, 
but  as  an  effort  to  focus  attention  upon  one  aspect 
of  goiter  which  I think  deserves  emphasis.  The 
situation  I have  outlined  is  not  an  original  ob- 
servation of  mine,  but  my  limited  experience 
confirms  the  observations  of  those  with  far  greater 
experience. 

J.  L.  BIBB,  M.D.  (Chattanooga):  Mr.  Chairman 
and  Gentlemen:  I enjoyed  Doctor  Sanders’  paper 
very  much.  It  would  be  foolish  to  say  he  covered 
all  the  many  phases  of  this  great  subject  in  one 
paper — no  one  could.  However,  one  has  the  feeling 
from  hearing  him  that  if  anyone  could  do  this  he 
is  the  one. 

May  I discuss  one  phase  only  of  this  great  sub- 
ject— namely,  the  heart  in  thyrotoxicosis.  The 
cardiac  signs  of  the  thyrotoxic  heart  are  those  of 
an  overactive  circulatory  system,  often  with  auric- 
ular fibrillation,  and  because  the  cardiac  action  is 
somewhat  tumultuous  one  gains  the  idea  the  heart 
is  enlarged.  Under  the  fluoroscope  the  cardiac 
contour  shows  some  degree  of  mitralization. 

The  systolic  blood  pressure  is  high  and  the  dias- 
tolic pressure  is  low,  with  often  pistol  shot  sounds 
over  the  larger  vessels,  as  we  see  in  aortic  insuf- 
ficiency. 

Levine  and  others  report  that  among  403  cases 
of  thyrotoxicosis  in  which  the  thyroid  was  removed 
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there  were  twenty-one  cases  of  definite  congestive 
heart  failure  in  patients  who  had  no  organic  heart 
disease.  After  the  operation,  none  showed  any 
evidence  of  cardiac  involvement,  though  they  have 
been  followed  as  long  as  ten  years.  Therefore, 
marked  thyrotoxicosis  is  being  overlooked  as  a 
cause  of  heart  failui'e,  “an  error  which  is  very 
costly  because  the  condition  is  curable.” 

So  many  of  our  acute  congestive  heart  failure 
cases  we  can  do  nothing  for.  Here  is  the  type  in 
which  we  can  cure  all  of  them  if  we  can  make  the 
diagnosis  before  too  much  damage  is  done. 

Pemberton  called  our  attention  to  this  many 
years  ago.  Many  cases  getting  good  treatment  for 
congestive  failure  are  doomed  to  die  because  the 
importance  of  the  driving  force  of  an  overactive 
thyroid  is  not  recognized.  Therefore,  we  have 
three  thyrotoxicosis  groups  involving  the  heart: 
(1)  those  with  no  organic  cardiac  disease  and  yet 
that  may  have  congestive  failure;  (2)  those,  espe- 
cially in  younger  people,  with  hyperthyroidism, 
usually  from  exophthalmic  goiter,  and  which  may 
complicate  rheumatic  heart  disease;  (3)  those  in 
older  age  groups  who  have  hyperthyroidism  from 
either  exophthalmic  goiter  or  hyperfunctioning  ade- 
nomatous goiter  and  which  may  complicate  any 
type  of  heart  disease. 

Often,  especially  in  older  people,  there  is  no 
exophthalmus,  very  little  visible  goiter,  and  the 
congestive  failure  symptoms  completely  mask  those 
of  hyperthyroidism.  Here,  hunger,  loss  of  weight, 
intolerance  to  heat,  wide  pulse  pressure,  tachycar- 
dia, tremor,  and  nervousness  should  help,  but 
when  in  doubt  the  response  to  iodine  medication  is 
very  dramatic.  Iodine  helps  to  relieve  the  demands 
on  the  heart  by  lowering  the  basal  metabolic  rate 
and  hence  lowering  the  nutritional  requirement  of 
the  whole  body,  including  the  myocardium.  Iodine 
alone  will  cause  a great  output  of  urine,  relieving 
the  failure. 

Just  l'ecently  I went  some  distance  to  see  a case 
in  which  the  doctor  seemed  quite  confused.  The 
patient  was  in  congestive  failure.  The  doctor  said, 
“This  patient  has  had  adequate  digitalization.  She 
has  had  all  the  other  treatments  for  congestive 
failure.  Yet  her  pulse  is  so  fast  she  has  lost  some 
weight,  and  I don’t  know  what  is  the  trouble.”  It 
was  very  simple.  He  had  not  made  one  little 
test  that  you  and  I were  taught  in  medical  school, 
and  because  it  is  so  simple  we  so  often  forget  it. 
Just  by  pressure  on  the  side  of  the  neck  and  hav- 
ing the  patient  swallow,  quite  a large  nodule  will 
come  up  just  from  under  the  top  of  the  sternum. 
Then  he  saw  the  diagnosis  clearly — a toxic  goiter, 
which  was  driving  the  heart.  It  was  very  plain. 
I think  we  are  missing  a good  bet  when  we  do  not 
examine  our  patients  for  thyroid  disease  who  do 
not  respond  to  the  ordinary  treatment  of  conges- 
tive heart  failure. 

R.  L.  SANDERS,  M.D.  (Memphis):  Since  my 
brother  and  I work  together,  I should  like  to  add 
a few  remarks  with  reference  to  the  surgical  aspect 
of  goiter. 

You  have  all  heard  the  expression,  “The  only 
good  Indian  is  a dead  one.”  Similarly,  it  is  my 


opinion  that  the  only  good  thyroid  tumor  is  one 
which  has  been  removed.  I thoroughly  agree  with 
Doctor  Shofner  that  practically  all  nodules  in  the 
neck  should  be  excised,  lest  they  give  trouble  sooner 
or  later.  During  the  past  year  we  have  encoun- 
tered three  malignant  adenomas  of  the  thyroid 
gland. 

One  of  the  questions  with  which  the  surgeon  is 
frequently  confronted  concerns  the  extent  of  thy- 
roidectomy. During  my  fellowship  at  the  Mayo 
Clinic  many  years  ago,  Dr.  Charles  Mayo  was 
doing  a great  deal  of  goiter  surgery.  In  the 
course  of  operation  visiting  surgeons  frequently 
asked  from  the  gallery,  “Doctor  Charlie,  how  much 
of  the  gland  do  you  take  out?”  His  answer  al- 
ways was,  “Just  as  much  as  you  think  you  ought 
to.”  In  other  words,  as  much  should  be  removed 
as  the  surgeon,  from  his  own  experience,  considers 
necessary  to  relieve  the  patient’s  symptoms  and 
prevent  a recurrence  of  the  disease.  In  the  main, 
I have  come  to  agree  with  Hertzler  that  the  more 
gland  one  takes  out  the  better  for  the  patient,  as 
it  has  been  our  experience  that  the  goiters  which 
return  to  plague  us  are  those  which  have  been 
inadequately  resected.  Within  recent  years,  we 
have  performed  total  thyroidectomy  in  an  increas- 
ing number  of  cases,  particularly  in  patients  be- 
yond forty  years  of  age,  whether  the  goiter  is  toxic 
or  nontoxic,  and,  as  a consequence,  our  results  have 
materially  improved. 

In  all  operations  upon  the  thyroid  gland,  there 
are  three  dangers  which  one  must  guard  against: 
(1)  damage  to  the  recurrent  laryngeal  nerve,  (2) 
hemorrhage,  and  (3)  injury  to  the  trachea.  In 
teaching,  it  is  my  custom  to  stress  these  points. 

Another  problem  is  that  of  stage  operations.  We 
see  a number  of  patients  whose  toxicity  is  so  pro- 
found that  a one-stage  operation  would  be  ex- 
ceedingly hazardous.  Such  patients  frequently  re- 
spond slowly  to  preoperative  measures,  especially 
to  the  use  of  iodine.  In  this  group  removal  of  the 
gland  in  two  stages  is  advisable  if  one  would  avoid 
a severe  crisis  and  perhaps  a fatal  outcome.  It  is 
our  practice  and  teaching  that,  regardless  of  what 
the  metabolic  rate  is  or  the  pulse  rate  is,  or  any 
other  sign,  one  should  decide  upon  a two-stage 
operation  and  stick  to  the  decision,  even  though 
the  patient  improves  to  some  extent  during  the 
preparatory  period.  We  frequently  remove  one 
side,  then  wait  twelve  or  fourteen  days,  or  longer, 
before  taking  out  the  other  side  of  the  gland.  By 
following  such  a course  one  will  seldom  make  a 
mistake.  Our  first  concern  is  the  safety  of  the 
patient,  and  I am  convinced  that  a number  of  lives 
are  saved  by  this  procedure.  Occasionally,  it  may 
be  well  to  ligate  the  superior  thyroid  vessels  as  a 
preliminary  measure,  though  we  have  not  found 
this  necessary  during  the  past  several  years. 

L.  C.  SANDERS,  M.D.  (closing):  I wish  to 
thank  the  gentlemen  who  so  liberally  discussed  this 
report  of  mine.  I think  we  often  learn  more  from 
the  discussion  than  from  the  paper.  In  this  par- 
ticular instance  I think  you  will  agree  with  me 
that  that  is  about  true. 
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TOXEMIA  OF  PREGNANCY* 

L.  E.  DYER,  M.D.,  Greeneville 

Medicine  offers  to  us  an  absorbing  op- 
portunity for  study  and  investigation;  the 
chance  to  explain  the  unexplained ; to  add 
something  to  our  store  of  knowledge  and 
to  give  us  new  arms  with  which  to  prevent 
and  combat  diseases.  The  term  “toxemia 
of  pregnancy”  has  for  too  long  covered 
and  confused  a group  of  diseases,  the  im- 
portance of  which  is  indicated  by  the  ob- 
servation that  they  cause  about  one-third 
of  the  maternal  deaths.  Serious  considera- 
tion and  study  of  all  prospective  mothers 
should  be  made  from  the  beginning  of 
pregnancy.  When  a woman  becomes  preg- 
nant, she  at  once  begins  to  undergo  changes 
that  affect  every  organ  and  every  fiber  of 
her  being;  and  since  these  changes  readily 
pass  over  into  the  pathologic,  it  is  vital 
to  her  health  that  her  physician  know  what 
is  going  on.  Dr.  DeLee  well  said,  “Let  a 
scientific  examination  be  made  of  this  func- 
tion.” 

I am  hoping  to  emphasize  particularly 
the  toxemia  incident  to  pregnancy.  In  this 
restricted  sense  of  the  term,  toxemia  of 
pregnancy  represents  a specific  condition 
peculiar  to  pregnancy.  It  is  characterized 
by  the  appearance  of  one  or  more  of  the 
following:  hypertension,  proteinuria,  gen- 
eralized edema.  Its  onset  is  limited  to  the 
latter  half  of  pregnancy,  and  it  usually 
recedes  after  delivery. 

The  early  checkup  should  enable  the  ob- 
stetrician to  answer  the  following  ques- 
tions : 

1.  Has  the  prospective  mother  been  freed 
from  the  diseases  that  threaten  her  and  her 
baby? 

2.  Has  her  mind  been  prepared  for  the 
mental  ordeal  through  which  she  must 
pass?  Fear  is  always  a menace  to  the  well- 
being of  a pregnant  woman. 

3.  Has  the  woman  “trained”  for  the  ath- 
letic contest?  How  about  her  heart,  lungs, 
and  abdominal  muscles?  How  about  her 
kidneys? 

4.  How  about  the  mechanism  of  labor? 


*Read  before  the  Tennessee  State  Medical  As- 
sociation, Nashville,  April  11,  12,  13,  1944. 


The  uterus,  cervix,  and  pelvis  must  be 
studied.  In  order  to  adhere  to  the  true 
findings  in  toxemia  of  pregnancy  one  must 
know  the  disclosures  of  a general  exam- 
ination of  the  patient  at  the  beginning  of 
pregnancy.  Since  patients  of  primary  hy- 
pertensive or  renal  disease  may  go  through 
with  pregnancy  without  alteration  in  these 
conditions,  comparative  records  are  most 
important. 

Dr.  Frank  E.  Whitacre  gave  us  a broad 
vision  of  the  variety  of  pathological  en- 
tities arising  during  pregnancy.  The  theo- 
ries advanced  for  the  etiology,  according 
to  Doctor  Whitacre,  are:  bacterial  origin, 
toxic  metabolic  products  from  the  mother, 
and  toxic  metabolic  products  from  the  fetus 
and  placenta.  The  mild  types  present  erup- 
tions, edema,  pigmentation,  nausea,  vomit- 
ing, headache,  vertigo,  and  exaggeration 
of  reflexes.  The  palpitation  and  syncope 
disclose  circulatory  disturbance  and  the 
albuminuria  shows  the  kidneys’  burden. 
However,  the  types  of  more  serious  import 
are  hyperemesis  gravidarum,  pre-eclamp- 
sia, and  eclampsia. 

Dr.  N.  J.  Eastman  of  the  Johns  Hopkins 
University,  Baltimore,  states  that  the  in- 
cidence of  eclampsia  in  the  clinic  popula- 
tion decreased  from  11.8  per  cent  of  all 
toxemias  admitted  in  1927  to  2.1  per  cent 
in  1940  and  1.3  per  cent  in  1941.  A num- 
ber of  factors  may  be  responsible  for  the 
great  number  of  toxemias,  yet  something 
has  reduced  dramatically  the  incidence  of 
eclampsia;  an  overwhelming  majority  of 
cases  of  toxemia  of  pregnancy  are  non- 
convulsive  in  type.  To  further  quote  Doc- 
tor Eastman,  it  is  interesting  to  note  that 
from  1896  to  1905  in  2,442  admissions  at 
the  Johns  Hopkins  Hospital,  there  were 
fifty-two  cases  of  eclampsia.  From  1931 
to  1941,  in  20,059  admissions  ninety-nine 
cases  were  recorded,  showing  the  drastic 
reduction  in  incidence  of  eclampsia.  Now 
we  believe  this  lends  gravity  to  the  pre- 
natal demand  as  an  imperative  factor. 

The  observations  of  Doctor  Eastman  on 
the  vascular  system  are  very  noteworthy, 
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particularly  in  the  hypertensive  cases  with 
negative  albumin  and  casts,  which  ordi- 
narily would  cause  us  to  minimize  the 
severity.  Further,  we  must  realize  that  the 
pathologic  arteriole  tree  will  inherit  a fifty 
per  cent  increase  in  cardiac  output  which 
pregnancy  entails.  However,  until  we 
know  the  cause  of  arteriospasms,  the  sud- 
den onset  of  marked  albuminuria,  which 
often  precedes  or  accompanies  an  eclamptic 
attack,  may  be  explained  by  an  abrupt 
arteriospasm.  We  hope  to  acquire  more 
knowledge  from  the  subsequent  findings  at 
autopsy  .relative  to  the  vascular  factor. 
Meanwhile  we  will  demand  more  frequent 
blood  pressure  readings.  In  the  cases  of 
persistent  hypertension  retinal  arterioles 
should  be  studied. 

The  nausea  and  vomiting  occurs  in  about 
fifty  per  cent  of  all  pregnant  women  and 
is  considered  normal.  An  exaggeration  of 
this  normal  trend  is  hvperemesis,  charac- 
terized by  continuous  vomiting,  emaciation, 
and  in  its  terminal  stages,  delirium,  coma, 
and  death.  Williams  has  suggested  three 
types  of  pernicious  vomiting : neurotic,  re- 
flex, and  toxic.  However,  the  last  one  is 
of  particular  use  in  evaluating  the  origin 
of  the  symptoms  in  our  findings.  Dexter 
and  Weiss  enumerated  factors  predisposing 
to  the  development  of  toxemia  of  preg- 
nancy, most  important  of  which  was  hyper- 
tensive disease,  the  incidence  being  fifty 
per  cent. 

Disease  dependent  on  or  peculiar  to  the 
pregnancy  may  be  grouped  under  pre- 
eclampsia (nonconvulsive)  or  eclampsia 
(convulsive)  and  unclassified  toxemias. 
Edema  has  been  observed  in  various  series 
of  cases  with  interesting  findings.  In  one 
series  of  one  hundred  cases  studied  by 
Dexter  and  Weiss,  sixty-four  presented 
generalized  edema.  Patients  with  general- 
ized edema  during  pregnancy  were  found 
to  have  suffered  twice  as  frequently  from 
menstrual  headaches  as  had  patients  with- 
out generalized  edema.  While  generalized 
edema  in  the  mother  appeared  to  have  no 
harmful  effects  on  the  fetus,  it  was  signifi- 
cant that  ten  per  cent  of  such  patients 
in  Weiss’  series  developed  toxemia  in  con- 
trast to  the  rare  occurrence  in  the  latter. 
Some  regard  generalized  edema  in  preg- 


nancy as  predisposing  to  toxemia,  while 
others  have  regarded  it  rather  as  the  first 
manifestation  of  toxemia.  Some  observers 
have  thought  that  physical  constitution  is 
a factor,  toxemia  appearing  to  be  more 
common  in  the  stocky,  heavy,  masculine 
build  and  acromegaloid  facies  and  skel- 
eton. 

Placental  and  other  factors  are  men- 
tioned for  discussion  theoretically,  as  we 
are  still  handicapped  in  our  investigations 
of  toxemia,  since  its  exact  counterpart  does 
not  seem  to  occur  in  animals.  The  ob- 
servation that  toxemia  improves  dramati- 
cally on  emptying  the  uterus,  but  not  on 
the  death  of  the  fetus,  and  the  findings 
of  characteristic  degenerative  changes  in 
the  placenta  during  toxemia,  suggest  very 
strongly  that  the  placenta  is  the  site  of 
origin  for  the  factor  or  factors  as  yet  un- 
known, which  mediate  the  disturbance. 

The  main  morphologic  changes  occur  in 
the  placenta,  the  liver  and  the  kidneys.  In 
the  placenta  the  lesions  consist  primarily 
of  premature  aging,  with  excessive  and 
typical  degeneration  in  the  syncytium  of 
the  small  villi. 

In  the  liver  the  changes  are  vascular  and 
degenerative,  and  are  found  in  the  periph- 
eral portion  of  the  lobule  in  contrast  to 
the  changes  caused  by  most  toxic  agents 
which  occur  in  the  central  portion  of  the 
lobule. 

The  renal  changes  are  likewise  vascular. 
Careful  study  suggests  that  they  have  been 
degenerative  in  character  leather  than  in- 
flammatory. Studies  of  kidney  function 
in  toxemia  of  pregnancy  have  been  made 
by  several  groups  of  workers,  and  it  has 
become  apparent  that  the  morphological 
and  physiological  renal  pathology  of  toxe- 
mia is  different  from  that  of  hypertensive 
cardiovascular  disease. 

The  occurrence  of  permanent  harmful 
effects  seems  to  depend  not  on  the  severity 
of  the  toxemia,  but  rather  on  the  duration, 
three  weeks  being  the  critical  period.  If 
the  toxemia  lasts  as  long  as  that,  the  chance 
for  permanent  harm  is  greatly  increased. 
A rise  in  blood  pressure  is  a significant 
sign  and  may  be  considered  toxic  above 
135  millimeters,  while  convulsions  may  or 
may  not  occur.  However,  it  is  possible  to 
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observe  convulsions  antepartum,  intrapar- 
tum, and  postpartum. 

The  diagnosis  is  established  from  the 
signs  and  symptoms  listed,  and  in  the  pres- 
ence of  convulsions  must  be  differentiated 
from  epilepsy,  hysteria,  uremia,  and  all 
forms  of  coma. 

Doctor  Lewis  of  Nashville  presented  to 
the  Southern  Medical  Association  a few 
years  ago  an  interesting  and  instructive 
series  relative  to  the  percentage  of  recur- 
rence of  toxemia  in  subsequent  pregnancies, 
temporary  or  permanent  vascular  renal 
damage,  and  the  prognosis  for  future  preg- 
nancies. Doctor  Lewis  grouped  them  in 
this  fashion  for  study : 

Group  1 — Includes  all  cases  with  recur- 
rent toxemia  in  their  succeeding  preg- 
nancies. 

Group  2 — Includes  all  cases  without  toxe- 
mia in  their  future  pregnancies. 

Group  3 — Includes  all  patients  who  de- 
veloped permanent  vascular  renal  damage. 

Group  1 — Sixty-one  per  cent  in  the  se- 
ries of  seventy  patients  with  recurrent 
toxemia  had  a recurrence  of  nonconvul- 
sive  toxemia  in  subsequent  pregnancies; 
this  shows  a definite  susceptibility  to  a 
recurrent  toxemia  with  every  subsequent 
pregnancy. 

Group  2 — Eighteen  toxic  patients  with 
twenty-two  subsequent  gestations  were  nor- 
mal with  no  predisposition  to  a recurrent 
toxemia. 

Group  3 — Nine  of  the  seventy  developed 
chronic  vascular  renal  disease. 

In  one  hundred  seven  patients  observed 
who  had  eclampsia  six  died.  Thirty-seven 
returned  with  subsequent  pregnancies  from 
one  to  twelve  years  after  the  first  attack 
of  eclampsia.  Twenty-seven  patients  had 
eclampsia  with  their  first  gestation,  five 
with  the  second,  one  with  the  third,  one 
with  the  fourth,  two  with  the  fifth,  and 
one  with  the  eleventh  gestation. 

Eighteen  of  the  thirty-seven  eclamptic 
patients  had  twenty-two  subsequent  gesta- 
tions. Four  had  eclampsia  and  fourteen 
had  pre-eclampsia.  All  were  free  from 
toxemia  between  pregnancies. 

Fifteen  patients  had  twenty-three  nor- 
mal gestations  following  eclampsia  with  no 
recurrence  of  toxemia. 


Four  patients  developed  chronic  vascular 
renal  disease. 

Since  Doctor  Lewis  will  discuss  this 
paper,  he  will  doubtless  present  findings 
relative  to  the  prognosis  of  the  patients  in 
the  convulsive  group,  an  improved  classi- 
fication of  toxemias,  and  an  effective  treat- 
ment for  permanent  vascular  renal  disease. 

Since  we  all  have  to  treat  many  cases  of 
toxemia  of  pregnancy,  it  is  imperative  that 
we  systematize  or  group  the  patients  in 
classes  for  the  best  ultimate  or  end  re- 
sults. Our  observation  most  often  will 
focus  first  on  a generalized  edema  pre- 
ceding the  clinical  onset  of  toxemia. 

The  present  methods  employed  for  treat- 
ment of  toxemia  of  pregnancy  are  giving 
priority  to  prevention  by  stressing  active 
prenatal  care  to  offset  the  first  danger  sig- 
nal manifested  by  generalized  edema.  To 
this  end  the  weight  should  be  frequently 
checked.  Some  writers  state  that  two- 
thirds  of  a pound  each  week  should  be  the 
progressive  gain  in  weight.  The  edema 
may  be  at  least  partially  controlled  by  the 
maintenance  of  adequate  nutrition,  with 
one  hundred  grams  or  more  of  protein  in 
the  diet  daily,  and  by  the  use  of  a low  salt 
diet  during  the  last  half  of  pregnancy.  Soda 
and  sodium  compounds  should  not  be  used 
for  heartburn  or  other  gastrointestinal 
symptoms.  Milk  of  magnesia  may  be  used 
safely.  Excessive  caloric  intake  should  be 
avoided. 

After  pre-eclampsia  or  eclampsia  has  de- 
veloped, medical  therapy  consists  of  bed 
rest,  sedation,  and  the  induction  of  water 
elimination.  The  last  may  be  attempted 
by  the  intravenous  administration  of  glu- 
cose. Diuresis  is  the  best  sign  of  improve- 
ment. In  the  event  that  the  patient  shows 
failure  of  diuresis  or  a rising  blood  pres- 
sure and  symptomatology,  the  only  effec- 
tive treatment  is  evacuation  of  the  uterus. 
However,  forced  delivery  and  operative 
procedures  such  as  Caesarean  section  are 
not  well  tolerated  and  should  be  avoided  if 
possible.  Should  the  symptomatology  per- 
sist for  three  weeks  or  longer,  the  termi- 
nation should  be  considered  as  a safeguard 
against  the  development  of  permanent  post- 
partum hypertension.  Rarely  does  a true 
toxemia  develop  before  the  sixth  month  of 
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pregnancy.  The  reserve  store  of  glycogen 
is  exhausted,  resulting  in  pathologic  changes 
in  the  liver  cells.  There  is  fatty  degenera- 
tion of  the  liver  cells  with  necrosis  of  the 
central  portion  of  the  lobules,  extending 
to  the  periphery.  There  is  little  tendency 
to  hemorrhage  as  is  seen  in  eclampsia. 

The  treatment  of  convulsive  toxemia 
(eclampsia)  is  not  satisfactory  as  is  shown 
by  the  varying  methods  suggested.  Radical 
treatment  should  not  mean  surgical  treat- 
ment only.  The  combined  method  suggested 
by  Dr.  William  J.  Dieckmann  is  accepted 
by  many.  The  patient  is  placed  in  a quiet 
darkened  room  and  constantly  observed  to 
prevent  injury  to  the  tongue,  falling  out  of 
bed,  aspiration  of  vomitus,  or  drowning 
from  excessive  pulmonary  secretions.  A 
mouth  gag  and  tracheal  catheter  should  be 
at  hand.  A catheter  should  be  kept  in 
the  bladder  until  the  patient  is  improving. 
The  temperature,  pulse  and  respirations, 
the  urine  volume  and  blood  pressure  should 
be  taken  every  two  hours  until  the  patient 
is  conscious.  Then  the  period  is  length- 
ened to  four  hours,  and  later,  the  inter- 
vals are  increased  further.  The  number 
of  convulsions,  length  of  duration,  the  de- 
gree of  coma,  quality  of  pulse,  difficulty 
of  breathing,  and  cyanosis  should  be  noted. 
Drugs  of  choice  by  many  are  magnesium 
sulphate  and  luminal  sodium  if  the  case  is 
protracted.  Chloral  hydrate  is  used ; mor- 
phine one-fourth  grain  can  be  given  hourly 
until  convulsions  are  controlled  or  respira- 
tions drop  to  ten  per  minute.  Magnesium 
sulphate,  ten  cubic  centimeters  of  a twenty- 
five  per  cent  solution,  or  five  cubic  centi- 
meters of  a fifty  per  cent  solution,  is  some- 
times given  after  each  convulsion  until 
thirty  cubic  centimeters  have  been  given ; it 
is  hoped  that  this  procedure  will  withdraw 
fluid  from  the  brain,  thus  relieving  pres- 
sure which  may  be  causing  the  convulsions. 
Luminal  sodium,  five  grains,  may  be  in- 
jected subcutaneously  and  repeated  after 
twelve  hours.  Chloral  hydrate  can  be 
given,  thirty  grains  in  one  hundred  cubic 
centimeters  of  starch  water  (one  table- 
spoonful of  starch  in  sufficient  water  to 
make  one  hundred  cubic  centimeters),  by 
rectum  and  repeated  as  necessary.  For  the 
elimination,  soapsuds  enemata  are  used 


repeatedly  for  results.  If  the  patient  is 
vomiting,  a nasal  tube  should  be  inserted 
to  empty  the  stomach.  However,  no  ca- 
thartic is  used.  For  the  blood  pressure, 
barbiturates  and  chloral  hydrate  are  the 
most  efficacious. 

The  period  of  gestation,  size  of  fetus, 
and  irritability  of  the  uterus  are  deter- 
mined and  no  attempt  to  start  labor  or  to 
terminate  pregnancy  should  be  instituted 
until  the  eclampsia  is  under  control,  which 
may  require  six  to  ten  hours.  If  there  is 
cephalo-pelvic  disproportion  in  antepartum 
or  intrapartum  eclampsia,  a Caesarean 
section  should  be  performed  when  the 
eclampsia  is  under  control.  This  presup- 
poses that  the  patient  is  not  actually  in- 
fected. If  the  case  is  severe  and  of  more 
than  thirty-five  weeks’  gestation,  with  no 
disproportion,  and  if  the  cervix  is  effaced 
or  soft,  labor  should  be  induced  by  rup- 
turing the  membranes,  care  being  taken  to 
drain  the  amniotic  fluid.  A bag  may  then 
be  inserted.  One  or  two  minims  of  pitui- 
trin  or  pitocin  may  be  given  every  thirty 
minutes  until  the  intervals  are  two  to  three 
minutes,  and  the  duration  of  each  con- 
traction forty  to  fifty  seconds.  But  if  the 
cervix  is  firm  and  closed,  a Caesarean  sec- 
tion should  be  performed.  This  is  true, 
however,  only  in  severe  cases  under  thirty- 
five  weeks’  gestation.  Since  many  of  these 
cases  are  operated  upon,  it  is  usually  found 
unnecessary  to  administer  anesthesia,  as 
they  are  profoundly  narcotized.  However, 
many  surgeons  are  electing  the  method  of 
infiltration  locally  with  novocain  solution. 

In  the  mild  cases  of  any  period  of  preg- 
nancy, no  operative  procedure  should  be 
carried  out.  Labor  is  not  induced  unless 
the  cervix  is  soft  and  partly  dilated.  These 
are  the  cases  to  watch  more  closely,  since 
it  has  been  found  that  a recurrence  of 
eclampsia  is  more  severe  and  more  often 
fatal. 

Renal  and  cerebral  signs,  anuria,  coma, 
fever,  tachycardia,  and  edema,  are  treated 
with  injections  of  hypertonic  glucose, 
twenty  per  cent  solution,  five  hundred  to 
one  thousand  cubic  centimeters,  over  a pe- 
riod of  thirty  to  fifty  minutes,  and  repeat 
after  six  hours  if  necessary.  Sufficient  glu- 
cose is  given  to  insure  urinary  output  of  at 
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least  thirty  cubic  centimeters  per  hour,  and 
should  be  continued  during  the  postpartum 
period  until  normal  diuresis  begins. 

Postpartum  eclampsia  is,  of  course, 
treated  medically.  Food  is  supplied  by  in- 
jecting a ten  per  cent  solution  of  Karo 
syrup  through  the  nasal  tube  hourly,  the 
initial  dose  being  fifty  cubic  centimeters. 
After  this  is  completed,  and  the  patient 
can  take  food,  an  eclamptic  diet  should 
be  given,  consisting  of  water,  fruit  juices, 
and  fruit.  The  blood  pressure  must  be 
watched  to  prevent  a vasomotor  collapse. 
If  it  occurs,  ephedrine,  three-fourths  grain, 
is  given  every  two  hours  if  necessary. 
Atropine,  one  one-hundredth  grain,  should 
be  given  if  many  pulmonary  rales  are 
elicited  and  the  amount  increased  if  pul- 
monary edema  occurs.  Oxygen  may  be  ad- 
ministered by  nasal  catheter  if  cyanosis 
appears.  One  should  always  be  on  guard 
if  general  edema  is  presented.  Persistent 
headache,  spots  before  the  eyes,  twitching 
of  the  face,  pain  in  the  epigastrium,  and 
hemorrhagic  retinitis  may  be  seen.  These 
are  very  familiar  symptoms  to  us  all,  with 
plenty  of  alarm  and  grief  to  many  of  us. 
However,  after  years  of  experience,  one 
can  adopt  certain  methods  to  pursue,  and 
definite  watchwords  to  illuminate  the  path 
to  successful  management  and  safe  de- 
liveries to  the  toxic  pregnant  patients. 

Prenatal  care,  careful  study  of  every 
pregnant  mother,  and  alertness  to  every 
signal  constitute  the  vital  watchwords. 
Every  patient  is  potentially  a risk,  and  it 
must  be  remembered  that  the  prospective 
mothers  are  carrying  the  future  medical 
profession  in  small  bundles  in  utero. 

DISCUSSION 

MILTON  SMITH  LEWIS,  M.D.  (Nashville): 
In  a very  concise  way  Doctor  Dyer  has  presented 
an  excellent  summary  of  the  treatment  of  toxemia 
of  pregnancy.  He  has  emphasized  that  prevention 
rests  primarily  on  the  application  of  the  simple 
principles  of  antepartum  care  with  early  recog- 
nition and  treatment  of  the  prodromal  stages  of 
toxemia.  By  such  means  most  cases  of  toxemia 
can  be  discovered  early  and  treated  before  the 
appearance  of  alarming  symptoms. 

We  do  not  feel  that  a complicated  regimen  is 
necessary.  We  have  found  that  simple  instructions 
assure  better  cooperation. 

Patients  who  do  not  improve  under  the  regimen 


outlined  are  given  absolute  bed  rest,  diet  is  re- 
stricted to  water  and  fruit  juices  for  seven  to  ten 
days,  allowing  as  much  as  1,000  to  4,000  cubic 
centimeters,  depending  on  the  amount  of  edema 
and  sedation,  preferably  by  one  of  the  barbituric 
acid  derivatives,  to  reduce  the  nervous  tension. 
We  do  not  advocate  glucose  intravenously,  as  most 
patients  can  take  sufficient  carbohydrates  by  mouth 
to  promote  adequate  diuresis.  Diuresis  is  the 
most  reliable  sign  of  improvement  and  until  diure- 
sis occurs  improvement  will  rarely  take  place.  We 
attempt  to  keep  the  specific  gravity  of  the  urine 
at  1010.  Magnesium  sulphate  is  administered  in 
a saturated  solution  from  four  to  six  ounces  to 
promote  free  catharsis  and  elimination. 

Of  course  in  the  severe  type  of  pre-eclampsia, 
observation  of  the  individual  case  and  the  experi- 
ence of  the  physician  will  determine  whether  delay 
or  palliative  treatment  is  indicated  or  whether  ac- 
tive intervention  is  necessary.  It  has  been  our 
experience  that  most  of  these  patients  will  go  into 
spontaneous  labor  under  this  simple  method  of 
treatment.  No  doubt  the  toxemia  causes  an  in- 
creased irritability  of  the  uterus. 

As  an  aid  in  determining  whether  pregnancy 
should  be  terminated,  we  have  been  particularly 
impressed  by  a simple  study  of  the  eye  grounds. 
As  long  as  the  lesions  in  the  retinal  vessels  are 
spastic  and  the  condition  of  the  patient  is  other- 
wise satisfactory  it  is  safe  to  temporize,  but  if 
there  are  organic  changes  in  the  vessels  and  if 
these  lesions  increase  from  day  to  day  with  in- 
creasing blood  pressure,  albuminuria,  and  edema, 
pregnancy  should  be  promptly  terminated.  The 
method  to  be  employed  in  the  termination  of  preg- 
nancy is  our  chief  concern,  depending  on  a number 
of  factors:  parity,  condition  of  the  patient,  period 
of  gestation,  the  condition  of  the  cervix,  and  etc. 
Too  much  emphasis  cannot  be  placed  on  the  im- 
portance of  treating  the  toxemia  first  and  ter- 
minating pregnancy  later.  If  the  patient  is  at  or 
near  term,  rupturing  the  membranes  is  the  pro- 
cedure of  choice.  Labor,  as  a rule,  is  allowed  to 
terminate  spontaneously  or  by  simple  low  forceps. 

Eclampsia 

The  active  treatment  of  eclampsia  is  no  different 
from  that  outlined  for  pre-eclampsia  except  for  the 
administration  of  five  hundred  cubic  centimeters 
of  twenty  per  cent  glucose  intravenously  as  fre- 
quently as  necessary  to  promote  adequate  diuresis, 
and  the  administration  of  a therapeutic  measure 
for  the  control  of  convulsions.  The  control  of 
convulsions  is  begun  prior  to  general  therapy. 
This,  we  believe,  is  accomplished  most  satisfactorily 
by  the  intravenous  use  of  seven  and  one-half  to 
fifteen  grains  of  sodium  amytal  or  sodium  delvinal. 
We  have  no  serious  objections  to  the  use  of  mor- 
phine or  magnesium  sulphate,  but  in  our  hands 
they  have  been  very  unsatisfactory.  We  must 
remember  that  sedation  only  controls  convulsions 
and  in  no  way  does  it  eliminate  the  toxemia. 

Experience  and  pharmacological  observation  in- 
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dicate  that  it  is  not  the  application  of  a single 
measure,  but  the  combination  of  all  beneficial  pro- 
cedures that  lead  to  the  best  results.  Strict  at- 
tention to  the  details  of  the  special  problems  of 
each  patient  as  they  arise  and  the  ability  of  the 
physician  who  carries  out  the  therapy  is  of  para- 
mount importance  in  reducing-  the  mortality.  In 
the  past  fifteen  years  we  have  treated  130  cases  of 
eclampsia  as  outlined  with  eight  deaths,  a maternal 
mortality  of  6.1  per  cent. 

Caesarean  Section 

We  believe  that  there  is  a small  but  definite 
group  of  cases  in  which  section  is  indicated.  I 
have  in  mind  those  patients,  usually  a primipara, 
in  whom  the  cervix  is  long,  thick  and  not  dilatable, 
in  'whom  vaginal  delivery  would  entail  delay.  In 
such  cases  when  improvement  does  not  occur  in 
six  to  twelve  hours  manifested  by  unsatisfactory 
diuresis,  coma  which  is  not  lessening,  pulse,  tem- 
perature, and  blood  pressure  are  increasing,  we 
believe  the  prompt  termination  of  pregnancy  by 
Caesarean  section  with  local  or  caudal  anesthesia 
offers  the  greatest  possibility  of  success. 

We  should  like  to  emphasize  the  fact  that  mild 
cases  will  recover  regardless  if  they  are  conserva- 
tively treated.  It  is  also  true  that  certain  severe 
cases  must  be  handled  by  early  delivery.  But  all 
will  recover  if  the  disease  has  not  persisted  too 
long  and  the  damage  has  not  been  too  gi-eat.  Fa- 
vorable or  unfavorable  results  suggest  that  each 
case  must  be  individualized  and  experience  and 
judgment  are  necessary. 

Remote  Effects  of  Toxemia 

The  question  often  arises  after  a patient  has 
recovered  from  pre-eclampsia  or  eclampsia,  whether 
the  next  pregnancy  will  be  normal  or  whether  the 
toxemia  will  recur.  In  a paper  presented  before 
the  Southern  Medical  Association  in  1939  an 
attempt  was  made  to  answer  this  question  in  an 
investigation  of  107  cases  of  pre-eclampsia  and 
eclampsia.  It  was  shown  that  a previous  toxemia 
may  affect  a patient  in  one  of  three  ways.  First, 
it  may  be  followed  by  a more  or  less  habitual  re- 
currence of  toxemia  with  each  subsequent  preg- 
nancy, with  apparently  good  health  in  the  interval 
between  pregnancies.  Second,  it  may  leave  the 
patient  entirely  normal  and  in  no  way  predisposed 
to  recurrence  with  subsequent  gestations.  Third, 
it  may  sometimes  give  rise  to  permanent  vascular 
renal  disease. 

It  was  further  shown  that  the  recurrence  of 
toxemia  is  more  frequent  after  pre-eclampsia  than 
after  eclampsia.  But  if  the  two  series  are  taken 
together,  over  fifty  per  cent  of  the  subsequent 
pregnancies  will  be  complicated  by  late  toxemia. 

There  was  no  evidence  that  the  tendency  to  re- 
currence is  directly  or  indirectly  dependent  on  a 
permanent  renal  damage,  since  most  of  the  pa- 
tients appeared  normal  in  the  interval  between 
pregnancies. 

The  prognosis  for  a woman  who  has  suffered 


from  eclampsia,  in  so  far  as  childbearing  is  con- 
cerned, is  better  than  that  for  a woman  with  pre- 
eclampsia. 

Permanent  vascular  renal  damage  occurred  in 
twelve  per  cent  of  all  cases.  One  in  every  eight 
patients  who  suffered  from  a previous  toxemia  of 
pregnancy  developed  permanent  renal  damage. 
There  is  evidence  that  this  may  be  the  results  of 
the  toxemia. 

The  duration  and  severity  of  the  toxemia  before 
delivery  seems  to  be  the  important  factor  in  the 
development  of  permanent  vascular  renal  damage. 
The  age  and  parity  may  be  of  equal  importance. 
However,  the  latter  factors  play  a minor  role  in 
the  convulsive  group. 

FRANK  E.  WHITACRE,  M.D.  (Nashville):  I 
had  not  intended  to  discuss  this  paper,  but  will 
make  a few  comments. 

Doctor  Dyer’s  resume  of  the  subject  is  both  com- 
plete and  modern,  especially  in  his  reference  to 
the  vascular  phenomenon.  Dr.  Milton  Lewis  has 
suggested  the  importance  of  the  vascular  factor. 
Several  years  ago  he  brought  out  the  fact  that  the 
duration  of  pre-eclampsia  is  more  important  than 
the  severity.  In  other  words,  if  a patient  has  a 
moderate  degree  of  pre-eclampsia  for  several 
weeks,  she  is  definitely  more  damaged  than  the  per- 
son who  has  a fulminating  eclampsia  that  suddenly 
appears,  has  violent  convulsions,  but  recovers. 
Studies  of  kidney  damage  that  have  been  done 
years  after  the  attack  of  eclampsia  bear  this  out. 

Since  I had  the  pleasure  of  meeting  this  group 
a few  years  ago,  I have  somewhat  changed  my 
ideas  on  the  toxemias  of  late  pregnancy,  both  as 
to  etiology  and  treatment.  I think  now  that  there 
can  be  very  little  doubt  but  tfyat  the  vascular 
change  occurring  during  the  disease  is  very  impor- 
tant. It  answers  questions  of  the  symptomatology 
and  the  pathology.  Why  should  we  look  in  the 
liver,  kidneys,  and  the  brain  for  the  primary  pa- 
thology? We  have  been  told  that  the  liver  shows 
the  typical  pathologic  changes  of  hemorrhage  and 
necrosis  in  the  periportal  areas.  These  changes 
are  frequently  found  in  the  fatal  cases  of  eclamp- 
sia, but  are  probably  secondary  in  nature,  and 
it  seems  that  we  should  look  elsewhere  for  the 
primary  site  of  pathology. 

Ordinary  reasoning  would  suggest  that,  as  men 
never  have  the  disease,  and  women  never  have  it 
unless  they  are  pregnant,  the  placenta  would  be 
the  place  to  look  for  it,  and  there  are  those  who 
on  histologic  study  think  that  they  can  determine 
the  lesions  of  eclampsia  in  the  placenta.  It  is  a 
study  that  is  important  at  this  time. 

Physiologically,  there  could  be  one  of  two  things 
that  happen  in  eclampsia:  either  the  placenta  pro- 
duces a pressor  substance  resulting  in  a continu- 
ous spasm  of  the  arterioles,  or  it  could  be  that 
the  placenta  ordinarily  produces  a relaxer  sub- 
stance that  prevents  vasospasm,  but  that  in  some 
toxemias  this  vasorelaxer  fails  to  be  produced. 
In  pre-eclampsia  and  eclampsia  vasospasm  is  pres- 
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ent,  which  results  in  the  elevation  of  the  blood 
pressure,  suppression  of  urine;  and  this  concept 
also  explains  much  of  the  known  pathology  of  this 
condition. 

With  this  in  mind  several  years  ago  (1939  and 
1940),  we  began  treating  our  eclamptic  patients 
with  substances  that  would  tend  to  relax  the  vaso- 
spasm. If  vasospasm  is  the  crux  of  the  situation, 
why  not  attack  the  source  of  the  trouble?  The 
Stroganoff  and  other  methods  of  sedation  seem  to 
me  to  function  as  follows:  with  these  drugs,  nar- 
cotics, barbiturates,  etc.,  we  depress  the  central 
nervous  system  to  such  a degree  that  finally  the 
result  is  the  gradual  relaxation  of  arteriolar  spasm. 
Therefore,  the  blood  pressure  falls,  the  blood 
passes  through  the  kidneys  more  readily,  and  more 
urine  is  excreted.  It  is  clear  that  if  a woman  in 
late  pregnancy  has  oliguria,  she  is  in  a dangerous 
condition;  if  she  has  anuria,  she  is  going  to  die. 
Our  problem  is  to  increase  the  urinary  output  by 
the  most  conservative  means.  That  is  why  we 
give  hypertonic  glucose  solution  by  intravenous 
injection. 

I have  not  been  so  willing  to  give  one  thousand 
cubic  centimeters  of  twenty  per  cent  glucose  at 
one  time  as  I was  a few  years  ago.  I believe  that 
there  could  be  damage  from  it.  It  is  very  im- 
portant to  go  over  the  heart  and  lungs  to  find  out 
if  the  lungs  are  already  moist  before  one  over- 
loads an  already  overloaded  vascular  system.  I 
have  seen  at  least  two  cases  where  I think  a large 
volume  of  glucose  solution  given  intravenously  was 
responsible  for  pulmonary  edema,  and  would  prefer 
to  use  smaller  amounts  of  glucose,  from  500  cubic 
centimeters  to  as  much  as  700  cubic  centimeters, 
provided  that  the  lungs  are  clear  and  the  heart 
is  normal. 

It  seems  theoretically  and  clinically  apparent 
that  contraction  of  the  arterioles  is  associated  with 
pre-eclampsia  and  eclampsia.  Efforts  to  counteract 
vasospasm  are  not  without  danger  and  one  may 
cause  a dangerous  fall  in  the  blood  pressure. 
Therefore,  drugs  producing  vasorelaxation  must 
be  carefully  given. 

I am  not  prepared  to  recommend  the  drugs  that 
should  be  used.  I know  that  the  Cincinnati  school 
has  long  used  Veratrum  viride  and  with  success. 
I am  not  prepared  to  say  that  this  drug  should 
be  used,  but  I want  to  predict  that  it  will  not  be 
many  years  until  we  will  be  giving  relaxing  sub- 
stances, vasorelaxers,  in  amounts  that  are  safe  to 
use ; that  will  produce  a fall  in  blood  pressure  with- 
in safe  limits.  The  drug  used  must  be  given  in 
sufficient  amounts  so  that  urine  is  more  easily 
excretable  and  a gradual  fall  in  blood  pressure 
is  acquired;  that  is  the  time  to  use  our  glucose, 
perhaps  in  higher  concentrations  and  in  smaller 
volumes. 


L.  J.  CALDWELL,  M.D.  (Nashville):  With 
apologies  to  Doctor  Whitacre  after  his  wonderful 
talk,  I want  to  take  this  opportunity  to  say  that 
I shall  never  forget  the  instructions  he  gave  the 
Nashville  doctors  a year  or  two  ago  in  his  post- 
graduate course  in  obstetrics.  However,  there  are 
one  or  two  little  points  that  I wish  to  stress.  I 
do  not  believe  it  has  been  brought  out  this  after- 
noon that  in  the  statistics  of  the  Boston  Lying-In 
Hospital  for  ten  ybars  previous  to  1941  the  eclamp- 
tics  were  about  ten  per  cent.  They  have  recently 
dropped  down  to  something  like  four  per  cent, 
they  claim,  due  to  the  fact  that  they  have  begun 
using  minerals  more  liberally  in  the  last  trimester 
of  pregnancy.  Whether  that  is  worth  anything 
or  not,  I would  rather  have  discussed  with  Doctor 
Whitacre  before  I brought  it  up.  We  sometimes 
think  they  have  gone  crazy  on  vitamins  and  min- 
erals, generally,  and  iron,  but  they  must  have  a 
place,  and  if  they  have  reduced  mortality,  while 
we  know  that  toxemia  of  pregnancy,  as  these  gen- 
tlemen have  brought  out,  is  a condition  that  we 
do  not  know  all  we  should  know  about  and  would 
like  to  know,  I feel  that  that  should  be  mentioned. 

I was  a little  disturbed  about  Doctor  Lewis  giv- 
ing an  eclamptic,  waterlogged,  and  so  on,  a thou- 
sand cubic  centimeters  of  glucose,  but  I think  he 
was  referring  to  his  pre-eclamptics  and  Doctor 
Whitacre  corrected  it;  $00  cubic  centimeters  of 
glucose  solution  in  an  active  eclamptic,  I think, 
is  a sufficient  amount  of  fluid.  It  ought  to  be  a 
hypertonic  solution. 

In  regard  to  the  actual  sedation  in  the  eclamptic, 
I think  that  these  gentlemen  brought  it  out  in  a 
different  way,  but  we  have  recently  found  (we  do 
not  have  so  many  eclamptics  in  prenatal  care, 
but  we  do  occasionally  have  them)  that  spinal  in 
severe  cases  that  have  to  be  Caesareanized  and 
pentothal  sodium  are  both  to  be  considered  and 
have  not  been  mentioned  here.  They  are  ideal. 
Doctor  McMurray  does  most  of  my  Caesarean 
sections  and  he  is  an  advocate,  and  rather  an 
extremist,  I might  say,  on  the  subject  of  pentothal 
sodium,  and  it  does  make  an  awfully  pretty  opera- 
tion. Doctor  Lewis  mentioned  his  continuous 
sacral,  which  seems  to  work  pretty  nicely  with  him. 
He  is  doing  a lot  of  that  work,  probably  more  than 
anybody  locally.  In  a great  many  of  these  cases 
it  seems  to  be  working  fine. 

I want  to  say  that  Doctor  Dyer  read  one  of 
the  best  papers  I have  ever  heard  on  the  toxemia 
of  pregnancy,  and  I appreciate  it  very  much. 

DOCTOR  DYER  (closing)  : Mr.  President,  I 
want  to  express  appreciation  for  this  discussion. 
I also  want  to  take  this  opportunity  to  express  my 
appreciation  for  the  kind  indulgence  that  these 
tired  members  at  this  late  hour  have  shown  me. 
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THE  BIRTH  OF  A TWENTY-POUND  INFANT* 


J.  J.  SWIN,  M.D.,  Hartsville 

Case:  Mrs.  W.  S.,  white,  female,  first 
came  to  my  clinic  on  December  9,  1944. 
She  stated  that  her  last  menstrual  cycle 
began  on  May  20,  1944;  she  did  not  remem- 
ber the  date  of  the  first  movement.  There- 
fore, the  expected  date  of  confinement  was 
set  for  February  25,  1945. 

She  gave  a history  of  three  previous 
pregnancies  which  yielded  three  healthy 
babies;  the  first  weighed  nine  pounds  and 
she  was  in  labor  forty-eight  hours;  the 
second  weighed  nine  and  one-half  pounds, 
but  she  did  not  remember  how  long  she 
was  in  labor  but  considered  it  normal ; the 
third  weighed  twelve  pounds  and  she  was 
in  normal  labor  for  one  and  one-half  hours. 

Before  coming  to  this  vicinity  she  had 
been  advised  to  reduce  her  diet  by  a phy- 
sician in  Indiana. 

The  nurse  checked  her  on  the  first  visit 
to  us  and  found  a blood  pressure  of  120/70 
and  urine  negative;  she  recognized  that  the 
patient  was  markedly  obese  and  restricted 
carbohydrates  and  fats.  Blood  pressure 
and  urine  remained  normal  throughout  the 
course  of  events. 

She  returned  on  January  16,  1945,  and 
the  nurse  further  restricted  her  diet. 

She  returned  on  February  20,  1945,  and 
complained  of  moderate  headache  and  the 
lower  extremities  were  slightly  edematous. 
I saw  her  on  this  visit. 

Inspection  revealed  a very  obese  white 
female  with  exceptionally  thick  abdominal 
wall,  firm,  fat  flesh,  coarse  black  hair,  well- 
developed  muscles,  and  heavy  bony  frame; 
slight  suprapubic  edema  and  slight  edema 
of  the  lower  extremities;  the  perineum  was 
almost  entirely  destroyed  by  previous  par- 
turition; height  five  feet,  four  inches; 
weight  245  pounds. 

She  admitted  that  she  had  flagrantly  dis- 
obeyed dietary  instructions. 

She  was  directed  to  take  four  grains  of 
whole  thyroid  extract  daily;  daily  alter- 
nate doses  of  magnesium  sulphate;  and  to 
return  on  March  5,  1945,  if  labor  had  not 
occurred. 


*Read  before  the  Sumner  County  Medical  So- 
ciety, June,  1945. 


She  returned  on  the  fifth  and  was  clear 
of  edema.  She  was  instructed  to  take  cas- 
tor oil  next  morning  and  again  on  the 
eighth,  and  return  on  the  eighth  for  in- 
duction of  labor  if  nature  had  failed  to 
function. 

She  returned  on  the  eighth  and  two  min- 
ims of  obstetrical  pituitrin  were  given 
every  thirty  minutes  for  four  doses;  slight 
contractions  occurred,  but  soon  ceased.  At 
5 :00  P.M.  we  instituted  three  minims  of 
pituitrin  every  thirty  minutes  for  four 
doses.  This  was  followed  by  good  contrac- 
tions. Spontaneous  rupture  of  the  mem- 
branes occurred  at  8 :00  P.M.  At  9 :30  P.M. 
she  was  about  three-fourths  dilated. 
Crowning  occurred  a few  minutes  before 
midnight. 

Squirt  ether  analgesia  and  assists  de- 
livery were  started.  The  head  was  de- 
livered with  only  moderate  difficulty;  it 
was  ascertained  that  the  cord  was  wrapped 
once  about  the  neck ; the  neck  was  com- 
paratively short;  the  head  was  exception- 
ally large,  but  not  severely  molded. 

The  cord  was  severed,  clamped,  and  un- 
wrapped. Mild  traction  on  the  head  gave 
no  results.  The  shoulder  girdle  was  con- 
tacted and  felt  exceptionally  large.  Ether 
anesthesia  was  started  and  the  shoulders 
were  extricated  with  extreme  difficulty. 
They  were  huge.  The  trunk  came  out  with 
slight  difficulty.  The  pelvic  girdle  was  al- 
most as  difficult  to  extricate  as  the  shoul- 
ders. 

The  baby  failed  to  breathe  and  the  heart 
beat  was  never  detected.  No  fractures 
were  found. 

The  nurse  stated  that  the  delivery  was 
completed  about  12:15  A.M. 

The  baby  was  weighed  nude  at  twenty 
pounds.  The  afterbirth  weighed  four  and 
one-half  pounds.  The  cord  was  about  twen- 
ty-nine inches  long. 

The  mother  sustained  only  a slight  mu- 
cous membrane  laceration  and  had  an  un- 
eventful convalescence. 

It  is  interesting  to  note  in  connection 
with  this  case  that  the  doctor  who  deliv- 
ered the  twelve-pound  baby  predicted  that 
the  next  would  weigh  sixteen  pounds. 
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What  They  Might  Find  Out! 

The  Sevier  County  Medical  Society,  at 
its  meeting  on  July  31,  instructed  their  sec- 
retary-treasurer, Dr.  C.  P.  Wilson,  to  swear 
out  a warrant  charging  “Dr.”  Di  Valvasone 
with  failure  to  comply  with  the  law  regu- 
lating the  practice  of  medicine.  The  law 
requires  that  all  practitioners  must  have 
their  licenses  recorded  with  the  county 
court  clerk  of  the  county  in  which  the  phy- 
sician is  practicing. 

The  Commercial-Appeal  of  Memphis  car- 
ries the  story  on  August  1. 

It  seems  that  a practitioner  calling  him- 
self Dr.  Di  Valvasone  went  to  Gatlinburg 
about  a year  ago.  He  established  himself  in 
the  swank  East  Tennessee  summer  resort 
and  engaged  in  practice.  He  recommended 
himself  very  highly.  He  let  it  be  known 
that  he  had  3,000  college  hours  in  medical 
law.  He  called  himself  a “neurologist.” 

He  says  there  are  only  three  others  like 
him  in  the  United  States.  He  has  a cure  for 
diabetes, 

A druggist  who  filled  many  of  his  pre- 
scriptions is  quoted  as  saying,  “If  Dr.  Di 
Valvasone  took  a case,  he  always  guaran- 
teed a cure.”  He  used  no  narcotics.  At 
the  drugstore  he  showed  several  large 
checks  for  fees  collected  from  patients.  One 


of  these  was  for  $10,000,  said  to  be  a re- 
tainer fee  paid  by  a New  York  cosmetics 
manufacturer.  For  a month  he  treated 
Jean  Arthur,  the  movie  actress,  for  “nerv- 
ousness.” To  the  drugstore  crowd  he 
showed  a $4,000  check  he  had  received  in 
payment  of  her  bill. 

The  American  Medical  Association  has 
a record  of  Di  Valvasone  since  1935.  He 
has  been  in  Shanghai,  China,  Honolulu, 
Hawaii,  Los  Angeles,  French  Lick,  Van- 
couver, and  elsewhere.  He  is  now  wanted 
in  Sevier  County,  where,  he  says,  he  plans 
to  open  a hospital  when  he  returns  from 
Los  Angeles. 

In  last  month’s  Journal  we  reported  the 
case  of  William  Estep.  The  Journal  of  the 
American  Medical  Association  in  the  July 
28  number  gave  Estep’s  history  from  1930 
to  the  time  of  his  return  (in  custody)  from 
Mexico. 

We  are  now  giving  a few  details  of  the 
Di  Valvasone  case.  It  is  not  that  we  are 
persecuting  these  men.  Our  purpose  is  to 
call  attention  to  conditions  right  under  our 
noses.  In  Memphis  the  Commercial  Appeal 
and  Attorney  General  Will  Gerber  have 
done  excellent  work  on  the  Estep  case.  In 
Sevier  County  the  Commercial  Appeal  has 
supplied  the  publicity  in  the  Di  Valvasone 
case  following  the  lead  of  the  Sevier  County 
Medical  Society.  Similar  work  is  to  be 
done  elsewhere.  On  investigation,  news- 
papers and  courts  might  find  out  a number 
of  irregularities.  To  list  a few  they  might 
find  out  about: 

1.  A chiropractic  criminal  abortionist. 

2.  O.  P.  A.  issuing  “C”  gas  and  grade 
one  tires  to  naturopathic  “doctors.” 

3.  A two-year  medical  student  who  is 
practicing  medicine. 

4.  A county  whose  population  (1940)  was 
19,140,  having  seventy-three  registered  nat- 
uropaths. 

5.  A naturopathic  college  which  is  not 
recognized  even  by  their  own  State  Board 
of  Naturopathic  Examiners. 

6.  Chiropractors’  ads  in  daily  papers  in 
which  preposterous  claims  were  made. 

7.  Naturopathic  healers  using  dangerous 
drugs. 
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Diabetes 

It  is  possible  but  remote  that  the  day 
may  come  when  ailing  mankind  will  refrain 
from  accepting  medical  counsel  from  the 
unqualified  and  from  acting  uncritically 
on  the  advice  of  some  well-intentioned 
neighbor  or  casual  passer-by. 

Over  and  again,  the  admonition,  “Ask 
your  doctor,”  and  not  some  friend,  and  cer- 
tainly not  the  sectarian  cultist,  as  to  mat- 
ters of  medical  relief  and  health,  cannot 
be  too  often  or  too  emphatically  publicized 
if  needless  disability  and  often  deplorable 
tragedy  are  to  be  averted. 

Diabetes  offers  a classic  illustration  of 
a condition  in  which  failure  to  utilize 
proven  methods  of  control  and  substituting 
therefor  bizarre  “treatments,”  adjustments, 
etc.,  can  lead  only  to  ultimate  disaster.  As 
matters  now  stand,  there  are  known  no 
orally  administered  drugs,  no  physical 
manipulations,  which  are  of  the  slightest 
proven  help  to  the  individual  whose  basic 
defect  is  an  insulin  deficit  and  whose  in- 
capacity can  be  met  only  by  a systematized 
food  intake  plus,  oftener  than  not,  the  sup- 
plemental use  of  insulin. 

An  occasional  physician — and  who,  inci- 
dentally, ought  to  know  better,  moved  per- 
haps by  the  unsupported  claims  of  the  ad- 
vertising literature  that  forms  a large  part 
of  his  daily  mail — still  prescribes  this  or 
that  preparation  in  the  hope  of  dodging 
the  necessity  of  advising  insulin.  Some 
number  of  diabetics — weary  of  dietary 
limitations,  fearful  of  hypodermic  injec- 
tions, or  lured  perhaps  by  the  implications 
of  promised  “cure”  of  their  diabetes — take 
to  some  form  of  quackery,  of  which  a no- 
torious and  immediately  near-by  example 
is  the  so-called  Kaadt  Diabetic  Institute 
at  South  Whitley,  Indiana.  This  establish- 
ment, which  offers  an  oral  “treatment” 
and  sells  its  clients  their  quotas  of  medi- 
cines at  the  “Institute”  only  and  thus  takes 
no  chances,  vis-a-vis.  of  the  postal  authori- 
ties, is  still  often  enough  asked  about  to 
warrant  mention  here.  That  the  inquiries 
are  made  of  physicians  is  encouraging  and 
offers  opportunity  for  straightforward 
guidance.  The  Bureau  of  Investigation  of 
the  American  Medical  Association  has  an 
ample  file  of  information  concerning  this 


particular  fraud  and  which  can  be  made 
available  to  any  physician  as  he  may  desire. 

— R.  C.  D. 


Wagner-Murray-Dingell  Bill 

We  reproduce  below  copies  of  letters  re- 
ceived from  the  Honorable  Carroll  Reece  of 
the  First  District  and  from  the  Honor- 
able Clifford  Davis  of  the  Tenth  District. 

These  letters,  together  with  letters  from 
other  members  of  the  Tennessee  delegation 
in  Congress,  give  us  the  opinions  of  our 
representatives  on  the  Wagner-Murray- 
Dingell  Bill. 

At  the  present  writing  Senator  Tom 
Stewart  has  not  replied  to  the  letter  be- 
cause of  his  absence  in  Europe. 

The  Honorable  Albert  Gore  of  the  Fourth 
District  has  not  yet  acknowledged  the  re- 
ceipt of  our  letter.  We  understand  he  is 
overseas  and  at  a future  date  we  feel  sure 
that  Mr.  Gore  will  express  his  opinion  for 
publication. 

We  might  add  that  every  member  of  the 
Association  has  received  copies  of  the  re- 
prints of  these  letters  with  a request  that 
the  reprints  be  used  with  people  influential 
in  his  district.  Additional  copies  may  be 
had  at  the  headquarters  office. 

Tenth  District 

July  13,  1945. 

“My  dear  Doctor  Hardy : 

“I  regret  that  I did  not  get  a letter  to 
you  in  time  to  meet  the  dead  line  for  your 
July  edition  of  the  Journal. 

“The  profession  in  Memphis  knows  ex- 
actly how  I stand  on  the  Wagner-Murray- 
Dingell  Bill,  particularly  as  it  relates  to 
any  suggestion  for  the  regimentation  or 
socialization  of  medicine. 

“Frankly,  I have  a feeling  that  this  bill 
is  not  going  to  be  put  down  for  hearing  for 
years — if  then. 

“With  all  good  wishes,  I am 
Sincerely  yours, 

(Signed)  “Clifford  Davis.” 

First  District 

August  1.  1945. 

“Dear  Doctor  Hardy: 

“My  opposition  to  the  socialization  of 


August,  1945 


EDITORIAL 


269 


medicine  has  been  publicly  expressed  many 
times,  which  includes  my  opposition  to  the 
Wagner-Murray-Dingell  Bill,  or  any  bill 
which  has  as  its  objective  the  socialization 
of  medicine,  which  I am  pleased  to  again 
state  in  response  to  the  copy  of  your  letter 
of  June  12,  the  original  of  which  failed 
to  come  to  my  attention. 

“With  kind  regards, 

Sincerely  yours, 

“Carroll  Reece.” 


Again  You  Are  Invited 
If  you  have 
An  opinion  to  express 
Or  a question  to  ask; 

If  you  have 

A brickbat  or  a bouquet  to  throw 
At  the  Editor  or  the  Trustees, 

The  Profession  or  the  public, 

The  government  or  the  governed ; 

If  you  know 

Something  that  others  should  know; 

If  you  have 
A case  to  report, 

A story  to  tell, 

Or  a song  to  sing; 

If  you  are  in  any  one 
Of  the  above  categories, 

Why  not  use  this  Journal, 

Your  Journal, 

As  your  means  to  help  others 
Or  to  aid  yourself? 

Again  let  us  emphasize  the  fact  that 
This  is  Your  Journal. 

Again  we  invite  you 
To  do  what  you  can 
To  make  it  a better  journal, 

If  you  have  anything 
To  offer  for 

The  good  of  the  profession. 

P.  S. : This  month  we  publish  an  editorial 
from  one  of  the  members  of  the  Associa- 
tion. 


On  another  page  we  are  reproducing  a 
statement  from  the  Michigan  State  Medical 
Society  regarding  the  release  of  unneeded 
medical  officers  now  in  military  service. 
This  statement  is  official  from  the  Mich- 
igan State  Medical  Society,  signed  by  the 


officers  of  the  society  and  members  of  the 
council. 

The  condition  which  they  describe  con- 
cerns the  welfare  of  all  the  people  of  the 
United  States. 

While  the  Tennessee  State  Medical  As- 
sociation has  not  made  a similar  official 
statement,  we  are  sure  that  every  member 
of  the  profession  will  heartily  approve  of 
the  action  taken  by  the  Michigan  Society. 

We  have  talked  to  several  members  of  the 
Medical  Corps  and  it  is  their  opinion  that 
the  “medical  pool”  is  entirely  out  of  pro- 
portion to  the  needs  of  the  Army  and  that 
the  general  public  is  being  deprived  of  bad- 
ly needed  medical  attention.  The  question 
is  also  being  investigated  by  a congressional 
committee. 

It  is  suggested  that  those  of  our  readers 
who  agree  with  the  Michigan  letter  express 
their  opinion  to  their  congressmen  in  sup- 
port of  this  measure. 


Regrets  Bar  No  Flies 

The  Tennessee  State  Medical  Association, 
thanking  The  Banner  for  calling  public 
attention  to  the  screen  wire  shortage,  con- 
tributes further  to  public  information  on 
the  matter  by  enclosing  its  own  report  on 
efforts  to  have  screen  wire  declared  “sur- 
plus” in  order  to  release  it  from  govern- 
ment controls.  So  long  as  it  is  not  so- 
declared  and  so-released,  it  will  not  be 
available  for  sale  and  use  in  the  great 
quantity  needed. 

The  reply  elicited  by  the  Medical  Asso- 
ciation’s letter  to  the  “Office  of  Surplus 
Property”  was  to  the  effect  that:  “This 
office  regrets  that  screen  wire  has  not  yet 
been  declared  as  surplus  and  available  for 
use  to  the  public.” 

But  “this  office’s  regret”  doesn’t  screen 
any  doors  and  windows.  It  doesn’t  keep  out 
flies  and  other  insect  'disease-bearers.  Nor 
does  it  break,  apparently,  the  stranglehold 
on  screen  wire  which  could  free  the  public 
from  this  phase  of  the  disease  threat.  The 
doctors  of  the  nation  are  properly  con- 
cerned, and  the  public  should  be  enough 
concerned  to  demand  action  to  simplify 
“surplus  property”  disposal  on  this  vital 
point. — Nashville  Banner,  July  28,  1945. 


270 


DEATHS— NEWS  NOTES  AND  COMMENTS 


August,  1945 


German  Doctors  Under  Nazism 

Shortly  after  V-E  Day,  Colonel  Edward 
D.  Churchill,  Allied  Mediterranean  forces’ 
surgical  consultant,  toured  six  German  mili- 
tary hospital  areas  and  reported  his  find- 
ings to  American  correspondents. 

As  we  all  know,  American  doctors’  care 
of  wounded  in  this  war  has  been  and  con- 
tinues phenomenal  as  regards  its  record- 
breaking  percentages  of  cures  and  its  de- 
velopment of  new  techniques  and  remedies. 
There  was  considerable  expectation  that  the 
German  doctors,  what  with  German  medi- 
cine’s world-wide  pre-Hitler  fame  and  the 
well-known  German  thoroughness  and  en- 
ergy, would  have  some  pretty  phenomenal 
achievements  of  their  own  to  report  from 
their  war  hospitals,  once  the  Allies  could 
crack  into  Fortress  Europe  and  look  around. 

The  Allies  cracked  in,  all  right ; but  Colo- 
nel Churchill  did  not  find  the  phenomenal 
German  medical  achievements.  His  over- 
all conclusion  after  inspecting  six  German 
hospital  areas  was  that  German  handling  of 
wounded  was  about  twenty  years  behind 
the  American  procedure. 

Going  into  details,  he  reported  that  the 
German  army  doctors  as  a rule  just  casually 
passed  up  badly  wounded  men  on  the  as- 
sumption that  they  were  going  to  die  any- 
way, whereas  our  doctors  fight  to  the  last 
gasp  for  every  wounded  man’s  life,  and 
frequently  win ; that  the  German  physicians 
never  had  realized  the  maximum  possibili- 
ties of  blood  transfusion,  and  used  anti- 
quated apparatus  for  what  transfusions 
they  did  give ; that  as  for  professional  pride 
in  pulling  off  near-miracles  of  cure  or 
amelioration,  such  pride  just  was  not  in  the 
bulk  of  German  military  physicians  and 
surgeons.  By  and  large,  they  were  victims 
of  an  apathy  and  a lack  of  ambition  which 
would  enrage  a typical  American  doctor. 

This  is  a sad  backslide  from  Germany’s 
once  proud  position  as  world  leader  in 
medicine  and  surgery.  How  did  it  happen? 
Are  there  any  lessons  in  it  for  us? 

It  began  to  happen  soon  after  Hitler  sad- 
dled his  brand  of  totalitarianism  on  Ger- 
many. It  seems  reasonable  to  conclude  that 
it  happened  because  Hitler  saddled  Nazi 
totalitarianism  on  Germany. 

For  one  thing,  in  the  Nazi  philosophy, 


your  race  and  politics  mattered  far  more 
than  your  brains  and  talents.  You  might 
be  a brilliant  physician  or  surgeon  or  re- 
search scientist,  but  if  you  were  a Jew  or 
an  anti-Nazi  of  any  description,  you  had 
to  get  out  of  Germany  if  you  could,  or  go 
to  a concentration  camp  if  you  couldn’t  get 
out.  Thus  Hitler  and  his  crew  decimated 
German  science.  Their  master-race  convic- 
tions, too,  led  logically  to  such  grisly  perver- 
sions of  scientific  research  as  the  use  in 
some  concentration  camps  of  humans  of 
“inferior”  breed  as  guinea  pigs  for  various 
laboratory  experiments. 

Ruled  by  the  politicians  and  browbeaten 
by  Nazi  gangsters,  German  medicine — on 
the  strength  of  Colonel  Churchill’s  findings, 
at  any  rate — withered,  and  in  due  time  the 
German  armed  forces  paid,  in  the  form  of 
bigger  death  totals  than  they  need  have  suf- 
fered. 

The  lesson  in  the  German  experience 
seems  clear  enough.  It  is  that  there  is  no 
substitute  for  a free,  bold  and  inquisitive 
medical  profession,  or  for  generously 
financed  and  expertly  staffed  medical  re- 
search, carried  on  year  in  and  year  out. 
It  is  devoutly  to  be  hoped  that  the  lesson 
of  the  German  medical  collapse  will  not 
be  lost  on  us. — Collier’s,  July  27,  1945. 


DEATHS 


Thomas  Franklin  Taylor,  M.D. 

Thomas  Franklin  Taylor,  M.D.,  Mont- 
eagle;  Vanderbilt  University  School  of 
Medicine,  Nashville,  1897;  died  April  24, 
1945,  aged  seventy-five,  of  carcinoma  of  the 
liver. 


A.  L.  Blecker,  M.D. 

A.  L.  Blecker,  M.D.,  Memphis;  Memphis 
Hospital  Medical  College,  1912;  aged  fifty- 
nine;  died  June  13,  1945. 


NEWS  NOTES  AND  COMMENTS 


Due  to  transportation  difficulties  the 
examination  of  the  board,  originally  sched- 
uled for  Chicago,  October,  1945,  has  been 
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postponed  to  January  18  to  22,  inclusive, 
1946. 

19 U6  Examinations 
Chicago — January  18  through  22. 

Los  Angeles — January  28  through  Feb- 
ruary 1. 

New  York — May  or  June. 

Chicago — October. 


Michigan  State  Medical  Society 
Statement  Requesting  Early  Separation  of 
Unneeded  Medical  Officers  from 
Military  Service 

Now  that  V-E  Day  is  passed  and  the 
release  from  service  of  part  of  our  armed 
forces  is  expected,  immediate  consideration 
should  be  given  to  the  release  of  as  many 
of  the  doctors  of  medicine  as  is  consistent 
with  the  best  interest  of  the  armed  forces 
and  of  the  civilian  population.  Promptness 
in  reducing  the  size  of  the  Medical  Corps 
should  be  the  positive  aim  of  everyone  hav- 
ing responsibility  in  this  field.  There  should 
never  be  a time  when  any  doctor  of  medi- 
cine is  kept  in  the  military  service  with 
nothing  for  him  to  do  professionally  in 
connection  with  his  military  status.  He 
should  not  be  retained  in  service  to  perform 
work  which  could  be  done  as  well  by  those 
not  trained  as  medical  doctors.  Many  ci- 
vilians have  delayed  obtaining  the  medical 
care  they  should  have  had  until  their  reg- 
ular physicians  get  back  from  the  war. 

Doctors  of  medicine  in  military  service 
have  written  a glorious  chapter  in  the  his- 
tory of  American  medicine.  We  point  with 
particular  pride  to  the  record  of  the  2,28-7 
Michigan  medical  doctors  who  volunteered. 
Michigan  was  among  the  first  states  to  fill 
and  greatly  exceed  its  quota  of  medical 
officers.  It  never  has  lagged  in  filling  any 
additional  demands  made  upon  the  profes- 
sion by  the  military  authorities.  The  out- 
standing service  rendered  by  these  medical 
officers  has  merited  rewards  in  every  com- 
bat area  where  American  troops  have 
served  and  are  serving.  The  Army,  Navy, 
and  Air  Force  should  not  incur  the  criticism 
of  the  public  or  of  the  physicians  in  those 
services  by  holding  any  physician  in  mili- 
tary service  a day  longer  than  the  interest 
of  the  country  requires. 


If  the  present  intention  of  our  military 
authorities  is  to  discharge  at  an  early  date 
1,800,000  engaged  in  war  activities,  then 
approximately  9,000  medical  officers  should 
be  made  available  for  return  to  civilian 
practice  (based  on  the  regulation  average 
of  five  doctors  of  medicine  per  thousand  of 
personnel). 

The  Council  of  the  Michigan  State  Med- 
ical Society  urges  that  those  in  authority 
look  upon  the  early  and  prompt  release  of 
physicians,  when  they  can  be  spared,  as  a 
matter  of  the  utmost  urgency  and  impor- 
tance. After  the  medical  needs  of  all  the 
armed  services  are  satisfied,  any  delay  in 
releasing  a physician  should  be  avoided  as 
an  injustice  to  the  public,  an  unnecessary 
burden  on  the  treasury,  a source  of  criti- 
cism of  those  in  authority,  and  unfair  treat- 
ment of  the  doctor  of  medicine  who  is  serv- 
ing his  country. 


NEWS  FROM  AND  ABOUT 
TENNESSEE  PHYSICIANS  IN 
THE  MILITARY  SERVICE 


Lieutenant  Colonel  A.  F.  Russell,  who 
has  served  overseas,  is  now  located  at  the 
Oliver  General  Hospital,  Augusta,  Georgia. 


Lieutenant  Colonel  J.  R.  Thompson  has 
returned  from  overseas  duty  and  is  now  at 
Room  1117,  Surgeon  General’s  Office,  U.  S. 
Army,  Washington,  D.  C. 


Captain  A.  L.  Buell  is  now  located  at  the 
Station  Hospital,  Army  Air  Base,  Kelly 
Field,  Texas. 


Dr.  Herbert  Acuff 

402  Medical  Arts  Building 

Knoxville,  Tennessee,  U.  S.  A. 

Dear  Doctor  Acuff : 

About  a year  ago  I landed  in  Italy  as 
medical  officer  of  an  infantry  battalion, 
which  took  part  in  the  advance  on  Rome, 
then  toward  Florence.  Our  battalion  aid 
station  was  moving  constantly.  We  car- 
ried our  first  aid  supplies  on  two  jeeps 
with  trailers,  and  also  used  the  jeeps  to 
transport  casualties  to  the  ambulance  point. 
The  wounded  soldiers  remained  at  the  aid 
station  just  long  enough  for  emergency 


272 


NEWS  FROM  AND  ABOUT  TENNESSEE  PHYSICIANS 


August,  1945 


treatment,  such  as  sulfanilamide  crystals 
and  dressings  for  wounds,  sulfa  drugs  by 
mouth,  plasma,  and  morphine  hypoder- 
mically if  indicated,  although  many  soldiers 
had  no  pain.  We  also  treated  and  evacu- 
ated wounded  German  soldiers  wherever 
we  found  them.  After  treatment  at  the 
aid  station,  casualties  were  sent  to  the 
clearing  station  where  their  condition  was 
checked,  and  from  there  they  were  sent  to 
hospitals. 

Besides  the  wounded,  other  things  con- 
cerned us.  Thanks  to  the  efficient  work 
of  the  Air  Force,  we  practically  never  saw 
a German  airplane,  but  enemy  shells  kept 
us  jumping  at  times.  When  possible,  we 
set  up  aid  station  in  convenient  buildings 
or  houses,  many  of  which  had  thick  stone 
walls,  but  at  other  times  our  aid  station 
was  merely  a stop  along  the  road,  and 
ditches  or  fox  holes  constituted  the  only 
protection  from  shells.  I dug  quite  a string 
of  fox  holes  from  Anzio  to  the  Arno  River. 

I remember  one  day  in  particular  when 
several  artillery  barrages  fell  near  the  aid 
station,  too  close  for  comfoi-t,  and  the  fol- 
lowing morning  we  were  awakened  with 
a rush  at  5:00  A.M.,  when  the  “screaming 
meemies”  came  flying  overhead  and  landed 
in  the  valley  behind  us  with  loud  crashes. 
They  sounded  like  sirens  going  full  blast, 
getting  louder  and  closer  all  the  time.  A 
short  time  later  we  had  to  “sweat  out’’ 
several  mortar  barrages  that  came  close. 
We  could  hear  the  mortars  being  fired  about 
a mile  away,  then  had  twenty-five  seconds 
to  get  into  holes  and  wonder  where  the 
shells  would  land.  The  concussion  from 
mortar  shells  is  very  heavy.  Later  the 
same  day  and  evening,  there  were  more 
“screaming  meemies”  and  artillery  shells, 
and  they  almost  had  the  range  for  the 
aid  station,  but  not  quite!  One  day  while 
driving  along,  our  medical  detachment  came 
upon  two  German  soldiers  at  the  roadside. 
Before  we  could  draw  our  bandage  scis- 
sors and  open  fire,  they  threw  up  their 
hands  and  surrendered.  It  was  quite  a sur- 
prise for  us,  and  we  got  a faint  cheer  from 
our  soldiers  when  we  hauled  the  pris- 
oners in. 

In  the  last  part  of  July,  our  battalion 
was  the  first  to  reach  the  Arno  River  at 
Pontedera.  Shortly  after  that,  I was  trans- 


ferred to  the  Clearing  Station,  and  later  to 
the  division  Rehabilitation  Center,  where, 
with  the  psychiatrist,  we  treat  the  men  suf- 
fering from  battle  exhaustion  and  certain 
cases  returned  from  the  hospitals  who  need 
more  convalescence. 

It  has  been  possible  to  see  some  of  the 
historic  places  of  Italy.  I have  enjoyed 
short  leaves  in  Rome  and  Florence,  and 
have  also  visited  Siena  and  Pisa.  The  Lean- 
ing Tower  is  still  leaning. 

After  spending  the  winter  in  the  high, 
windy  Apennine  Mountains,  where  there 
was  much  snow,  I have  now  seen  the  Po 
Valley,  which  is  as  flat  as  Iowa.  Where  I 
shall  be  a year  from  now  is  anyone’s  guess. 
A favorite  saying  among  the  soldiers  is: 
“Still  alive  in  ’45,  Golden  Gate  in  ’48,”  but 
I’m  hoping  it  won’t  be  that  long  before  I 
get  home.  Best  regards  to  all  the  members 
of  the  Knox  County  Medical  Society. 

Yours  very  truly, 

William  A.  DeSautelle, 

Captain,  M.  C.  A.  U.  S. 

— Reprinted  from  the  Knox  County  Medi- 
cal Society  Bulletin,  July  17,  1845. 


University  of  Tennessee  Notes 
There  are  several  new  faculty  faces  this 
quarter.  Dr.  I.  N.  Dubin  comes  as  assist- 
ant professor  of  pathology.  He  took  his 
B.S.  and  M.D.  at  McGill  and  for  the  last 
three  years  has  been  in  the  Pathology  De- 
partment at  Duke.  Dr.  Richard  Winger 
comes  as  an  instructor  in  anatomy.  He 
took  his  graduate  work  at  the  University 
of  Minnesota.  Dr.  Frank  Whitacre,  who 
has  been  associate  professor  of  obstetrics 
and  gynecology,  is  now  full-time  chief  of 
that  division.  Dr.  W.  T.  Pride  has  resigned 
his  administrative  duties,  but  remains  as 
professor.  Dr.  James  R.  Reinberger  is  pro- 
fessor of  obstetrics  and  gynecology.  Dr. 
Henry  Hollinshead  is  visiting  professor  in 
anatomy.  He  is  associate  professor  of  anat- 
omy at  Duke.  Dr.  James  Brown  is  also 
visiting  in  anatomy.  He  is  acting  head  of 
that  department  at  Women’s  Medical  Col- 
lege, Philadelphia.  Dr.  Marion  Bi'ooke  is 
leaving  preventive  medicine  to  do  research 
for  the  U.  S.  P.  H.  in  Atlanta,  Georgia. 

Enrolled  in  school  this  quarter  are : medi- 
cine (including  the  review  quarter),  426; 
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dentistry,  114;  pharmacy,  22;  nursing,  230; 
X-ray  and  anesthetics,  8 ; total,  800. 

We  had  so  many  requests  regarding  post- 
war courses  in  August  of  last  year  we 
included  a questionnaire  asking  what  was 
desired.  Requests  indicated  either  short 
“refresher”  courses  or  longer  specialization 
training.  A schedule  of  the  “refresher” 
courses  in  medicine  was  carried  in  the  Feb- 
ruary issue.  Prospects  are  that  the  univer- 
sity will  be  able  to  accommodate  all  who  ap- 
ply for  the  specialization  training,  except  in 
general  surgery,  where  apparently,  the  fa- 
cilities will  not  be  adequate  to  meet  the 
demand.  Floyd  B.  Hay  (M.  ’39)  is  the  first 
veteran  to  enroll.  He  is  registered  as  a 
graduate  student  in  pathology  until  April, 
1946. 

F.  J.  Montgomery, 
Alumni  Secretary. 

University  of  Tennessee,  Memphis. 

f 
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Knox  County: 

July  24 — Case  report  by  Dr.  D.  H.  Water- 
man. A colored  motion  picture  on  the  sub- 
ject of  “Proctology  and  Surgery  of  the 
Rectum”  was  shown.  This  picture  was 
made  at  the  University  of  Minnesota. 


Hamilton  County: 

August  2 — “Acute  Thyroiditis,”  by  Dr. 
Stewart  Lawwill. 


ABSTRACTS  OF  CURRENT  LITERATURE 


INTERNAL  MEDICINE 

By  R.  B.  Wood,  M.D. 

By  D.  R.  Thomas,  M.D. 

Medical  Arts  Building,  Knoxville 


Picrotoxin  in  Barbiturate  Poisoning.  Burdeck  and 

Rovenstine.  Annals  of  Medicine,  June,  1945. 

Picrotoxin  was  first  used  by  Arnett  in  1933  for 
human  barbiturate  poisoning.  Successive  investi- 
gations since  that  time  have  proven  it  to  be  the 
analeptic  of  choice  from  point  of  safety  and  sus- 
tained effectiveness. 

Although  some  untreated  patients  recovered 
from  excessive  doses,  the  prolonged  morbidity  and 
undesirable  complications  are  to  be  avoided  if  pos- 
sible. 


The  procedures  advised  for  the  proper  handling 
of  these  cases  are: 

1.  Immediate  and  maintained  adequate  airway. 

2.  Artificial  respiration  when  necessary. 

3.  Oxygen  per  oropharyngeal  catheter  with  a six- 
liter  flow  for  adequate  alveolar  concentration. 

4.  Gastric  lavage  early  to  remove  any  remaining 
drug  and  leave  stomach  empty. 

5.  Analeptic  therapy — picrotoxin  .001  to  .003 
gram  doses  intravenously  or  .003  to  .006  gram 
intramuscularly  every  fifteen  minutes  until  desired 
response  is  obtained.  The  continuous  intravenous 
method  (.001  to  .002  gram  per  minute  until  corneal, 
swallowing,  or  other  reflexes  appear)  is  more  ef- 
fective than  the  fractional  intramuscular  doses 
after  signs  of  reflex  and  motor  activity  appear. 
Picrotoxin  is  administered  intramuscularly  in 
doses  of  .003  to  .006  gram  every  fifteen  to  thirty 
minutes  as  indicated.  The  drug  must  be  continued 
until  active  reflexes  and  involuntary  movements 
are  maintained.  If  convulsions  come  on  during 
treatment,  sufficient  intravenous  sodium  pentothal 
to  control  is  used. 

6.  Intravenous  fluids  should  be  started  as  soon 
as  possible.  Usually  three  liters  of  glucose  and 
saline  in  twenty-four  hours  are  sufficient.  It  must 
be  given  judiciously  and  pulmonary  edema  avoided. 

Positive  nitrogen  balance  is  maintained  by  in- 
travenous amino  acid  therapy  of  seventy  grams 
average  dose  at  rate  of  twenty  grams  or  less  in 
two  hours. 

Vitamin  therapy  in  those  comatose  over  twenty- 
four  hours  consists  of  .005  gram  thiamin  chloride, 
.005  gram  riboflavin  and  nicotinic  acid  .05  gram 
three  times  daily  pafenterally ; .10  gram  ascorbic 
acid  daily. 

7.  Chemotherapy  is  instituted  as  soon  as  any 
signs  of  infection  appear. 

8.  Diuresis  is  aided  by  intravenous  fluids  and 
diuretics  if  needed.  Catheterization  must  be  pro- 
vided as  needed. 

9.  Nursing  care  must  be  constant  and  of  the  best. 

With  the  increased  incidence  of  the  use  of  bar- 
biturates and  poisonings,  the  prompt  and  efficient 
care  of  these  cases  will  save  many  lives. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


Sulfonamide  Therapy  in  Gonococcal  Infection  in 
Women  (Sulfanilamide,  Sulfapyridine,  Sulfathiazole, 
and  Sulfadiazine).  H.  Close  Hesseltine,  M.D.,  Lucile 
R.  Hac,  Ph.D.,  Fred  L.  Adair,  M.D.,  and  Donald  K. 
Hibbs,  M.D.,  Chicago,  Illinois.  American  Journal  of 
Obstetrics  and  Gynecology,  Vol.  49,  No.  6,  746:  755, 
June,  1945. 

In  this  investigation  575  women  in  whom  diag- 
nosis and  cure  of  gonococcal  infection  were  based  on 
cultural  studies  were  treated  with  sulfanilamide, 
sulfapyridine,  sulfathiazole  or  sulfadiazine.  Of 
these,  fifty-one  were  pregnant.  Seventeen  per  cent 
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of  the  patients  were  asymptomatic  except  for  a 
slight  discharge.  The  infection  was  acute  in  sev- 
enty-four per  cent  of  the  cases,  and  of  these  eight- 
een per  cent  either  already  had  or  later  developed 
salpingitis  or  Bartholin’s  abscesses.  Meanwhile, 
twenty  per  cent  of  the  patients  with  chronic  infec- 
tions had  or  developed  the  same  complications. 

One  hundred  one  patients  were  exposed  to  one 
or  more  infections  and  became  reinfected  during 
the  period  of  observation  following  treatment; 
thirty-seven  were  retreated  with  the  same  drug 
and  sixty-four  were  given  different  drugs. 

Of  the  forty-four  patients  who  failed  to  respond 
to  one  course  of  treatment,  six  responded  to  re- 
peated courses  of  the  same  drug,  four  became  de- 
linquent following  one  course  of  therapy  while  still 
infectious,  twenty-seven  were  cured  by  a second 
drug,  and  two  became  delinquent  following  the 
second  course  of  treatment.  Five  patients  required 
more  than  two  drugs.  Drug-fast  strains  of  gono- 
cocci were  thus  encountered  occasionally. 

Sulfadiazine  was  the  drug  of  choice.  With  it 
ninety-four  per  cent  were  cured,  with  sulfathiazole 
eighty-seven  per  cent,  with  sulfapyridine  eighty- 
two  per  cent,  and  with  sulfanilamide  seventy- 
one  per  cent.  If  the  patients  who  were  exposed 
to  reinfection  were  deleted  and  only  failures  to 
initial  therapy  were  considered,  the  percentage 
failure  with  sulfadiazine  was  one  per  cent,  with 
sulfathiazole  three  per  cent,  with  sulfapyridine 
six  per  cent,  and  with  sulfanilamide  seventeen  per 
cent.  The  authors  believe  that  the  low  percentage 
of  failures  was  dependent  somewhat  upon  an  op- 
timum dosage.  Patients  were  better  able  to  tol- 
erate small  amounts  of  the  drug,  and  thus  they 
were  more  willing  to  take  the  drug  and  also  better 
able  to  retain  it  than  when  large  doses  were  given. 

A careful  scrutiny  of  the  patients  who  failed  to 
respond  to  initial  therapy  revealed  considerable  in- 
formation. Chronic  infections  responded  to  treat- 
ment as  readily  as  did  acute  ones.  Twenty-six  per 
cent  of  the  patients  had  chronic  infections,  while 
only  six  (16  per  cent)  of  the  thirty-eight  patients, 
who  failed  to  respond  to  one  drug,  had  chronic  in- 
fections. Patients  with  secondary  complications 
responded  about  as  well  as  did  other  acute  cases. 
Eighteen  per  cent  of  those  with  acute  infections 
had  secondary  complications;  eight  or  twenty-one 
per  cent  of  the  failures  were  in  cases  with  sec- 
ondary complications. 

Infection  in  the  pregnant  patient  was  more  re- 
sistant to  sulfonamide  therapy  than  in  the  non- 
pregnant patient.  Eighteen  per  cent  of  the  failures 
were  in  patients  who  were  pregnant,  whereas  the 
pregnant  patients  comprised  only  about  nine  per 
cent  (51  of  575  patients)  of  the  whole  series.  The 
failure  rate  for  the  whole  series  was  only  seven  per 
cent  (38  of  575).  Three  of  the  gravid  patients  did 
not  respond  to  treatment  until  the  late  puerperium. 
Not  one  of  the  infants  developed  the  infection,  and 
except  for  the  routine  instillation  of  silver  nitrate 
into  the  conjunctival  sac,  no  other  prophylactic 
measures  were  used.  Not  one  of  the  infants  seemed 
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to  be  adversely  affected  by  the  treatment  during 
pregnancy. 

Ninety-seven  per  cent  of  the  patients  who  re- 
sponded to  initial  therapy  had  negative  cultures 
before  completion  of  the  course  of  treatment, 
whereas  fifty-eight  per  cent  of  the  patients  who 
failed  to  respond  to  therapy  had  positive  cultures 
throughout  the  course  of  treatment.  Sixteen  pa- 
tients (2.7  per  cent  of  the  total  number  of  patients 
treated)  responded  to  therapy  during  treatment 
but  later  relapsed;  four  of  them  were  pregnant. 
Of  the  remaining  twelve,  seven  (57  per  cent)  had 
recurrent  positive  cultures  during  or  just  following 
the  menstrual  period.  One  had  positive  cultures 
during  the  menstrual  period,  but  did  not  return  for 
a postmenstrual  visit.  The  other  five  did  not 
report  for  observation  during  the  menstrual  period. 

Three  patients  had  relapses  before  the  first  men- 
strual period  and  one  between  the  first  and  second 
menstrual  period.  One  patient  was  cured  only 
after  the  cervix  had  been  cauterized. 

Only  one  patient  had  negative  cultures  follow- 
ing the  menstrual  period,  but  had  positive  cultures 
following  the  provocative  test.  Since  twelve  of 
twenty-five  patients  who  were  given  provocative 
tests  when  postmenstrual  cultures  were  positive 
had  negative  cultures  on  either  the  first  and/or 
fourth  days  after  instillation  of  the  silver  nitrate, 
the  most  reliable  provocative  test  seems  to  be  the 
menstrual  period  itself.  No  patient  should  be  dis- 
charged without  negative  cultures  following  one 
menstrual  period  and  preferably  two.  Two  months’ 
observation  with  continuous  negative  cultures  and 
smears  following  cessation  of  therapy  is  sufficient- 
ly long  in  nearly  all  cases.  Of  the  patients  who 
i-esponded  to  therapy  and  later  relapsed,  less  than 
one  per  cent  relapsed  after  the  first  month  of 
observation. 

Therapeutic  Interruption  of  Pregnancy.  Katherine 

Kuder,  M.D.,  and  William  F.  Finn,  M.D.  American 

Journal  of  Obstetrics  and  Gynecology,  Vol.  49,  No. 

6,  762-773,  June,  1945. 

From  September,  1932,  to  December,  1943,  there 
were  280  interruptions  of  pregnancy  for  thera- 
peutic indications  at  the  New  York  Lying-In  Hos- 
pital. During  this  period  46,861  pregnant  women 
were  cared  for,  thus  the  incidence  of  interruption 
was  .6  per  cent. 

Toxemia  and  cardiac  disease  accounted  for  58.3 
per  cent  of  the  interruptions. 

Because  of  newer  modes  of  therapy,  interrup- 
tion of  pregnancy  is  rarely  necessary  now  in  pye- 
loureteritis  and  in  vomiting  of  pregnancy. 

Forty-four  or  15.7  per  cent  were  performed  in 
the  Negro  race.  Renal  disease  accounted  for  68.2 
per  cent  of  all  the  interruptions  in  the  Negro  race, 
while  it  was  the  indication  for  only  11.2  per  cent 
of  the  interruptions  in  the  white  race. 

The  average  age  was  twenty-five  to  thirty-five. 
Eight  or  2.8  per  cent  of  the  interruptions  were 
performed  in  women  under  twenty  years  of  age. 

The  greatest  number,  124  or  44.3  per  cent,  were 
performed  in  the  eighth  to  the  tenth  week. 
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At  the  time  of  interruption  seventy-two  or  25.6 
per  cent  of  the  patients  had  no  living  children, 
seventy-five  or  26.3  per  cent  had  one  living  child, 
while  the  remaining  133  or  48.1  per  cent  had  two 
or  more  children. 

Forty-nine  or  17.8  per  cent  of  the  interruptions 
were  performed  in  the  first  pregnancy;  thirty-five 
of  these  women  never  became  pregnant  again ; 
three  had  a second  therapeutic  interruption,  while 
eleven  had  subsequent  pregnancies. 

Pregnancy  had  been  previously  interdicted  in  100 
or  35.7  per  cent.  Subsequent  pregnancy  occurred 
three  times  after  previous  sterilization,  two  of 
which  had  been  done  elsewhere. 

Two  hundred  four  or  72.8  per  cent  of  these  preg- 
nancies were  terminated  by  the  vaginal  route,  while 
a laparotomy  was  performed  in  seventy-six  or  27.2 
per  cent. 

Tubal  sterilization  was  performed  in  ninety-eight 
or  thirty-five  per  cent,  while  113  or  40.3  per  cent 
were  given  contraceptive  advice. 

Thirteen  or  6.4  per  cent  of  the  interruptions 
which  were  performed  by  the  vaginal  route  were 
incomplete,  and  rupture  of  the  uterus  occurred  in 
three  cases  or  1.5  per  cent. 

One  hundred  fifty-seven  or  fifty-six  per  cent  of 
these  operations  were  performed  under  inhalation 
anesthesia,  102  or  36.4  per  cent  were  performed 
under  basal  and  local  anesthetics,  while  twenty-one 
or  7.6  per  cent  received  avertin  anesthesia. 

Two  or  more  days  of  fever  occurred  in  sixty 
or  21.6  per  cent,  while  163  or  58.2  per  cent  were 
afebrile. 

Thirty-eight  pregnancies  occurred  in  thirty 
women  after  a previous  pregnancy  had  been  in- 
terrupted for  therapeutic  reasons;  eleven  of  these 
were  terminated  for  the  second  time,  while  two 
spontaneous  abortions  and  twenty-five  deliveries 
occurred. 

Eleven  or  3.9  per  cent  of  the  patients  who  had 
had  a therapeutic  termination  at  the  New  York 
Hospital  required  an  interruption  in  a subsequent 
pregnancy.  When  we  include  those  who  had  their 
first  therapeutic  interruption  elsewhere,  twenty- 
nine  repeat  terminations  of  pregnancies  were  done 
in  twenty-six  patients,  the  incidence  thus  being  ten 
per  cent. 

There  were  sixteen  deaths;  two  of  these  occurred 
in  the  postoperative  period.  Thirteen  were  due  to 
the  disease  which  was  the  indication  for  the  thera- 
peutic interruption,  while  three  were  due  to  other 
causes. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Changes  in  the  Blood  as  a Symptom  of  Threatening 
Sympathetic  Ophthalmia.  N.  G.  Rabinovitch.  Ar- 
chives of  Ophthalmology,  May,  1945. 

The  morphologic  changes  in  the  blood,  particu- 
larly the  variations  in  the  monocyte  count,  were 
observed  in  120  cases  of  severe  perforating  injury 


of  the  eye.  In  forty-two  cases  the  eye  was  enu- 
cleated, and  the  diagnosis  was  confirmed  by  his- 
tologic examination;  in  seventy-eight  cases  there 
was  severe  or  mild  iridocyclitis.  In  all  but  thir- 
teen cases  in  which  the  eye  was  enucleated  the 
monocyte  count  was  as  high  as  eight  to  twelve  per 
cent.  In  the  second  group,  of  seventy-eight  cases, 
the  monocyte  count  corresponded  to  the  severity 
of  the  iridocyclitis — i.  e.,  the  count  was  high  with 
severe  iridocyclitis  and  low  with  the  milder  form. 
In  thirteen  cases  in  which  the  eye  was  enucleated 
and  the  histopathologic  diagnosis  was  endophthal- 
mitis, the  monocyte  count  was  fairly  normal.  The 
number  of  monocytes  decreased  very  slowly  after 
enucleation,  an  indication  that  the  organism  was 
still  infected. 

Thus,  the  high  monocyte  count  is  a fair  indica- 
tion of  threatening  sympathetic  ophthalmia,  and 
one  should  be  guided  by  it  in  deciding  to  enucleate 
the  injured  eye. 


ROENTGENOLOGY 

By  J.  Marsh  Frere,  M.D. 

Newell  and  Newell  Sanitarium,  Chattanooga 


Observations  on  Over  One  Hundred  Cases  of  Myelog- 
enous and  Lymphatic  Leukemia.  Asa  B.  Friedmann, 
M.D.,  and  Leo  M.  Myer,  M.D.,  Brooklyn,  New  York. 
Radiology,  April,  1945,  Volume  44,  No.  4,  p.  341. 
The  authors  reviewed  105  cases  of  leukemias 
that  they  treated  between  1939  and  1941  in  Kings 
County  Hospital.  Of  these  cases,  fifty-one  were 
lymphatic  leukemia,  fifty-three  were  myelogenous 
leukemia,  and  one  was  a monocytic  leukemia.  They 
believe  that  the  marrow  picture  will  prove  to  be 
the  earliest  and  most  accurate  factor  in  the  differ- 
ential diagnosis.  The  lymphocyte  count  in  the 
sternal  bone  marrow  in  lymphatic  leukemias  varied 
between  twenty-three  and  ninety-six  per  cent  of  all 
the  white  blood  cells  present.  The  normal  bone 
marrow  shows  from  eight  to  thirteen  per  cent 
lymphocytes. 

The  fifty-three  cases  of  myelogenous  leukemia 
were  divided  into  eleven  acute  and  forty-two 
chronic.  Patients  with  acute  myelogenous  leuke- 
mia survived  an  average  of  2.5  months,  while  of 
those  with  chronic  myelogenous  leukemia  eight  are 
still  alive;  of  those  who  died,  the  average  dura- 
tion of  illness  from  first  symptom  to  death  was  44.2 
months. 

The  fifty-one  cases  of  lymphatic  leukemias  were 
divided  into  five  acute  and  forty-six  chronic.  In 
the  acute  cases  the  average  duration  of  life  was 
4.4  months  from  onset  of  illness,  while  in  the 
chronic  ten  are  still  alive;  of  those  who  died  the 
average  duration  was  seventeen  and  one-half 
months. 

They  divided  the  treatment  of  leukemia  into 
three  categories:  transfusion,  drug  therapy,  and 
irradiation.  When  radiation  therapy  was  used,  it 
was  either  administered  locally  to  the  spleen  or 
lymph  nodes  or  to  multiple  fields  over  the  long 
bones  or  total  body  spray  irradiation. 
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The  following  factors  were  used:  “200  kilovolts, 
five-tenths  millimeters  of  copper  and  one  aluminum 
filtration,  fifty  centimeters  focal  skin  distance  for 
local  fields,  and  150  centimeters  for  spray  irradia- 
tion. Local  radiation  therapy  to  lymph  nodes  or  ' 
spleen  was  used  to  reduce  pressure  symptoms.  The 
dosage  was  always  small,  usually  a 150  to  200  r 
tumor  dose  to  each  area  treated.  The  dose  should  be 
kept  low  and  repeated  only  if  and  when  local  find- 
ings require  it.  Bone  irradiation  is  recommended 
in  moderately  active  cases  without  severe  local 
pressure  symptoms;  300  r is  given  to  each  of  the 
long  bones  in  rotation,  one  area  being  treated  per 
day.  This  is  repeated  until  each  field  has  been 
given  600  r. 

“Total  body  irradiation  was  used  in  the  advanced 
generalized  cases  and  in  those  which  had  previously 
been  treated  locally,  but  had  become  widespread. 
Because  of  the  great  amount  of  tissue  treated,  the 
dose  must  be  kept  small.  Usually  thirty-three  r 
were  given  per  treatment,  rai'ely  fifty  r,  but  never 
more.” 


UROLOGY 

By  Burnett  W.  Wright,  M.D. 
Doctors  Building,  Nashville 


Evaluation  of  Different  Types  of  Nephrectomy:  Review 
of  247  Cases.  Charles  Pierre  Mathe.  From  the  De- 
partment of  Urology,  Saint  Mary’s  Hospital,  Pacific 
Hospital,  and  French  Hospital,  San  Francisco.  The 
Journal  of  Urology,  Vol.  53,  No.  1,  page  85,  January, 
1945. 

In  the  past  there  has  been  a general  tendency  to 
utilize  classical  one-stage  clamp  nephrectomy  in 
all  cases.  The  author  employed  it  in  the  greatest 
number  (154  cases,  or  62  per  cent)  principally 
for  the  adherent  diseased  kidney  with  a short 
pedicle.  An  evaluation  of  his  results  for  each  type 
of  nephrectomy,  however,  demonstrates  that  it  is 
not  invariably  the  best  procedure.  The  lumbar 
retroperitoneal  approach  was  routinely  used,  ex- 
cept in  renal  ectopia,  and  proved  consistently  satis- 
factory; in  this  anomaly,  the  abdominal  extra- 
peritoneal  route  was  successfully  employed.  The 
transperitoneal  attack  was  not  utilized,  even  for 
extirpation  of  large  kidney  tumors  or  enormous 
hydronephroses  on  account  of  its  greater  mortality 
and  more  serious  complications.  When  the  high 
location  of  the  adherent  kidney  demanded  more 
adequate  exposure,  this  was  obtained  by  incision 


of  the  costovertebral  ligament,  removal  of  the 
twelfth  rib,  and  occasionally  the  eleventh  as  well. 
In  cases  presenting  huge  tumors,  the  curvolinear 
incision  popularized  by  Albarran  or  the  hockey 
stick  by  Mayo  was  extended  anteriorly,  and  pro- 
vided a sufficient  opening.  In  cases  of  renal  tumor, 
as  well  as  certain  types  of  renal  tuberculosis,  he 
removed  the  entire  perirenal  fat  with  the  kidney. 

A review  of  247  consecutive  nephrectomies  per- 
formed at  Saint  Mary’s  Hospital,  Southern  Pacific 
General  Hospital,  and  French  Hospital  between 
January  1,  1930,  and  June  1,  1944,  is  presented  by 
the  author. 

It  is  his  opinion  that  the  prevailing  low  mortality 
and  morbidity  for  nephrectomy  can  be  still  further 
reduced  by  the  judicious  choice  of  method,  based 
on  the  individual  case : classical  clamp  nephrectomy, 
clampless  nephrectomy,  subcapsular  ablation,  the 
two-stage  operation,  removal  par  morcellement, 
and  nephroureterectomy.  Indications  and  tech- 
nique for  each  type  are  briefly  described. 

Use  of  the  extraperitoneal  approach,  meticulous 
operative  technique  and  adequate  preoperative  and 
postoperative  care  are  factors  vital  to  success. 

Kidney  malignancy  demands  clamp  nephrectomy 
and  removal  of  the  perirenal  fat  in  its  entirety. 
Early  clamping  of  the  pedicle  minimized  metastasis 
and  gave  us  the  highest  percentage  of  clinical 
cures.  When  rapid  termination  of  the  operation 
was  required  because  of  shock,  or  when  friable 
kidney  tissues  could  not  be  safely  ligated,  clamps 
were  left  in  place.  Secondary  hemorrhage  never 
followed  their  removal. 

He  performs  clampless  nephrectomy  whenever 
it  is  technically  possible  to  ligate  the  pedicle,  ex- 
cept in  malignancy,  because  it  is  accompanied  by 
less  shock  and  fewer  complications. 

Subcapsular  nephrectomy,  and  rarely  removal 
par  morcellement,  are  the  only  methods  of  extir- 
pating the  diseased  adherent  kidney  which  cannot 
be  dissected  free  from  suri'ounding  structures. 

In  extremely  debilitated  candidates  for  nephrec- 
tomy, the  two-stage  procedure  offers  the  best  re- 
sults. In  some  instances  it  has  spared  the  kidney. 

Nephroureterectomy  is  indicated  for  destructive 
kidney  lesions  associated  with  megaloureter,  pri- 
mary pelvic  renal  cancer,  primary  carcinoma  of 
the  ui'eter,  calculous  and  cystic  ureteritis,  and  renal 
tuberculosis  with  extensive  ureteritis.  As  per- 
formed by  him  it  is  aseptic  throughout,  and  is  as 
well  tolerated  as  the  simpler  types  of  nephrectomy 
(no  deaths). 


ANTHONY’S  MILK 

'Grade  *‘A”  Pasteurized  •Homogenized  • Soft  Curd  • Vitamin  “D” 
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BACKGROUND 

Three  Decades  of  Clinical  Experience 


f I 4HE  use  of  cow’s  milk,  water,  and  carbohydrate  mixtures  repre- 
sents  the  one  system  of  infant  feeding  that  consistently,  for 
three  decades,  has  received  universal  pediatric  recognition.  No  car- 
bohydrate employed  in  this  system  of  infant  feeding  enjoys  so  rich 
and  enduring  a background  of  authoritative  clinical  experience  as 
Dextri-Maltose. 


DEXTRI-MALTOSE  No.  1 (with  2%  sodium  chloride),  for  normal  babies. 
DEXTRI-MALTOSE  No.  2 (plain,  salt  free),  permits  salt  modifications  by  the  physician. 
DEXTRI-MALTOSE  No.  3 (with  3%  potassium  bicarbonate),  for  constipated  babies. 


These  products  are  hypo-allergenic 


DEXTRI-M  ALTO 


Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooperate  in  preventing 
their  reaching  unauthorized  persons.  Mead  Johnson  & Company,  Evansville,  Ind.,  U.  S.  A. 
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CALLED  MEETINGS,  HOUSE  OF  DELEGATES 
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W.  S.  Alexander,  Ridgeley  (Lake) 
Dyer,  Lake,  Crockett 

W.  H.  Stallings,  Friendship  (Crockett) 


Fayette-Hardeman  David  Galloway,  Bolivar 

Fentress  Guy  C.  Pinckley,  Jamestown 

Franklin  H.  T.  Kirby-Smith,  Sewanee 

Gibson  John  Jackson,  Dyer 

Giles  J.  U.  Speer,  Pulaski 

Greene  L.  E.  Dyer,  Greeneville 

Grundy  W.  A.  Brewer,  Monteagle 

Hamblen  B.  C.  Weesner,  Morristown 

Hamilton  Stewart  Lawwill,  Chattanooga 

Hamilton  D.  Isbell,  Chattanooga 

Hamilton  W.  J.  Sheridan,  Chattanooga 

Hamilton  J.  J.  Armstrong,  Chattanooga 

Hardin,  Lawrence,  Lewis,  Perry,  Wayne 

V.  0.  Crowder,  Lawrenceburg 
Haywood  None 

Henry  R.  J.  Perry,  Springville 

Hickman  None 


Humphreys  None 

Jackson  R.  C.  Gaw,  Gainesboro 

Knox  R.  B.  Wood,  Knoxville 

Knox  H.  J.  Bolin,  Knoxville 

Knox  Ralph  Monger,  Knoxville 

Knox  M.  S.  Roberts,  Knoxville 

Lauderdale  None 

Lincoln  None 

Loudon  None 

Macon  None 

Madison  None 

Maury  None 

McMinn  John  Sharp,  Etowah 

Monroe  R.  C.  Kimbrough,  Madisonville 

Montgomery  R.  M.  Workman,  Clarksville 

Obion  None 

Overton  W.  M.  Brown,  Livingston 

Putnam  J.  Fred  Terry,  Cookeville 

Roane  Thos.  H.  Phillips,  Rockwood 

Robertson  John  S.  Freeman,  Springfield 

Rutherford  B.  W.  Rawlins,  Murfreesboro 

Scott  Milford  Thompson,  Oneida 

Sevier  None 

Shelby  W.  C.  Colbert,  Memphis 

Shelby  C.  H.  Heacock,  Memphis 

Shelby  W.  B.  Key,  Memphis 

Shelby  E.  G.  Kelly,  Memphis 

Shelby  A.  R.  Porter,  Jr.,  Memphis 

Shelby  W.  L.  Rucks,  Memphis 

Shelby  C.  V.  Croswell,  Memphis 

Smith  Thayer  S.  Wilson,  Gordonsville 

Sullivan- Johnson  Wm.  A.  Wiley,  Kingsport 

Sumner  W.  M.  Dedman,  Gallatin 

Tipton  H.  Sth’l  Rule,  Covington 

Washington,  Carter,  Unicoi 

C.  W.  Fribei’g,  Johnson  City 

Weakley  H.  G.  Edmondson,  Martin 

White  W.  H.  Andrews,  Sparta 

Williamson  J.  O.  Walker,  Franklin 

Wilson  None 
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CALLED  MEETING,  HOUSE  OF  DELEGATES 


September,  1945 


You  are  hereby  notified  that  the  presi- 
dent of  the  Tennessee  State  Medical  As- 
sociation, Dr.  Wm.  C.  Chaney,  at  the  re- 
quest of  the  trustees,  is  calling  you  to  meet 
on  Saturday,  October  20,  and  Sunday,  Oc- 
tober 21.  The  first  meeting  will  be  at 
8:00  P.M.  on  Saturday  so  that  proposed 
amendment  to  the  by-laws  to  raise  the  dues 
of  the  Tennessee  State  Medical  Association 
to  fifteen  dollars  per  year  can  be  placed  on 
the  table.  On  Sunday,  October  21,  final 
action  will  be  taken  on  this  amendment. 

Other  matters  to  be  considered  will  be 
the  advisability  of  securing  a full-time  sec- 
retary. The  determination  of  whether  or 
not  the  Association  will  establish  a pre- 
payment medical  care  plan  and  any  other 
items  that  may  properly  come  before  a 
meeting  of  the  House  of  Delegates  will  be 
considered. 

The  delegates  are  asked  to  bring  these 
matters  before  their  respective  societies 
and  receive  instructions  thereon  before  the 
date  of  the  meeting.  It  is  the  sense  of  the 
Board  of  Trustees  that  having  a full-time 
secretary  and  establishing  a prepayment 
medical  plan  will  necessitate  the  raising  of 
dues  to  the  amount  stated.  If  such  an  in- 
crease in  dues  is  not  acceptable  to  the 
House  of  Delegates,  the  other  two  items 
are  considered  by  the  Board  of  Trustees 
to  be  impossible. 

Let  me  urge  upon  each  society  that  their 
delegates  discuss  these  matters  with  their 
members  and  come  to  Nashville  prepared 


to  vote  as  they  are  instructed  by  their  so- 
cieties. 

The  above  list  of  delegates  was  certified 
to  the  headquarters  before  the  meeting  on 
April  8.  If  the  delegates  named  above 
cannot  represent  their  societies,  it  is  re- 
quested that  other  delegates  be  certified 
to  this  office  ten  days  before  the  time  of 
the  meeting.  Those  counties  which  were 
not  represented  by  certified  delegates  at 
the  April  meeting  are  requested  to  elect 
and  certify  delegates. 

These  matters  are  of  vital  importance  to 
the  Association  and  every  medical  society 
should  discuss  them  and  instruct  its  dele- 
gates. For  material  for  this  discussion 
you  are  referred  to  the  June,  1945,  issue 
of  the  Journal.  On  page  165  is  the  report 
of  your  committee  on  prepayment  of  plans 
for  medical  and  hospital  services.  Begin- 
ning on  page  169  is  the  address  of  Dr. 
Robert  E.  S.  Young,  who  came  from  Co- 
lumbus, Ohio,  to  discuss  this  question  with 
the  House  of  Delegates.  Careful  rereading 
of  this  report  and  address  will  enable  each 
society  to  intelligently  instruct  its  dele- 
gates. Additional  copies  of  the  June  JOUR- 
NAL may  be  secured  by  writing  this  office. 

Respectfully, 

W.  M.  Hardy,  M.D., 

Secretary-Editor. 
Approved  by: 

C.  M.  Hamilton,  M.D., 
Chmn.,  Board  of  Trustees* 
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HODGKIN'S  DISEASE:  SPECIAL  REFERENCE  TO  SURVIVAL* 


CHARLES  C.  SMELTZER,  M.D.,  Knoxville 

It  is  my  purpose  today  to  discuss  Hodg- 
kin’s disease  with  special  reference  to  life 
expectancy.  Hodgkin’s  disease  belongs  to 
the  group  of  lymphoblastomas  or  malignant 
lymphomas. 

History  and  Definition. — Thomas  Hodg- 
kin1 in  1832  reported  seven  cases  present- 
ing syndrome  of  swelling  of  superficial 
lymph  nodes,  enlargement  of  liver  and 
spleen  with  anemia,  followed  by  cachexia 
and  death.  Some  of  his  original  cases  were 
probably  syphilis,  tuberculosis,  or  leukemia. 

It  attacks  all  races  and  nationalities,  and 
is  more  prevalent  in  men  than  in  women. 
It  may  occur  at  any  age;  however,  the 
greatest  number  of  cases  appear  in  the 
third  decade.  It  is  about  twice  as  common 
as  lymphosarcoma.  It  is  always  fatal,  but 
duration  varies  greatly,  the  average  case 
lasting  one  to  two  years.  More  will  be 
said  in  reference  to  this  in  a few  moments. 
The  etiology  is  unknown. 

Pathology.  — The  affected  lymph  nodes 
are  enlarged,  usually  in  groups,  and  one 
may  see  one  of  two  types  of  nodes: 

1.  Large  nodes,  elastic  and  “rubbery”  in 
nature,  which  on  cut  section  present 
areas  of  necrosis,  or 

2.  Small  hard  nodes. 

The  former  corresponds  to  cellular  in- 
filtration and  the  latter  to  fibrosis.  The 
glands  usually  remain  discrete,  even  when 
attaining  large  size.  The  capsules  may, 
however,  be  rather  densely  adherent.  On 
section  the  gland  presents  a greyish  white 
semitranslucent  appearance,  with  inter- 
woven strands  of  fibrous  tissue.  Micro- 
scopically, the  lesion  is  mainly  composed  of 
large,  pale  “epitheliod”  cells,  with  numer- 
ous very  large  or  giant  cells,  either  mono- 
nuclear or  multinuclear.  These  latter  cells 
are  the  Dorothy  Reed  or  Sternberg  cells. 
Eosinophiles  are  usually  abundant. 

Symptoms. — The  onset  is  usually  insid- 
uous,  the  patient  usually  discovering  an 
enlarged  lymph  node  in  the  neck,  which 
continues  to  enlarge.  The  peripheral  ade- 

*Read before  the  Tennessee  State  Medical  As- 
sociation, Nashville,  April  11,  12,  13,  1944. 


nopathies  in  order  of  frequency  are  as  fol- 
lows : 

1.  Cervical. 

2.  Axillary. 

3.  Inguinal. 

4.  More  rarely  occipital,  epitrochlear, 
and  popliteal. 

The  most  common  site  of  the  deep  ade- 
nopathies is  the  mediastinum,  where  indi- 
vidual glands  may  attain  size  of  a hen’s 
egg  or  even  the  heart.  The  abdominal  and 
mesenteric  nodes  are  usually  involved  late 
in  the  course  of  the  disease,  excepting  those 
rare  cases  where  the  disease  makes  its  pri- 
mary appearance  in  the  abdomen. 

In  addition  to  the  enlarged  lymph  nodes, 
the  most  common  symptoms  observed  are 
weakness,  fatigue,  nervousness,  weight  loss, 
cough,  dyspnea  on  exertion,  backache,  and 
intermittent  fever  of  the  so-called  Pel- 
Ebstein  type.  This  fever  usually  occurs 
only  when  more  than  one  group  of  glands 
is  involved  and  manifests  itself  as  follows: 
Following  a period  of  normal  or  slight 
pyrexia,  there  is  a steady  rise  for  three  or 
four  days  to  a maximum,  which  may  be 
as  high  as  105  degrees.  The  temperature 
remains  at  this  high  level  for  about  three 
days,  and  then  there  is  a gradual  fall  by 
lysis  to  the  original  base  level,  requiring 
about  three  days.  After  about  ten  days  or 
two  weeks,  the  process  is  repeated. 

Generalized  pruritis  sometimes  occurs. 
The  spleen  is  palpable  in  about  one-half  of 
the  late  cases.  The  blood  picture  is  not 
characteristic.  Anemia  may  be  present, 
varying  with  the  intensity  of  the  disease. 
A moderate  leucocytosis  is  usually  seen, 
most  often  accompanied  by  an  eosinophilia. 

Differential  Diagnosis. — The  various  con- 
ditions to  be  considered  in  the  differential 
diagnosis  of  superficial  adenopathies  are 
as  follows: 

1.  Inflammatory  hyperplasia,  either 
acute  or  chronic. 

2.  Tuberculosis. 

3.  Syphilis. 

4.  Secondary  tumors,  such  as  car- 
cinoma or  sarcoma. 

5.  Symphosarcoma. 
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6.  Simple  lymphoma. 

7.  Pseudoleukemia. 

8.  Status  lymphaticus. 

9.  Hodgkin’s  disease. 

Provided  the  enlargement  is  progressive, 
one  should  do  a biopsy,  which  is  usually 
necessary  for  a definite  diagnosis. 

Treatment.  — The  only  treatment  with 
proven  merit  is  X-ray  or  radium  therapy. 
Arsenic,  in  the  form  of  Fowler’s  solution 
orally,  or  sodium  cacodylate  intramuscular- 
ly or  intravenous  daily  (grains  one  to  two), 
is  claimed  by  some  to  bring  about  striking 
improvement. 

Course  and  Prognosis. — The  disease  is 
considered  to  be  ultimately  fatal  in  all  cases 
with  the  average  survival  being  two  or 
three  years  from  onset  of  initial  symptoms. 
Lehman-  in  reviewing  fifty-four  cases 
found  the  average  duration  of  life  to  be 
twenty-six  months,  with  only  three  cases 
surviving  longer  than  five  years.  Gold- 
man3 in  an  analysis  of  212  cases  reports 
an  average  duration  of  life  of  thirty-two 
months,  most  of  these  being  treated  cases. 
Haden  et  aid  has  reviewed  forty-seven  cases 
diagnosed  by  biopsy  between  the  years  1930 
and  1940,  and  at  time  of  his  report  two 
years  ago,  all  but  five  of  the  cases  were 
dead,  with  an  average  length  of  life  of 
two  and  one-half  years.  The  survival  of 
the  five  living  patients  varied  from  two  to 
eight  years  after  biopsy.  Craver3  in  a 
series  of  310  cases  reported  the  longest 
survival  to  be  thirteen  and  one-half  years. 
Worthin'5  reports  a twelve-year  survival 
and  Minot  and  Isaacs7  a seventeen-year  sur- 
vival. O’Brein8  reports  one  case  surviving 
twenty  years  after  irradiation.  The  longest 
survival  noted  in  the  literature,  reported 
by  Jackson, !l  is  twenty-six  years,  and  fol- 
lowed surgical  removal  of  affected  lymph 
nodes  without  radiation. 

Comment. — It  would  thus  appear  that 
the  prognosis  of  Hodgkin’s  disease  is  highly 
unpredictable  with  marked  extremes  in  sur- 
vival. Two  cases  are  here  reported  illus- 
trating the  two  extremes  in  virulence  and 
survival. 

Case  No.  1. — C.  B.  (14,661  S.  C.),  twenty- 
year-old  white  female,  single,  was  first  seen 
September  15,  1941,  because  of  enlarged 
lymph  nodes  of  the  right  neck. 


Family  History. — Negative,  with  father 
and  mother  and  five  brothers  living  and 
well. 

Past  History. — Appendectomy  one  year 
previously  and  fistulectomy  nine  months 
previously. 

Present  Illness. — Six  weeks  prior  to  ad- 
mission she  developed  a large,  tender  swell- 
ing in  the  right  axilla,  which  gradually 
receded  in  about  three  weeks  without  sup- 
puration. Three  weeks  prior  to  examina- 
tion, enlarged  glands  were  noted  in  the 
base  of  the  right  neck,  which  have  con- 
tinued to  enlarge  and  to  become  sore. 

Review  of  Systems. — G.  I. — Anorrhexia 
was  present,  but  no  nausea  or  vomiting. 
There  had  been  soreness  in  the  region  of 
the  gall  bladder  for  several  days. 

C.  R. — Dyspnea  on  exertion  had  been 
present  for  several  months.  No  cough  nor 
sputum. 

Physical  Examination.  — Weight,  145 ; 
height,  five  feet,  five  inches;  temperature, 
99.4  degrees;  blood  pressure,  130/76. 

General  Appearance.  — Well  developed 
and  nourished. 

Mouth.  — Ulcerative  gingivitis,  grade 
four. 

Tonsils. — Cryptic  and  submerged,  grade 
three. 

Neck. — The  entire  chain  of  cervical 
glands  on  the  right  was  enlarged  and  ten- 
der, and  in  the  upper  portion  of  the  neck 
formed  a conglomerate  bulging  mass  six 
centimeters  by  six  centimeters  by  one  and 
one-half  centimeters.  There  were  several 
small  discrete  glands  in  the  left  neck. 

Lungs. — Negative. 

Heart. — Tachycardia  (rate  100)  with  in- 
distinct apex  beat.  Electrocardiogram  was 
normal  excepting  for  the  tachycardia. 
X ray  of  the  chest  showed  enlarged  water 
bottle-shaped  heart  with  no  mediastinal  en- 
largement. 

Abdomen. — Generalized  tenderness,  more 
pronounced  over  the  gall  bladder.  The 
spleen  was  apparently  palpable.  A Mc- 
Burney  scar  was  present. 

Laboratory  Findings. — Urinalysis  nega- 
tive; white  blood  count,  6,300;  polymorpho- 
nuclears,  fifty-nine  per  cent;  lymphocytes, 
twenty-six  per  cent ; mononuclears,  three 
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per  cent;  eosinophiles,  two  per  cent;  red 
blood  count,  4,220,000;  hemoglobin,  eighty- 
two  per  cent;  sedimentation  rate,  twenty- 
eight  minims  per  hour;  Wassermann  and 
Kahn  negative. 

The  initial  impression  was  Hodgkin’s  dis- 
ease; however,  the  rapid  appearance  and 
complete  resolution  of  axillary  glands  a few 
weeks  previously  confused  the  picture.  This 
last  fact,  and  the  tenderness  of  the  nodes, 
strongly  suggested  inflammation. 

Biopsy  was  done  under  local  and  the 
pathological  report  by  Doctor  Leake  was 
as  follows:  “The  entire  lymphoid  structure 
is  replaced  by  reticuloendothelial  hyper- 
plasia and  fibrous  tissue.  There  are  a num- 
ber of  giant  cells,  some  of  which  are  multi- 
nucleated,  while  others  contain  mitotic 
figures.  These  cells  resemble  Dorothy  Reed 
giant  cells.  Pathological  report,  lympho- 
granuloma, probably  Hodgkin’s  disease.” 

Course  and  Therapy. — The  patient  en- 
tered the  hospital  a few  days  later,  with 
typical  Pel-Ebstein  type  of  fever,  cachexia, 
anorrhexia,  and  other  general  signs  of  tox- 
icity. She  developed  palpable  inguinal 
nodes,  and  apparently  palpable  mesenteric 
nodes.  She  had  X-ray  therapy  for  two 
weeks,  with  no  improvement  in  her  condi- 
tion, grew  rapidly  worse,  and  died  Novem- 
ber 8,  1941,  seven  weeks  after  initial  exam- 
ination, or  ten  weeks  after  first  noting  the 
appearance  of  the  enlarged  glands  in  her 
n«ck. 

This  case  represents  the  fulminating, 
most  virulent  type  of  Hodgkin’s  disease. 

Case  No.  2.—G.  A.  (23,344  and  75,302, 
Fort  Sanders  Hospital),  thirty-four-year 
old  white  male,  was  first  seen  August  4, 
1943,  because  of  recurrent  enlarged  lymph 
nodes  in  the  left  neck.  He  gave  a history 
of  having  the  same  condition  in  1931,  which 
was  treated  successfully  by  biopsy  and 
X ray. 

A review  of  the  record  of  his  admission 
to  the  hospital  during  his  first  attack  re- 
vealed the  following  history:  He  had  had 
an  enlarged  left  cervical  gland  for  approxi- 
mately five  years  prior  to  1931,  and  ton- 
sillectomy had  been  advised  and  accepted 
one  year  previously  without  relief.  At  the 
time  of  admission,  the  gland  was  about  the 
size  of  a lemon.  There  had  been  no  pain 


nor  tenderness,  only  a constant  increase 
in  size. 

Physical  Examination. — At  that  time  was 
recorded  as  essentially  normal  excepting 
for  a rounded  tumor  mass,  size  of  a lemon, 
below  the  ramus  of  the  left  mandible,  which 
was  freely  movable  and  not  tender.  The 
tonsils  were  out  and  the  fossae  clean.  Ex- 
amination of  the  blood  and  urine  was  essen- 
tially normal.  The  white  blood  count  was 
10.700,  with  thirty  per  cent  small  lymph- 
ocytes, and  seventy  per  cent  polymorpho- 
nuclears. 

This  solitary  gland  was  removed  and  the 
pathological  report  by  Dr.  Ralph  Monger, 
dated  June  17,  1931,  was  as  follows:  “Sec- 
tions from  gland  from  neck  show  a com- 
plete alteration  from  the  normal  architec- 
ture being  replaced  by  numerous  large  areas 
of  very  dense  fibrous  connective  tissue, 
and  these  areas  as  well  as  other  parts  of 
the  sections  are  infiltrated  with  cells  com- 
posed of  small  lymphocytes,  many  eosin- 
ophiles, large  mononuclears,  mast  cells,  a 
few  polymorphonuclears,  and  a few  cells 
that  correspond  to  Dorothy  Reed  cells. 
Diognosis,  Hodgkin’s  disease.” 

The  patient  was  then  referred  to  Dr.  H. 
H.  McCampbell,  who  administered  X-ray 
therapy.  He  responded  nicely  and  re- 
mained symptom-free  for  eleven  years, 
after  which  time  glandular  enlargement 
again  appeared  in  the  left  neck.  In  the 
interim  he  contracted  syphilis  and  received 
fairly  adequate  treatment  at  the  city  health 
clinic. 

He  was  first  observed  with  the  recur- 
rence August  4,  1943,  and  a positive  Kahn 
was  obtained.  Despite  renewal  of  anti- 
luetic  therapy,  there  was  gradual  enlarge- 
ment of  the  glands  in  both  the  anterior 
and  posterior  triangles  of  the  neck  and  Sep- 
tember 24,  1943,  he  was  reoperated.  The 
scar  of  the  first  operation  was  plainly  vis- 
ible. The  glands  had  increased  in  size  until 
gross  left  cervical  enlargement  was  evi- 
dent from  a distance,  and  necessitated 
wearing  a larger  sized  shirt.  The  glands 
were  matted  together  rather  densely  in  the 
posterior  triangle,  but  were  fairly  discrete 
in  the  anterior  triangle,  varying  in  size 
from  an  English  walnut  to  a grain  of 
wheat.  At  operation,  all  of  the  demonstra- 
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ble  glands  in  the  anterior  triangle  were 
removed,  there  being  about  twenty-five  or 
thirty  in  number.  These  glands  were 
rubbery  in  consistence,  and  had  a greyish 
gelatinous  appearance.  The  posterior  tri- 
angle was  not  dissected.  Doctor  Monger 
made  the  pathological  examination  again 
and  compared  the  slides  with  those  made 
twelve  years  previously.  He  noted  a 
marked  similarity  in  the  slides  and  his 
diagnosis  was  again  Hodgkin’s  disease. 

The  patient  was  again  referred  to  Dr. 
H.  H.  McCampbell  for  X-ray  therapy,  and 
the  response  was  again  prompt,  with  rapid 
retrocession  of  the  glands  remaining  in  the 
posterior  triangle.  He  has  remained  under 
observation  continually  since  his  last  oper- 
ation, and  his  progress  has  been  good. 

At  the  time  of  this  writing  the  above  case 
is  well  and  symptom-free  thirteen  years 
after  his  initial  biopsy.  If  one  cares  to  ac- 
cept the  history  of  this  case,  approximately 
eighteen  years  have  elapsed  since  the  first 
appearance  of  symptoms. 

Summary  and  Conclusions 

1.  A brief  review  of  the  main  features 
of  Hodgkin’s  disease  has  been  presented. 

2.  It  is  apparent  that  the  course  of  Hodg- 
kin’s disease  is  highly  unpredictable,  with 
marked  extremes  in  length  of  survival. 

3.  Cases  have  been  presented  illustrat- 
ing these  extremes  in  survival. 

4.  X-ray  or  radium  therapy  remains  the 
treatment  of  choice. 
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DISCUSSION 

DAVID  W.  HAILEY,  M.D.  (Nashville):  Mr. 
President  and  Members  of  the  Tennessee  State 
Medical  Association:  I have  enjoyed  Doctor  Smelt- 
zer’s  paper.  To  me  it  is  important  in  keeping 
before  us  a disease  entity  which,  though  infrequent, 
often  possesses  difficulty  in  diagnosis.  To  be  diag- 
nosed, it  must  be  kept  in  mind  and  looked  for. 

The  average  incidence  of  this  disease  is  only 
about  2.5  per  100,000,  which  gives  us  something- 
less  than  2,000  deaths  per  year,  so  you  can  see  it 
is  not  very  common. 

Difficulty  in  diagnosis  results  from  variation  in 
the  types  of  the  disease,  which  Doctor  Smeltzer 
has  so  well  brought  out.  There  may  be  a benign 
type  with  a few  symptoms,  slow  evolution,  or 
there  may  be  a malignant  type  with  rapid  progres- 
sion and  severe  local  and  constitutional  symptoms. 

In  making  the  diagnosis  it  is  important  to  group 
not  only  the  clinical  symptoms,  but  also  the  blood 
picture,  together  with  the  pathologist’s  report. 

Our  symptomatology  arises  largely  from  three 
sources.  We  have  the  symptomatology  due  to  the 
large  glands;  we  have  the  symptomatology  due 
primarily  to  constitutional  toxemia,  the  symptoms 
of  toxemia;  then  we  have  the  symptomatology 
which  may  arise  from  the  various  invasions  of  the 
process.  Enlargement  of  the  glands,  of  course, 
may  bring  about  various  pressure  symptoms.  Those 
with  which  we  would  be  most  familiar  would  be 
sense  of  pain,  dysphagia,  cough,  dyspnea,  engorged 
veins,  pleural  effusion,  jaundice,  ascites,  diarrhea, 
constipation,  albuminuria,  and  edema,  showing 
that  various  systems  of  the  body  may  be  involved 
by  these  enlarged  glands. 

In  the  symptomatology  which  may  arise  from 
associated  toxemia  we  have  fever,  chills,  loss  of 
weight;  a very  interesting  symptom  which  may  be 
quite  early  and  lead  one  to  suspect  Hodgkins  is 
pruritus;  we  may  have  profuse  sweating;  various 
lesions  of  the  skin;  headache;  nausea  and  vomiting; 
anemia;  weakness;  tachycardia;  insomnia;  evidence 
of  increased  metabolic  rate  with  tremor  and,  as 
I mentioned,  tachycardia;  and  then  the  very  in- 
teresting Pel-Ebstein  fever  which  may  be  of  help 
in  diagnosis  if  it  is  not  influenced  too  much  by 
antipyretic  drugs. 

The  patient  often  shows  nervous  symptoms  with 
insomnia.  Those  symptoms  that  may  be  due  to 
invasion  are  invasion  of  the  skin  and  gastroin- 
testinal tract;  anywhere  in  the  body  that  lymphoid 
tissue  occurs  may  be  the  seat  of  this  abnormal 
lesion;  the  bone  marrow  may  be  invaded  and  we 
may  actually  have  bone  destruction,  bone  lesions 
leading  to  neurological  lesions  such  as  diplegia, 
paraplegia,  and  so  forth. 

The  blood  changes  may  be  of  help.  True,  in  the 
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uncomplicated  early  case  the  blood  picture  may  be 
quite  normal.  However,  the  typical  case  will  usu- 
ally show  progressive  blood  changes.  As  to  the 
leucocytes,  we  are  apt  to  get  an  increase  of  twelve 
to  fifteen  or  sixteen  thousand  cells  in  the  typical 
case. 

An  interesting  feature  of  this  picture  is  decrease 
in  the  lymphocytes,  for  this  disease  is  an  invasion 
of  the  lymphoid  tissue,  and  it  is  lymphotoxic  in 
nature,  so  we  are  apt  to  have  a relative  increase  in 
the  polys  with  a decrease  in  the  lymphocytes,  an 
increase  in  the  monocytes,  and,  as  was  mentioned, 
an  increase  in  the  eosinophiles.  This  may  help  in 
diagnosis  of  various  obscure  cases. 

In  the  malignant  type  we  are  apt  to  get,  along 
with  the  toxemia,  a decrease  in  the  lymphocytes, 
giving  a lymphopenia,  and  here  again  the  actual 
lymphocytes  may  disappear  from  the  blood.  We 
get  a count  as  low  as  1,000  in  this  particular  type. 

The  influence  on  the  red  blood  cells  is  very  in- 
teresting. We  invariably  get  a progressive  anemia 
as  the  disease  progresses.  This  is  usually  a hypo- 
chromic anemia  and  may  be  due  to  two  causes. 
Certainly  toxemia  of  itself  will  cause  a hyperplasia 
of  the  bone  marrow  and  we  get  that  interesting 
group  where  we  do  have  invasion  of  the  bone  mar- 
row itself  and  we  may  get  a very  severe  progres- 
sive anemia.  The  blood  platelets  themselves  are 
apt  to  be  increased. 

I have  not  much  more  to  say  about  the  prognosis. 
I think  he  covered  that  well.  One  should  not  just 
conclude  that  one’s  patient  with  Hodgkin’s  disease 
is  faced  with  sudden  death.  Certain  types  may  go 
on  for  a good  many  years. 

The  most  difficult  cases  to  diagnose  are  those 
with  a lot  of  local  glandular  involvement,  partic- 
ularly the  abdominal  type.  They  are  rare,  but  one 
who  has  been  faced  with  the  problem  of  diagnosis 
in  a case  that  has  just  abdominal  glandular  in- 
volvement without  any  peripheral  glandular  in- 
volvement can  realize  how  important  review  of  the 
clinical  symptoms  is:  weakness,  the  peculiar  fever, 
and  various  symptoms  that  we  mentioned  with  the 
toxemia  in  leading  to  the  diagnosis. 

I remember  one  case  in  which  diagnosis  was  not 
made,  even  though  it  was  seen  by  a number  of 
men,  until  exploratory  laparotomy  revealed  an  ab- 
dominal type  of  Hodgkins.  The  average  case,  of 
course,  comes  in  and  says,  “Doctor,  what  is  the 
cause  of  this  glandular  enlargement?”  and  that 
case  is  simple  to  diagnose. 

C.  H.  HEACOCK,  M.D.  (Memphis):  I would 
like  to  say  just  a word  about  radiation  therapy 
in  this  condition.  Doctor  Smeltzer  rightly  said 
that  the  method  of  choice  in  the  treatment  of  Hodg- 
kin’s disease  is  radiation.  As  in  so  many  condi- 
tions that  we  treat  with  radiation,  the  treatment 
is  symptomatic.  The  cause  is  not  known,  as  has 
been  stated,  and  we  cannot  direct  any  therapy  to 
the  cause  of  the  disease.  We  have  to  treat  merely 
the  symptomatic  conditions  and  the  adenopathy. 


What  we  accomplish  is  largely  a reduction  in  mor- 
bidity without  any  reduction  in  mortality. 

If  these  people  are  allowed  to  pursue  the  ordi- 
nary course  of  their  ways,  they  either  do  as  the 
two  cases  that  have  been  mentioned  or,  more  fre- 
quently, they  run  anywhere  from  eighteen  to  thirty- 
six  months,  and  during  that  course  of  time  are 
invalids  if  nothing  is  done  for  them.  The  patient 
is  not  able  to  pursue  his  ordinary  vocation  nor 
to  continue  as  a useful  citizen.  But  with  radiation 
therapy  we  can  secure  a reduction  in  the  ade- 
nopathy, we  can  return  the  patient  to  a sense  of 
well-being  and  return  him  to  his  normal  vocation 
in  life,  and  he  will  continue  as  a more  or  less  use- 
ful citizen  until  the  terminal  stages  are  reached. 

In  giving  radiation  therapy,  the  primary  re- 
sponse is  the  best.  The  first  time  these  patients 
are  treated  they  receive  almost  a hundred  per  cent 
return  to  their  normal  health.  When  recurrence 
takes  place  and  the  second  course  of  therapy  has 
to  be  given,  the  response  is  not  as  good  as  it  was 
the  first  time,  and  eventually  we  come  to  the  point 
when  radiation  therapy  has  very  little  or  no  influ- 
ence in  the  course  of  the  disease.  That  gives  us 
a clue  as  to  how  these  patients  should  be  treated. 
They  should  be  given  the  minimum  amount  of 
radiation  necessary  to  secui’e  palliation.  The  more 
radiation  that  can  be  held  in  reserve,  the  more 
palliation  that  can  be  held  in  reserve,  the  longer 
the  course  of  the  disease  will  be  and  the  less  mor- 
bidity there  will  be  in  association  with  the  disease. 

We  just  treat  the  areas  that  are  affected  and 
give  them  the  minimum  amount  of  radiation  nec- 
essary to  secure  a resolution  of  the  adenopathy, 
and  by  that  method  we  can  secure  a longer  lease 
on  life. 

R.  L.  SANDERS,  M.D.  (Memphis) : Mr.  Chair- 
man and  Gentlemen:  I must  confess  that  my  in- 
terest is  more  in  the  essayist  than  his  subject,  as 
it  was  my  privilege  to  have  him  as  my  first  as- 
sistant and  associate  for  a long  time.  It  is  good 
to  see  the  younger  men  in  our  association  coming 
forward  and  bringing  us  such  splendid  papers  as 
he  has  given  us,  and  I am  especially  pleased  to 
know  of  Doctor  Smeltzer’s  work.  What  he  has  told 
us  today  he  did  not  learn  from  me  because  I know 
very  little  about  the  subject. 

As  he  has  said,  we  are  still  confused  regarding 
adenopathy.  It  is  often  difficult  for  even  the 
pathologist  to  determine  the  nature  of  enlarged 
glands.  Lymphosarcoma,  for  example,  has  been 
confused  with  Hodgkin’s  disease  many  times.  Per- 
sonally, I am  always  more  or  less  in  doubt  as  to 
the  exact  diagnosis  when  dealing  with  adenopathy 
such  as  has  been  described. 

From  the  symptomatic  viewpoint,  we  have  found 
that  excision  of  these  very  large  glands  in  the  neck 
usually  gives  the  patient  some  degree  of  comfort. 
This  is  also  true  of  the  axillary  group.  I have  seen 
cases  in  which  the  glands  were  so  large  as  to  dis- 
tort the  anatomy  by  keeping  the  arm  elevated, 
thus  causing  considerable  distress.  By  removing 
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such  glands  one  ameliorates  the  patient’s  suffering 
and  at  the  same  time  destroys  a source  of  absorp- 
tion of  the  disease.  Combined  with  irradiation, 
the  procedure  is  unquestionably  worth  while. 

Doctor  Smeltzer  has  sounded  an  encouraging 
note  regarding  the  prognosis  of  Hodgkin’s  disease, 
especially  in  the  older  age  groups,  and  I wish  to 
commend  him  upon  his  excellent  presentation. 

CHARLES  C.  SMELTZER,  M.D.  (closing):  I 
want  to  thank  these  gentlemen  for  their  very  kind 
discussion.  There  is  just  one  ray  of  hope  to  me 


in  the  treatment  of  Hodgkin’s  disease  and  that  has 
to  do  with  the  etiology.  It  is  debatable  as  to 
whether  it  is  a true  tumor  or  an  infection.  If 
Hodgkin’s  be  an  infection,  it  is  entirely  conceivable 
that  some  new  therapeutic  agent,  such  as  penicillin 
or  one  of  the  related  compounds,  might  prove  to 
be  of  value. 

To  add  something  on  treatment,  X ray  is  cer- 
tainly worth  while  because  statistics  show  that  the 
treated  cases  survive  on  the  average  two  and  one- 
half  to  three  times  longer  than  the  untreated  cases. 
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The  surgical  correction  of  benign  pro- 
static obstruction  can  be  accomplished  by 
several  accepted  methods.  Transurethral 
resection  of  the  prostate  is  advocated  to  the 
exclusion  of  all  other  methods  by  such 
well-known  urologists  as  Thompson.  Pri- 
mary suprapubic  prostatectomy  is  the  oper- 
ation of  choice  of  others,  while  some  still 
favor  the  time-honored  two-stage  pros- 
tatectomy. Perineal  prostatectomy  is  per- 
formed rather  extensively  by  such  men  as 
Hugh  Young  and  appears  to  be  especially 
indicated  in  cases  where  there  are  deeply 
imbedded  prostatic  calculi  or  where  there 
are  nodules  suggestive  of  possible  malig- 
nancy. Our  experience  would  indicate  that 
no  particular  operative  procedure  is  supe- 
rior to  another  for  the  handling  of  all  such 
cases,  but  that  there  are  definite  indications 
for  each  one,  depending  upon  the  problem 
presented  by  the  individual  patient.  As  a 
working  basis  for  the  discussion  of  rational 
management  of  benign  prostatic  obstruc- 
tion we  have  analyzed  the  first  100  con- 
secutive cases  dealt  with  surgically  by  us 
in  1943. 

An  accurate  diagnosis  is  the  first  essen- 
tial factor  in  successfully  handling  any  sur- 
gical problem,  and  in  probably  no  other 
condition  is  a thorough  history  of  more  im- 
portance in  arriving  at  a diagnosis  than 
when  dealing  with  prostatic  obstruction. 
Most  everyone  is  familiar  with  the  typical 
history  of  a man  usually  past  fifty  years 
of  age  who  complains  of  gradually  increas- 
ing urinary  difficulty  and  frequency  of 
several  years’  duration.  However,  just  be- 
cause a patient  gives  a typical  history  of 
prostatic  obstruction,  there  is  no  reason 
why  some  associated  or  concomitant  con- 
dition of  equal  or  greater  importance  might 
not  exist  and  be  the  cause  of  most,  if  not 
all,  of  his  symptoms.  Inquiry  concerning 
old  infections  or  injuries  of  the  urethra, 
and  whether  or  not  there  has  been  any 
disturbance  of  sensation  in  the  lower  ex- 
tremities will  assist  in  the  differential  cliag- 
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nosis.  Are  the  symptoms  the  result  of  an 
enlarged  prostate,  stricture  of  the  urethra 
or  a neurogenic  bladder?  It  is  also  impor- 
tant to  determine  whether  there  has  been 
any  loss  of  weight,  pains  in  the  hips  or 
thighs  or  blood  in  the  urine.  If  there  is 
a history  of  hematuria,  is  it  of  the  initial, 
total  or  terminal  type?  Hematuria,  usually 
of  the  initial  type,  is  sometimes  present 
in  benign  prostatic  obstruction,  but  it  is 
a rare  finding  in  carcinoma  of  the  prostate, 
contrary  to  the  general  belief  concerning 
malignancies.  When  the  symptoms  are  of 
short  duration  and  rapid  in  their  pro- 
gression, one  should  immediately  suspect 
a malignancy  of  the  prostate,  and  these 
patients  present  an  entirely  different  prob- 
lem, which  of  necessity  cannot  be  dealt  with 
in  this  paper. 

In  the  100  cases  reviewed  for  this  dis- 
cussion the  youngest  patient  was  forty- 
four  years  old,  while  the  oldest  was  eighty- 
nine  years  of  age,  the  average  being  sixty- 
seven  years.  The  average  duration  of 
symptoms  for  the  series  was  five  years. 
All  patients  were  subjected  to  a complete 
physical  examination,  obviously  with  spe- 
cial reference  to  the  urinary  tract,  but  also 
careful  note  was  taken  of  their  cardiovas- 
cular condition,  frequently  including  elec- 
trocardiography. 

Important  information  is  gained  from 
the  rectal  examination  of  the  prostate  with 
reference  to  the  size,  consistency,  and  fixity 
of  the  gland.  It  might  be  well  at  this  point 
to  mention  two  precautions  to  be  exercised 
when  interpreting  the  rectal  findings. 
First,  a distended  bladder  will  frequently 
confuse  one  as  to  size  and  consistency  of 
the  prostate  and  for  this  reason  this  part 
of  the  examination  should  not  be  made 
until  after  the  bladder  has  been  emptied, 
and  second,  occasionally  after  a period  of 
several  days  of  catheter  drainage  the  gland 
decreases  appreciably  in  size,  apparently 
the  result  of  subsidence  of  associated  edema 
which  might  have  existed  at  the  time  of 
the  original  examination.  After  several 
days  of  catheter  drainage,  we  make  a prac- 
tice of  repeating  the  rectal  examination  in 
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those  cases  in  which  a prostatectomy  has 
been  tentatively  scheduled  and  occasionally 
we  find  that  the  gland  has  regressed  in 
size  to  the  extent  that  it  can  be  dealt  with 
by  the  transurethral  approach  rather  than 
by  open  surgery.  The  size  of  the  prostate 
is  graded  upon  rectal  examination  on  the 
basis  of  I to  IV. 

Routine  urinalysis  revealed  that  sixty 
per  cent  of  our  series  had  varying  amounts 
of  pus,  usually  depending  upon  the  amount 
of  residual  and  whether  or  not  they  had 
been  catheterized  prior  to  time  of  examina- 
tion. After  the  patient  has  voided  all  the 
urine  he  can,  a small  urethral  catheter  is 
passed  and  a test  for  residual  made.  Thir- 
teen had  complete  retention,  while  the  re- 
maining eighty-seven  had  from  none  to 
forty-five  ounces,  the  average  being  seven 
ounces.  The  size  of  the  prostate  seemed  to 
have  no  particular  bearing  upon  the  amount 
of  residual  urine,  which  is  as  expected 
when  one  recalls  that  it  is  not  the  amount 
of  obstructive  tissue,  but  its  location  in  re- 
lation to  the  vesical  outlet  that  accounts 
for  obstructive  symptoms.  For  this  reason 
a prostate  of  normal  size  upon  rectal  exam- 
ination does  not  necessarily  rule  out  the 
possibility  of  prostatic  obstruction. 

A plain  roentgenogram  of  the  region  of 
the  kidneys,  ureters,  and  bladder  is  made 
in  all  cases.  This  film  is  of  importance  in 
that  it  usually  shows  whether  there  are 
calculi  in  the  region  of  the  urinary  tract 
or  prostate  and  the  size  and  location  of 
renal  shadows.  Occasionally  the  roentgeno- 
graphic  finding  of  bony  metastases  pre- 
sents the  first  clue  to  the  possibility  of 
carcinoma  of  the  prostate. 

While  the  catheter  that  was  passed  when 
testing  for  residual  urine  is  still  in  place, 
the  bladder  is  gently  distended  with  air 
and  a pneumocystogram  is  made.  By  this 
procedure  the  soft  tissue  shadow  of  the 
intravesical  portion  of  the  prostate  is 
thrown  in  contrast  with  the  distended  blad- 
der and  valuable  information  as  to  size  of 
the  gland  is  obtained.  In  this  manner  grad- 
ing is  again  made  on  the  basis  of  I to  IV. 
A negative  pneumocystogram  does  not  nec- 
essarily exclude  the  possibility  of  prostatic 
obstruction,  as  the  obstructing  tissue  might 
be  intraurethral  and  would  not  necessarily 


be  visualized.  If  prostatic  calculi  are  pres- 
ent, as  they  were  in  seven  of  the  reported 
series,  they  will  be  included  in  the  prostatic 
shadow  on  the  air  cystogram;  and  in  like 
manner  vesical  calculi  can  be  easily  identi- 
fied. Vesical  diverticula  are  usually  sug- 
gested by  the  pneumocystogram,  but  there 
may  be  confusing  intestinal  shadows  from 
gas  and  a fluid  cystogram  serves  to  clarify 
the  diagnosis.  The  filling  defect  of  carci- 
noma of  the  bladder  may  also  be  noted  on 
the  pneumocystogram.  Cystography  per- 
formed in  this  way  has  obviated  the  neces- 
sity of  cystoscopic  examination  in  most 
cases  in  our  experience. 

In  eighty-three  per  cent  a diagnosis  of 
benign  prostatic  obstruction  was  made 
without  having  to  resort  to  a cystoscopic 
examination.  In  the  remaining  seventeen 
per  cent  cystoscopy  was  necessary  because 
of  the  fact  that  obstruction  was  intra- 
urethral and  was  not  revealed  on  the  pneu- 
mocystogram or  else  there  was  a suspicion 
of  some  associated  condition,  such  as  vesical 
tumor  or  neurogenic  bladder.  It  is  desir- 
able to  avoid  cystoscopic  examination  when- 
ever possible,  as  occasionally  such  instru- 
mentation precipitates  complete  retention 
of  urine  or  results  in  rigors  and  fever,  es- 
pecially in  the  presence  of  infected  residual 
urine.  However,  cystoscopy  is  performed 
routinely  at  the  time  of  the  resection,  when 
thorough  inspection  of  the  bladder  is  made 
after  the  anesthetic  has  been  given  and  just 
before  proceeding  with  the  resection. 

The  nonprotein  nitrogen  on  the  blood  is 
obtained  routinely  on  all  suspected  cases  of 
prostatic  obstruction  and  usually  this  serves 
as  a good  index  as  to  the  status  of  renal 
function.  In  the  reported  series  this  value 
varies  from  thirty  milligrams  per  cent  to 
112  milligrams  per  cent  with  an  average 
value  of  45.86  milligrams  per  cent.  After 
several  days  of  catheter  drainage,  this  value 
is  rechecked  and  in  addition  a phenolsul- 
fonphthalein  functional  test  is  obtained. 
The  dye  is  given  intravenously  and  four 
thirty-minute  specimens  are  collected.  The 
excretion  curve  thus  obtained  is  important 
and  is  considered  most  favorable  when  the 
largest  percentage  of  dye  is  excreted  dur- 
ing the  first  thirty-minute  period. 

After  the  diagnosis  is  made  and  the  gen- 
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eral  condition  of  the  patient  carefully  ana- 
lyzed, the  appropriate  plan  of  treatment  is 
determined.  When  it  is  apparent  that  the 
major  portion  of  the  prostate  gland  can 
be  removed  transurethrally  at  one  sitting 
in  not  more  than  one  hour’s  time,  a trans- 
urethral prostatic  resection  is  the  indicated 
procedure.  If  the  prostate  is  of  such  a size 
that  it  might  require  more  than  one  sit- 
ting should  a resection  be  done,  usually  a 
primary  or  one-stage  prostatectomy  is  de- 
cided upon  as  the  operation  of  choice.  It 
is  our  experience  that  such  patients  are 
subjected  to  less  operating  time,  less  shock 
and  less  blood  loss,  and  have  a shorter 
period  of  convalescence  when  handled  in 
this  manner  than  would  be  the  case  if  we 
attempted  to  remove  the  obstruction  in- 
strumentally.  A two-stage  prostatectomy 
is  performed  only  when  it  is  necessary  for 
some  reason  to  establish  suprapubic  drain- 
age in  the  preparation  of  the  patient. 

The  preoperative  preparation  of  patients 
consists  of  urethral  catheter  drainage,  con- 
tinuous or  intermittent,  whenever  tolerated. 
It  was  necessary  to  resort  to  suprapubic 
drainage  in  only  one  case  in  the  series ; this 
patient  had  a large  vesical  calculus  which 
made  the  bladder  intolerant  to  a urethral 
catheter.  Along  with  drainage  they  are 
given  copious  amounts  of  fluid,  a minimum 
of  3,000  cubic  centimeters  daily,  two  to  four 
grams  of  sulfadiazine  or  sulfamerazine 
daily  for  forty-eight  to  seventy-two  hours, 
and  an  alkaline  reaction  of  the  urine  is 
maintained,  thus  minimizing  the  danger  of 
sulfonamide  crystalluria.  The  duration  of 
preparation  depends  upon  the  amount  of 
residual  urine,  the  degree  of  infection  and 
impairment  of  renal  function  as  revealed 
at  the  original  examination;  the  average 
period  of  preparation  for  this  series  was 
five  days. 

Eighty-one  cases  were  dealt  with  trans- 
urethrally and  nineteen  suprapubically 
(sixteen  one-stage  and  three  two-stage). 
In  none  was  a perineal  prostatectomy  con- 
sidered indicated. 

Regardless  of  the  type  of  surgical  pro- 
cedure decided  upon,  the  choice  of  the  an- 
esthetic is  extremely  important.  A low 
spinal  anesthesia,  employing  pontocaine, 
has  proven  highly  satisfactory  in  the  pro- 


duction of  adequate  anesthesia  of  sufficient 
duration  without  undesirable  effects  upon 
the  blood  pressure  and  general  condition 
of  the  patient.  In  six  cases  it  was  neces- 
sary to  supplement  the  spinal  anesthesia, 
with  pentothal  sodium,  chiefly  because  of 
the  patients’  nervous  apprehension.  Six 
patients  who  had  small  obstructive  lesions 
and  in  whom  the  operative  time  was  ex- 
pected to  be  short  received  pentothal  so- 
dium alone. 

Subcutaneous  ligation  of  the  vasa  with 
No.  1 chromic  catgut  is  performed  routine- 
ly as  a prophylaxis  against  complicating 
postoperative  epididymitis.  In  nine  cases 
the  above  procedure  was  omitted  and  de- 
pendence for  prophylaxis  was  put  upon  the 
local  application  of  twenty  per  cent  sulfa- 
thiazole  suspension  to  the  resected  area. 
One  case  of  postoperative  epididymitis  oc- 
curred in  the  latter  group. 

There  are  several  recognized  instruments 
used  in  transurethral  resections.  Our 
choice  is  the  cold  punch  principle  as  em- 
bodied in  the  Thompson  resectoscope.  With 
this  instrument  tissue  is  cleanly  excised 
and  electrocoagulation  is  used  only  for  seal- 
ing of  individual  bleeders,  and,  in  our  opin- 
ion, there  is  a minimum  of  sloughing,  in- 
fection, and  fever,  resulting  in  a smoother 
and  shorter  convalescence.  The  avoidance 
of  excessive  electrocoagulation  is  impor- 
tant. As  pointed  out  by  Caulk  some  years 
ago,  it  is  a possible  factor  in  the  formation 
of  thrombi  involving  the  periprostatic 
venous  plexus  with  resulting  embolism. 
Mercier  has  called  attention  to  the  possi- 
bility of  excessive  heat  as  a cause  for  post- 
operative hemorrhage.  It  is  important  to 
use  an  instrument  of  such  a size  that  the 
urethra  will  accommodate  it  easily,  other- 
wise a postoperative  stricture  may  result. 
A meatotomy  was  performed  in  eleven 
cases  to  facilitate  passage  of  the  resecto- 
scope. There  were  four  postoperative  stric- 
tures of  the  urethra,  all  of  which  followed 
the  use  of  a No.  30  F.  instrument.  Oth- 
ers, including  Orr,  have  commented  on 
this  undesirable  sequel  induced  by  the  pas- 
sage of  instruments  of  too  large  a caliber. 

Six  of  the  resected  cases  had  associated 
vesical  calculi,  for  which  a litholapaxy,  em- 
ploying either  a Keyes  lithotrite  or  a Ravich 
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lithotriptoscope,  was  performed  immedi- 
ately prior  to  the  resection  of  the  prostate. 
Likewise,  there  were  six  cases  in  this  group 
with  vesical  diverticula,  four  of  which  were 
undisturbed  except  for  widening  of  the 
ostium  of  one  with  the  resectoscope. 
Kretschmer  and  Thompson  have  pointed 
out  that  removal  of  the  obstructive  factor  is 
usually  all  that  is  necessary  in  dealing  with 
vesical  diverticula  of  moderate  size.  In  two 
cases  with  associated  diverticula  it  was 
necessary  to  perform  a secondary  diver- 
ticulectomy  because  of  calculus  in  the  di- 
verticulum in  one  case  and  a necrosis  sug- 
gesting a carcinoma  in  the  other. 

The  average  time  for  the  eighty-one  re- 
sections was  fifty  minutes,  with  an  average 
of  25.77  grams  of  tissue  being  removed. 
The  average  postoperative  hospital  stay  for 
the  patients  who  were  subjected  to  trans- 
urethral resection  was  eleven  days.  Coro- 
nary disease  accounted  for  two  deaths 
which  occurred  suddenly,  one  on  the  ninth 
postoperative  day  and  the  other  on  the 
twelfth  postoperative  day.  Progressive 
renal  failure  terminating  in  uremia  on  the 
seventeenth  postoperative  day  resulted  in 
death  of  another,  while  a fourth  died  a 
few  hours  after  operation  with  symptoms 
indicative  of  medullary  paralysis,  cause 
undetermined.  There  were  three  postoper- 
ative hemorrhages  which  required  elec- 
trocoagulation of  bleeding  point ; all  oc- 
curred within  the  first  ten  days.  It  was 
necessary  to  do  one  secondary  resection  one 
week  later,  when  an  additional  five  grams 
of  tissue  was  removed  because  of  persistent 
residual  urine. 

The  postoperative  result  upon  dismissal 
from  the  hospital  was  good  in  sixty-nine 
of  the  eighty-one  resected  cases  in  that  they 
were  emptying  the  bladder  completely  and 
had  normal  control.  Six  patients  upon  dis- 
missal from  the  hospital  were  experiencing 
some  difficulty  with  control,  but  all  except 
one  had  normal  bladder  function  at  the 
end  of  three  months.  In  two  cases  where 
the  bladder  was  greatly  overdistended  on 
original  examination  there  were  varying 
amounts  of  residual  urine  at  the  time  of 
dismissal  from  the  hospital  as  a result  of 
vesical  atony.  These  patients  required  oc- 
casional bladder  irrigations  after  return- 


ing home,  and  when  examined  three  months 
later  for  final  postoperative  checkup  they 
were  much  improved. 

Of  the  nineteen  patients  who  had  supra- 
pubic prostatectomies  sixteen  were  one 
stage,  while  three  were  done  in  two  stages. 
Drainage  was  established  elsewhere  prior 
to  admission  in  two  cases  and  the  third 
was  done  by  us  because  of  a large  vesical 
calculus  that  rendered  the  patient  intol- 
erant to  urethral  catheter  drainage.  The 
average  weight  of  gland  removed  in  this 
group  was  73.10  grams.  Time  does  not  per- 
mit a description  of  the  operative  procedure 
used  in  these  cases.  With  the  advent  of 
sulfonamides,  locally  and  systematically, 
along  with  complete  closure  of  the  bladder 
and  of  the  abdominal  incision  and  preven- 
tion of  clot  formation  by  the  use  of  con- 
tinuous through  and  through  irrigation 
with  one  per  cent  citrated  acriflavine 
(1:5000),  these  patients  are  on  their  feet 
in  ten  to  twelve  days  with  normal  bladder 
function.  The  average  hospital  stay  was 
fourteen  days.  There  were  two  postopera- 
tive deaths,  one  on  the  same  day  of  opera- 
tion as  a result  of  uncontrollable  hemor- 
rhage that  was  caused  by  patient  getting 
up  and  going  to  bathroom,  where  he  at- 
tempted to  forcibly  remove  the  urethral 
catheter.  The  other  occurred  on  the  third 
postoperative  day  while  the  patient  was 
being  operated  upon  by  a general  surgeon 
because  of  incarcerated  epigastric  hernia. 
The  immediate  and  three  months’  final  post- 
operative result  was  excellent  in  the  re- 
maining number  except  that  one  patient 
had  hemorrhage  from  the  vesical  neck  four- 
teen days  after  operation  which  was  read- 
ily controlled  by  a Foley  catheter.  In  our 
experience  with  a much  larger  series  of 
cases  late  hemorrhage  following  prostatec- 
tomy is  of  rare  occurrence. 

Prostatectomy  usually  means  permanent 
relief  from  prostatic  obstruction,  but  occa- 
sionally as  reported  by  Millin  obstructive 
symptoms  recur  regardless  of  the  type  of 
prostatectomy  or  by  whom  done.  Howard 
cautions  us  about  the  possibility  of  pros- 
tatitis in  patients  who  have  had  prosta- 
tectomies and  reports  several  cases. 

When  our  patients  are  dismissed  from 
the  hospital,  they  are  requested  to  report 
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back  for  a final  postoperative  checkup  in 
three  months’  time.  Many  of  this  series 
have  been  followed  for  a longer  period,  but 
because  of  a lack  of  time  and  for  purposes 
of  uniformity  we  have  reported  only  on 
the  three  months’  postoperative  observa- 
tions. Any  report  on  the  permanency  of 
results  would  of  necessity  have  to  cover  a 
longer  period  of  time. 

Conclusions 

1.  A careful  study  of  all  patients  with 
benign  prostatic  obstruction  is  imperative 
before  deciding  upon  the  operative  proce- 
dure. 

2.  Cystoscopic  examination  was  neces- 
sary in  only  seventeen  per  cent  of  our  se- 
ries of  cases.  Rectal  and  cystographic 
grading  usually  provide  sufficient  informa- 
tion as  to  the  type  of  obstruction. 

3.  Preliminary  urethral  catheter  drain- 
age is  preferable  in  all  cases  in  which  it  is 
tolerated. 

4.  There  should  be  no  controversy  over 
which  type  of  operative  procedure  is  best 
suited  for  handling  all  cases  of  benign  pro- 
static obstruction,  as  there  are  definite  indi- 
cations for  each  type,  depending  upon  the 
problem  at  hand. 

5.  Large  prostates  that  are  likely  to  re- 
quire more  than  one  sitting  for  removal 
transurethrally  should  have  suprapubic 
prostatectomy. 

6.  Methods  of  doing  resections  and  pros- 
tatectomies have  been  improved  to  such  an 
extent  that  each  offers  the  patient  about 
the  same  period  of  postoperative  convales- 
cence and  about  equally  satisfactory  final 
results. 

7.  Pontocaine  given  intraspinally  caused 
no  undesirable  effects  in  this  series  and  is 
our  anesthetic  of  choice  unless  there  is  some 
distinct  contraindication. 

8.  Subcutaneous  vas  ligation  has  proved 
satisfactory  in  our  experience  for  the  pre- 
vention of  postoperative  epididymitis. 

REFERENCES 

John  R.  Caulk  and  Wilbur  Harris:  “A  Study  of 
Comparative  Effects  of  Various  High  Frequency 
Currents  and  of  Thermal  Cauterization  in  Pro- 
static Resection.”  Journal  of  Urology,  32:  449-480, 
1934. 

W.  H.  Howard:  “Prostatitis  Subsequent  to  Pros- 
tatectomy.” Journal  of  Urology,  49:  450-451,  1943. 


Herman  L.  Kretschmer:  “Diverticula  of  Urinary 
Bladder.”  Surgery,  Gynecology,  and  Obstetrics, 
71:  491-503,  1940. 

Oscar  Mercier:  “End  Results  of  900  Cases  of 
Transurethral  Resection  of  the  Prostate.”  Journal 
of  Urology,  49:  665-668,  1943. 

Terence  Millin : “Postprostatectomy  Obstruc- 

tions.” British  Journal  of  Urology,  14:  113-123, 

1942. 

Louis  M.  Orr,  Palmer  R.  Kundert,  and  Frank  J. 
Pyle:  “Ultimate  Results  of  Transurethral  Pro- 
static Resection.”  Journal  of  Urology,  49:  840-846, 

1943. 

G.  J.  Thompson,  L.  H.  Kermott,  and  Hugh  Cabot: 
“The  Management  of  Diverticulum  of  Bladder.” 
Surgery,  Gynecology,  and  Obstetrics,  70:  115-119, 
1940. 

DISCUSSION 

J.  C.  PENNINGTON,  M.D.  (Nashville) : Doctor 
Mayer  has  given  a very  concise  and  comprehensive 
review  of  the  cases  considered.  The  method  of 
handling  them  was  superb  and  the  results  excel- 
lent. We  have  had  the  privilege  of  seeing  his  firm 
of  urologists  work  on  many  occasions  and  we  con- 
sider that  there  is  none  better.  I wish  to  empha- 
size his  remarks  on  rectal  examination.  Too  many 
times  patients  with  small  prostates  per  rectum 
have  been  told  that  nothing  was  wrong  with  the 
prostate  and  many  of  these  patients  have  an  enor- 
mous amount  of  prostatic  tissue  encroaching  upon 
the  bladder  neck  or  the  posterior  urethra. 

I heartily  agree  that  an  old  man  should  not  be 
cystoscoped  other  than  for  exceptional  reasons. 

As  a rule,  each  case  is  an  individual  entity  and 
his  type  of  operation  should  be  determined  largely 
by  the  findings  and  the  available  facilities  of  the 
urologist. 

For  about  five  years  we  routinely  employed  spinal 
anesthesia  with  pontocaine  and  think  it  the  best 
spinal  anesthetic  for  many  reasons.  In  the  five 
years  we  had  one  case  of  permanent  and  complete 
bladder  atony,  one  case  of  partial  bladder  atony, 
and  one  case  of  partial  paralysis  of  one  leg  which 
we  attributed  to  spinal  anesthesia. 

Now  for  about  four  years  we  have  routinely  em- 
ployed sodium  pentothal  anesthesia  and  thus  far 
have  discovered  no  undesirable  consequences. 

For  the  prevention  of  epididymitis,  we  use  Bal- 
lenger’s  method  of  crushing  each  vas  deferens 
through  the  skin  with  a Kocher  clamp.  This  is 
very  quickly  done,  and  in  our  hands  has  been  as 
effective  as  ligation  or  cutting.  None  of  these 
methods  are  effective  if  the  infection  has  already 
entered  the  epididymis. 

Recurrence  of  prostatic  obstruction  occasionally 
takes  place,  no  matter  what  the  original  method 
of  removal  was. 

In  1943,  we  saw  three  cases  with  obstructive 
prostatic  tissue  in  which  enucleations  had  been 
done  five  to  ten  years  previously  by  competent 
operators.  Scars  and  histories  were  the  only  evi- 
dences of  previous  surgery.  The  return  of  pro- 
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static  tissue  seems  analogous  to  that  of  tonsil 
tissue,  but  not  so  frequent. 

J.  LOGAN  MORGAN,  M.D.  (Memphis:  Mr.  Pres- 
ident, Members  of  the  Association,  Ladies  and  Gen- 
tlemen : Doctor  Mayer  has  given  us  a discussion 
on  a timely  subject  and  the  subject  is  well  covered. 
There  are  a few  things,  of  course,  that  we  might 
take  up  that  were  not  touched  on  sufficiently, 
probably  due  to  lack  of  time  for  Doctor  Mayer’s 
paper.  We  do  see  a few  cases  of  subacute  pros- 
tatitis which  for  the  time  cause  some  obstruction. 
If  the  prostate  of  such  a particular  patient  should 
be  treated  by  the  massage  method,  it  may  often  be 
a case  where  there  is  no  definite  obstruction.  The 
main  point  in  the  history  of  a case  of  prostatic  ob- 
struction is  that  the  patient  has  a nocturia  any- 
where from  one  to  five  or  six  times,  possibly  more. 
However,  a nocturia  of  one  time  I do  not  consider 
sufficient  to  lay  any  stress  whatsoever  on  it, 
because  most  men,  after  they  reach  the  age  of 
forty  or  forty-five,  probably  get  up  one  time  to 
void,  so  I really  do  not  consider  that  a symptom 
of  prostate  gland  obstruction,  at  least  not  sufficient 
to  warrant  radical  procedure  in  relieving  or  at- 
tempting to  relieve  that  one-time  nocturia. 

We  see  cases,  as  Doctor  Mayer  said,  that  cer- 
tainly are  suitable  for  resection,  and  for  some 
cause  or  other  we  possibly  wind  up  by  doing  a 
prostatectomy  because  we  have  been  forced  to  do 
a suprapubic  cystotomy  either  to  get  the  patient  in 
shape  for  his  operation  or  possibly  get  in  trouble 
with  our  resectoscope  and  are  forced  then  to  open 
the  bladder  and  put  in  a tube. 

The  prostate  gland  resection  is  not  as  minor  an 
operation  as  a lot  of  our  patients  are  probably 
told,  and  so  often  the  doctor  who  refers  the  patient 
to  the  urologist  will  tell  the  patient,  “Now  they 
have  a method  of  relieving  your  obstruction  which 
has  no  danger,  it  takes  very  little  time,  and  you  are 
in  the  hospital  only  a very  short  time.”  I just 
want  to  impress  upon  you  that  the  operation  is  not 
without  danger,  and  possibly  case  for  case,  pros- 
tatectomy, the  old-line  method  of  relieving  prostate 
obstruction,  is  no  more  serious  in  the  majority  of 
cases  than  a resection  would  be. 

As  Doctor  Mayer  said,  we  get  a world  of  infor- 
mation from  a rectal  examination  of  the  prostate. 
Of  course,  with  the  large  benign  prostates  it  is 
easy  to  tell  by  rectal  examination  that  this  man 
has  a three  or  four  plus  prostate;  yet  we  find  a 
man  who  has  a residual  urine  and  we  feel  his  pros- 
tate per  rectum  and  do  not  find  any.  We  then  find 
that  this  patient  probably  has  a median  bar  ob- 
struction, sometimes  lateral  lobe  intrusion  of  the 
prostatic  urethra,  which  we  sometimes  do  not  find 
so  distinctly  by  rectal  examination. 

I wish  to  thank  Doctor  Mayer  for  his  splendid 
paper. 

BURNETT  W.  WRIGHT,  M.D.  (Nashville:  I am 
sorry  I did  not  hear  all  of  Doctor  Mayer’s  paper, 


but  what  I did  hear  was  certainly  sound  and  I 
have  no  arguments  to  make  against  it. 

Of  almost  as  much  importance  to  the  old  pro- 
static as  getting  well  is  the  matter  of  good  func- 
tional results  afterwards.  A great  many  dribblers 
had  just  as  soon  be  dead,  and  there  are  certain 
things  that  can  be  done  in  the  course  of  a prosta- 
tectomy that  will  assist  in  the  attainment  of  good 
postoperative  function.  Bugby  said  many  years 
ago  that  taking  out  the  prostate  was  just  inci- 
dental to  curing  prostatectomy,  and  that  is  quite 
true.  Almost  anybody  who  can  shell  out  potatoes 
can  get  out  a prostate  gland  through  a suprapubic 
opening,  but  an  appreciation  of  the  necessity  for 
attention  to  the  bladder  neck  will  often  mean  the 
difference  between  a satisfied  patient  and  one  who 
is  still  plagued  with  symptoms  of  prostatic  ob- 
struction. 

An  individual  with  a properly  performed  pros- 
tatectomy should,  first  of  all,  be  able  to  void  easily 
and  painlessly  and  should  be  able  to  stop  and  start 
his  stream  at  will;  he  should  be  continent.  There 
should  be  no  residual,  at  most  not  more  than  an 
ounce,  and  his  urine  should  be  clear  and  sparkling. 
What  sexual  power  he  had  when  he  came  to  opera- 
tion, as  a rule,  should  be  retained  and  he  should 
practically  be  as  unconscious  of  his  urinary  ap- 
paratus as  he  was  before  he  submitted  himself  to 
an  operation. 

One  of  the  commonest  causes  of  postoperative 
malfunctions  is  the  failure  to  appreciate  the  sig- 
nificance of  an  overhanging  or  undermining  of  the 
trigone  following  the  enucleation  of  the  gland. 
If  some  attention  is  not  paid  to  that  part  of  the 
bladder  neck,  it  will  frequently  be  found  impossible 
to  catheterize  or  cystoscope  the  patient  afterwards, 
and  he  will  carry  residual  not  only  in  the  bladder, 
but  oftentimes  in  the  prostatic  bed  or  fossa  from 
which  the  gland  was  removed.  There  should  be  no 
tags  or  tissue  or  isolated  adenomata  left  in  his 
prostatic  fossa  or  in  his  bladder  neck  to  cause 
obstruction. 

One  of  the  best  safeguards  against  this  type  of 
postoperative  malfunction  is  a simple  procedure 
that  we  learned  many  years  ago  from  Dr.  Gran- 
ville McGowan,  and  that  is  before  the  enucleation 
is  begun.  This  makes  a groove  that  includes  the 
overlying  trigone  muscle  and  bladder  mucosa.  I 
think  I can  draw  a picture  that  will  illustrate  the 
point  to  you  a little  more  clearly.  It  is  a most 
valuable  procedure,  and  to  those  of  us  who  have 
been  trained  in  its  use  it  has  meant  the  difference 
between  the  ability  to  cystoscope  or  catheterize  pa- 
tients afterwards  and  often  a matter  of  whether 
or  not  they  are  pleased  with  the  result. 

As  the  prostate  enlarges,  particularly  when  the 
enlargement  is  of  a commissural  or  middle  lobe 
type,  it  does  several  things  to  the  outlet  of  the 
bladder.  Normally,  we  will  say  that  this  figure 
(illustrating)  represents  the  urethra  and  the 
shaded  portion  is  the  prostate  gland  which  sur- 
rounds it,  with  the  urethra  going  through  it  as  my 
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chalk  goes  through  my  fist;  that  the  floor  of  the 
urethra  should  be  essentially  on  a level  with  the 
floor  of  the  bladder.  As  this  middle  lobe  or  com- 
missural lobe  enlarges  it  does  several  things.  One 
is  that  it  elevates  the  outlet  above  the  level  of  the 
floor  of  the  bladder  and  the  floor  of  the  urethra 
so  that  when  the  patient  voids  he  only  voids  down 
to  there  and  what  remains  is  residual,  as  has  al- 
ready been  described. 

The  usual  procedure  for  the  enucleation  through 
a cystotomy  opening  is  the  Squire  technic  of  intro- 
ducing the  finger  through  the  internal  urethral  ori- 
fice, breaking  through  the  roof  of  the  prostatic 
urethra  at  the  apex  of  the  prostate.  After  all,  we 
are  not  taking  out  the  prostate  gland ; we  ai-e 
removing  a tumor  of  the  prostate;  the  prostatic 
tissue  has  been  pushed  out  to  the  periphery  by 
the  adenoma  and  it  merges  with  and  is  indistin- 
guishable from  the  true  prostatic  capsule.  This 
adenoma  is  enucleated.  If  we  pay  no  attention  to 
this  elevation  of  the  outlet  and  the  overhanging 
trigone  and  bladder  mucous  membrane,  we  will 
often  have  an  empty  prostatic  bed  with  a dia- 
phragm or  partition  remaining  between  the  blad- 
der on  the  one  side  and  the  space  from  which  the 
gland  was  removed,  and  frequently  a contracted 
outlet  still  persisting. 

The  principle  of  the  punch,  a principle  that  is 
well  worth  anybody’s  trial,  is  this:  The  instrument 
is  introduced  and  the  fenestra  fitted  over  the  pro- 
static protruding  portion  of  the  middle  lobe  and 
several  bites  are  made  at  six  o’clock  through  that 
area.  Looking  at  it  in  a long  axis  we  start  out 
with  that  sort  of  arrangement  (illustrating),  this 
being  the  middle  lobe,  and  when  we  get  through 
our  punching  and  then  enucleating,  we  have  an 
outlet  that  is  shaped  more  or  less  like  a keyhole 
without  this  overhanging  trigone  and  bladder  mu- 
cous membrane  and  a certain  portion  of  the  pro- 
static tissue. 

PAUL  G.  MORRISSEY,  M.D.  (Nashville):  Doc- 
tor Mayer  has  presented  a most  interesting  and 
complete  survey  of  the  rational  management  of  pro- 
static obstruction  in  men  who  have  reached  middle 
life  or  beyond. 

Of  particular  interest  is  that  part  of  his  paper 
devoted  to  the  diagnosis  of  the  various  kinds  of 
prostatic  obstruction  and  its  associated  complica- 
tions as  demonstrated  with  air  distention  of  the 
bladder  and  roentgen  studies. 

Suffice  to  say,  one  should  use  every  available 
method  at  one’s  command  to  recognize  as  accurate- 
ly and  as  completely  as  it  is  possible  the  various 
complications  that  accompany  pathological  changes 
of  this  type. 

Upon  this  sort  of  investigation  rests  the  respon- 
sibility of  the  fate  of  the  sufferer,  both  from  a 
diagnostic  point  of  view  and  safety  of  the  type  of 
surgery  most  suited  to  his  individual  case. 

Most  often  there  has  been  a desire  to  form  opin- 
ions and  reach  conclusions  too  hastily  on  evidence 
that  does  not  exist  or  warrant  the  decision  that 


one  has  reached.  For  this  reason  a most  careful 
survey  of  the  situation  should  be  made. 

Doctor  Mayer  does  not  encourage  the  use  of  the 
cystoscope  as  a method  of  diagnosing  the  etiology 
of  vesicle  neck  obstruction. 

I believe,  as  does  Doctor  Pennington,  that  the 
cystoscope  in  some  types  of  obstruction  offers  the 
best  means  of  recognizing  intravesicle  pathology 
that  will  establish  not  only  the  type  of  obstruction, 
but  will  reveal  the  approach  and  extent  of  the 
operative  procedure. 

Rectal  palpation  of  the  prostate  should  be  in- 
cluded as  a routine  measure  combined  with  other 
available  procedures  in  evaluating  the  extent  and 
progress  of  prostatic  disease.  When  one  considers 
that  one  man  in  seven  who  has  reached  the  age  of 
fifty  may  have  carcinoma  of  the  prostate,  palpable 
nodules  found  in  the  prostate  upon  rectal  examina- 
tion are  usually  considered  to  be  diagnostic  of 
cancer. 

If  surgery  is  indicated,  what  method  is  to  be 
used?  This  is  a question  that  should  have  consid- 
erable thought  to  be  answered.  The  answer  should 
be  the  procedure  that  will  remove  the  obstruction 
and  relieve  the  symptoms  promptly  and  perma- 
nently. 

It  seems  that  events  in  both  medicine  and  sur- 
gery seem  to  travel  in  cycles.  It  has  not  been  so 
very  long  since  the  two-stage  suprapubic  removal 
of  the  obstructing  gland  was  the  operation  of 
choice  in  the  hands  of  the  majority. 

Perineal  prostatectomy  is  an  operation  that  gives 
highly  satisfactory  results  to  one  that  is  familiar 
with  the  anatomy  of  the  perineal  space  and  the 
technique  of  approach. 

Of  recent  years  transurethral  removal  of  the 
obstructing  tissue  with  the  resectoseope  has  been 
a remarkable  procedure  and  splendid  results  have 
been  obtained. 

As  to  whether  this  method  will  result  in  per- 
manent relief  from  and  obstructing  prostate  re- 
mains to  be  seen. 

R.  F.  MAYER  M.D.  (closing)  : I wish  to  thank 
these  gentlemen  for  their  kind  discussion  of  our 
paper,  and  I want  to  touch  just  a little  on  a few 
points  brought  out  by  them.  The  point  that  Doctor 
Morgan  mentioned  about  the  more  or  less  com- 
mon impression  the  patients  have  (and  I suppose 
they  get  it  from  their  family  doctors)  that  pro- 
static resection  is  just  a minor  operation,  something 
that  will  keep  them  in  the  hospital  only  two  or 
three  days.  Of  course,  they  do  not  have  an  incision 
and  they  will  be  back  on  their  feet  pretty  quickly. 
As  a rule,  they  are  usually  up  about  the  third  day 
after  their  resection,  but  we  must  not  lose  sight 
of  the  fact  that  they  have  had  an  operation;  even 
though  we  do  not  see  an  incision,  they  do  have  an 
operative  site  inside.  It  is  subjected  to  the  same 
hazards  of  an  open  operation  so  far  as  hemorrhage 
and  postoperative  complications  are  concerned. 

Doctor  Morgan  spoke  concerning  the  fact  that 
just  because  some  of  these  patients  have  to  get  up 
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a time  or  two  at  night  and  have  symptoms  of 
urinary  difficulty  along  with  findings  such  as  a 
rectal  examination  revealing  moderate  enlargement 
of  the  prostate  and  even  a pneumocystogram  con- 
firming that  finding;  these  things  within  themselves 
are  not  reason  enough  to  subject  that  patient  to 
surgery.  We  put  such  cases  on  an  optional  basis 
and  tell  them  that  when  their  symptoms  get  bad 
enough  and  they  want  something  done  about  it  that 
will  be  time  enough  to  have  surgery,  warning  them 
in  the  meantime  that  their  course  is  unpredictable 
in  that  they  may  get  along  for  several  months  or 
a year  or  so,  or  they  may  have  complete  retention 
before  the  week  is  over. 

Doctor  Pennington  mentioned  his  use  of  spinal 
for  several  years  and  some  of  the  ill  effects  in  a 
few  cases.  We  have  used  spinal  for  several  years 
now  almost  routinely  and  have  never  noticed  either 
one  of  the  undesirable  effects  that  he  mentioned, 
although  we  do  occasionally  see  atonic  bladders, 
but  invariably  they  are  in  patients  who  had  greatly 
overdistended  bladders  originally. 

I would  like  to  say  a few  words  concerning  Doc- 
tor Wright’s  comment  about  removing  the  trigone 
flap  with  the  resectoscope  or  by  punch  when  a 
prostatectomy  is  done.  That  is  something  to  keep 
in  mind  because  it  occasionally  makes  subsequent 
cystoscopy  or  catheterization  if  necessary  difficult. 
We  usually  take  out  a V-shaped  piece  of  tissue 
from  the  trigone  after  the  prostate  has  been  enu- 
cleated, using  the  scalpel  or  cutting  current. 

As  to  Doctor  Morrissey’s  comment  about  the  im- 
portance of  cystoscopic  examination,  and  his  sug- 
gestion that  probably  it  should  be  done  in  more  of 
these  cases  than  we  indicated,  I think  he  failed  to 


mention  anything  about  the  pneumocystogram.  Of 
course,  rectal  examination  alone  may  not  show 
anything  when  actually  the  pneumocystogram 
would  give  you  the  information  that  you  need  to 
make  a diagnosis. 

As  we  pointed  out  in  the  paper,  out  of  one  hun- 
dred cases  there  were  seventeen  per  cent  in  which 
we  had  to  resort  to  cystoscopic  examination  to  es- 
tablish diagnosis. 

(Slide)  In  case  some  of  you  gentlemen  are  not 
familiar  with  the  information  gained  by  pneu- 
mocystograms,  I want  to  show  you  one  demonstrat- 
ing each  grade.  This  is  what  we  call  Grade  I 
hypertrophy.  You  see  this  obstruction.  There  is 
the  catheter  in  place  in  the  urethra. 

(Slide)  This  is  Grade  II.  You  see  the  tissue 
coming  up,  and  in  addition  to  that  this  patient  had 
prostatic  calculi  which  you  see  imbedded  in  the 
substance  of  the  prostatic  shadow. 

(Slide)  That  is  Grade  III  hypertrophy. 

(Slide)  This  is  Grade  IV,  filling  practically  the 
entire  bladder. 

(Slide)  Here  is  a pneumocystogram  which 
showed  only  a moderate  amount  of  prostatic  tissue, 
but  this  shadow  over  here  was  suggestive  of  a di- 
verticulum. In  order  to  prove  that,  we  made  a 
fluid  cystogram  which  confirmed  the  suspicion  of 
diverticulum,  making  a cystoscopic  examination 
unnecessary. 

(Slide)  This  is  a table  to  show  you  how  tfyese 
two  methods  of  grading — namely,  rectal  and  pneu- 
mocystogram— stacked  up  in  one  hundred  cases. 
Rectal  examination:  two  were  negative;  pneumo- 
cystogram, eighteen  were  negative. 
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DIAGNOSIS  AND  TREATMENT  OF  RECTOSIGMOID  MALIGNANCY* 


MICHAEL  W.  HOLEHAN,  M.D.,f  Memphis 

Malignancies  occur  more  frequently  in 
the  rectum  and  sigmoid  than  any  other  part 
of  the  large  bowel.  There  are  several  types, 
but  the  adenocarcinoma  is  by  far  the  most 
prevalent,  usually  grade  II  in  type,  and 
if  diagnosed  relatively  early  you  can  expect 
a high  percentage  of  cure  by  surgery.  If, 
on  the  other  hand,  the  lesion  has  metasta- 
sized to  other  organs  or  invaded  surround- 
ing tissue,  only  palliative  treatment  can  be 
given  and  the  patient  is  doomed  to  an  early 
death. 

I think  we  will  all  agree  that  malig- 
nancies are  on  the  increase;  that  the  death 
rate  is  entirely  too  high  and  our  only  hope 
of  combating  the  high  mortality  is  to  be 
constantly  cancer  conscious ; make  early 
diagnosis  and  institute  proper  corrective 
treatment. 

How  are  we  to  make  early  diagnosis? 
Unfortunately,  there  are  no  absolute  sub- 
jective symptoms  that  a patient  can  give 
in  a one,  two,  three  order  so  that  his  doc- 
tor can  say  with  reasonable  accuracy  this 
is  or  is  not  a cancer.  We  know  that  ma- 
lignancies of  the  rectum  and  sigmoid  are 
far  advanced  before  the  patient  becomes 
anemic  or  has  loss  of  weight,  bloody  diar- 
rhea, and  obstruction.  However,  there  are 
a few  symptoms — i.  e.,  altered  bowel  habits, 
rectal  bleeding,  pain,  and  excessive  gas 
formation,  which,  if  elicited  while  taking  a 
careful  history,  should  always  ring  a warn- 
ing bell  in  the  physician’s  mind  to  tenta- 
tively make  a diagnosis  of  malignancy  until 
an  adequate  examination  has  proven  other- 
wise. 

Any  individual  between  the  ages  of  forty 
and  sixty  years  whose  bowel  habits  de- 
viate in  any  way  from  a recognized  routine 
for  that  particular  patient  or  who  at  stool 
or  between  stools  sees  anything  from  blood- 
streaked  toilet  paper  to  muco-bloody  diar- 
rhea, associated  with  or  without  pain  and 
increased  gas  formation,  should  be  thor- 
oughly examined. 

*Read  before  the  Tennessee  State  Medical  As- 
sociation, Nashville,  April  11,  12,  13,  1944. 

fFrom  Department  of  Proctology,  University  of 
Tennessee. 


Too  frequently  we  prescribe  for  symp- 
toms without  ever  trying  to  determine  the 
cause.  The  man  who  becomes  constipated 
gets  a purgative.  The  diarrhea  subject 
gets  paregoric.  The  rectal  bleeders  with 
or  without  pain  receive  suppositories  for 
blind  hemorrhoids.  These  symptoms  may 
mean  anything  from  an  anal  fissure  to  hem- 
orrhoids, amebic  dysentery,  polyps,  cancer 
or  partial  bowel  obstruction,  so  the  only 
way  to  be  sure  is  to  thoroughly  investigate. 

Let  us  take  another  incidence.  This 
party  presents  himself,  complaining  of  fre- 
quent bowel  movements,  lower  abdominal 
pain,  cramps,  and  fever.  A warm  stool 
examination  shows  the  subject  has  an  acute 
ameba  histolytica  infection;  the  proper 
treatment  is  given  and  the  patient  makes 
a splendid  recovery.  One  year  later  the 
same  patient,  with  practically  identical 
symptoms,  presents  himself  to  a doctor  who 
gets  a history  of  previous  amebic  infection 
and  makes  a stool  examination.  This  time 
no  trace  of  ameba  appears  but  the  doctor, 
knowing  full  well  the  parasite  is  hard  to 
detect,  gives  that  patient  another  round  of 
treatment  with  some  improvement  result- 
ing. This  procedure  is  repeated  at  intervals 
until  the  doctor  suddenly  realizes  that  the 
treatments  are  not  effective,  that  the  pa- 
tient is  steadily  losing  ground,  and  to  his 
astonishment  and  chagrin  he  finds  that 
what  started  out  as  an  amebiasis  ends  up 
as  a cancer  as  demonstrated  by  a proc- 
toscopic or  X-ray  examination. 

I am  fully  convinced  that  rectal  and 
colon  symptoms  and  complaints  should  be 
as  seriously  and  conscientiously  studied  and 
examined  as  those  from  any  other  part  of 
the  human  body,  particularly  so  when  we 
realize  that  the  intestinal  tract  is  not  en- 
dowed with  pain  sensation ; therefore,  we 
are  deprived  of  one  of  the  most  valuable 
signs  in  identifying  an  early  lesion.  When 
pain  is  predominant,  we  can  be  sure  that 
the  lesion  has  encroached  or  invaded  some 
surrounding  organ  or  has  approached  the 
anal  canal  which  is  abundantly  supplied 
with  pain  sensations. 

Some  practitioners  may  complain  that 
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proctoscopic  equipment  is  expensive,  and 
even  though  they  possessed  it  they  were 
not  trained  in  its  use.  Fortunately,  in 
answer  to  the  first  part  you  need  only  a 
head  mirror,  a seven-inch  Kelly  sigmoido- 
scope, a bivalve  rectal  specula,  a pair  of 
rubber  gloves,  and  a biopsy  forceps,  all  of 
which  would  cost  less  than  fifty  dollars. 
With  a little  practice  and  patience  with 
the  subject  in  a knee  chest  position,  you 
make  a digital  examination  to  determine  if 
there  are  any  tumors,  polyps,  strictures,  or 
malformations  of  the  rectum,  and  I might 
add  of  all  rectal  and  rectosigmoidal  malig- 
nancies seventy  per  cent  will  be  felt  by  the 
exploring  index  finger.  Next  use  the  bi- 
valve specula  and  follow  with  the  sigmoido- 
scope so  you  can  see  any  pathology  that 
might  exist. 

“The  appearance  of  carcinoma  in  the 
rectum,  restosigmoid,  or  sigmoid  is  so 
characteristic,”  quoting  Rankin,  Bargen, 
and  Buie,  “that  it  should  rarely  be  con- 
fusing even  to  those  who  have  had  rela- 
tively little  experience  in  making  procto- 
scopic examinations.  Such  lesions  once 
seen  should  not  and  hardly  can  be  for- 
gotten. We  know  of  none  other  affecting 
this  region  which  is  similar  enough  to 
cause  any  degree  of  uncertainty.  In  the 
first  place,  any  single  lesion,  wdiether  an 
excavating  ulcer  or  a proliferating  mass, 
should  be  regarded  with  suspicion.  The 
fact  that  the  lesion  is  single  is  in  itself 
almost  pathognomonic  of  carcinoma  since 
almost  any  other  lesion  encountered  here 
will  be  associated  with  some  inflammatory 
reaction,  and  when  inflammations  and  in- 
fections are  present  a single  lesion  is  rarely 
found.  It  is  peculiarly  characteristic  of 
malignancy  that  adjacent  tissues  appear 
unusually  normal,  although  the  malignant 
process  may  be  extensive  and  accompanied 
by  an  excessive  amount  of  slough  and  ne- 
crosis. In  fact,  that  portion  of  the  bowel 
immediately  adjacent  to  the  margin  of  the 
carcinoma  itself  will  not  generally  show 
any  change.  The  growth  may  be  of  the 
proliferative  type ; it  may  fill  the  entire 
lumen  of  the  bowel,  and  its  sloughing  in- 
fected surface  may  be  in  constant  contact 
with  another  part  of  the  wall  of  the  bowel. 
In  spite  of  this,  however,  the  part  of  the 


wall  which  is  exposed  to  this  contact  will 
not,  as  a rule,  show  any  change.  We, 
therefore,  have  a valuable  diagnostic  char- 
acteristic in  the  fact  that  the  lesion  is 
single.” 

Polyps  of  the  rectum  and  sigmoid  may 
be  single  or  multiple,  pedunculated  or  ses- 
sile, inflamed  or  not;  they  are  hardly  ever 
confused  with  a carcinomatous  growth,  but 
they  all  should  be  removed  and  biopsied 
when  found  because  if  left  alone  many  will 
in  time  become  malignant. 

Villous  adenoma  is  occasionally  found  in 
a patient  who  often  has  profuse  rectal 
bleeding.  This  growth  may  assume  rather 
large  size  and  yet  be  so  soft  and  yielding 
that  a gloved  finger  in  the  rectum  may  not 
even  feel  it.  When  found,  it  should  be 
removed  and  the  base  thoroughly  coagu- 
lated if  benign ; if  malignant  and  many 
of  them  do  become  malignant,  it  should  be 
treated  as  any  other  malignancy  of  the 
rectum. 

Lymphopathia  venerea  is  rather  char- 
acteristic and  easily  recognized  by  anyone 
who  does  a lot  of  charity  work,  as  it  is 
found  mostly  in  the  Negro  race  and  the 
very  poor  and  less  discriminating  whites, 
also  frequently  seen  in  prostitutes.  It  is 
a disease  to  be  reckoned  with  in  the  future, 
and  even  now  has  begun  to  crop  up  in 
the  higher  strata  of  society.  We  will  con- 
sider only  the  rectal  phase  of  the  disease. 
It  is  primarily  a venereal  disease  invading 
the  lymphatics,  and  when  the  rectum  be- 
comes involved  the  infection  quickly  spreads 
around  the  gut  by  the  lymphatic  route  and 
pretty  soon  irregular  nodular  submucous 
masses  can  be  felt.  Proctitis  develops 
early  followed  by  ulceration,  frequently  ab- 
scess and  fistulae  formation.  This  condi- 
tion is  associated  with  mucopurulent  and 
bloody  diarrhea.  The  narrowing  of  the 
lumen  steadily  increases,  and  at  first  the 
masses  that  are  causing  this  condition  are 
rather  friable;  but  as  the  stricture  gets 
older  and  smaller  they  coalesce  into  a very 
firm  dense  ring  of  scar  tissue  that  will  tear, 
but  will  not  dilate.  A biopsy  will  show 
nothing  but  subacute  inflammatory  tissue, 
but  a Frei  test  will  make  the  diagnosis. 

Lymphosarcoma  of  the  rectum  occurs 
relatively  infrequently,  is  submucosal  in 
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origin,  does  not  ulcerate  until  late  and  very 
seldom  causes  a change  in  bowel  habit ; 
but  the  rapid  growth  of  the  tumor,  asso- 
ciated with  pain  and  early  loss  of  weight 
and  strength  in  the  patient,  suggests  a 
thorough  rectal  examination.  It  usually 
imparts  to  the  examining  finger  a smooth, 
firm,  fixed  submucosal  mass  that  is  firmly 
attached  and  the  gut  wall  cannot  be  shifted 
around  the  pelvis.  Frequently  the  inguinal 
glands  are  involved  and  a diagnosis  can 
be  made  by  a resected  gland  or  a biopsy 
from  the  mass  itself.  Since  these  malig- 
nancies have  a tendency  to  metastasize 
early,  radiation  should  be  given  first;  if  the 
rectal  mass  subsides  and  no  lesion  is  found 
in  the  inguinal  region,  the  patient  should 
have  an  explorative  laparotomy;  and  if  no 
metastasis  is  found,  the  lower  sigmoid  and 
rectum  should  be  removed  in  the  hope  of  a 
cure. 

If  metastasis  has  spread  to  the  inguinal 
gland  or  the  growth  in  the  rectum  has  in- 
vaded adjacent  organs  or  perhaps  the  peri- 
rectal adhesions  are  so  dense  that  resec- 
tion is  out  of  the  question,  then  radiation 
will  have  to  be  relied  upon  to  keep  the 
tumor  in  check  and  perhaps  a colostomy 
done  to  sidetrack  the  fecal  current. 

Having  found  a rectal  or  sigmoidal  tumor 
that  has  all  the  looks  and  feel  of  a cancer 
and  your  past  experience  tells  you  that  such 
is  the  case,  it  should  be  further  verified 
by  a biopsy  to  confirm  your  diagnosis  and 
to  determine  the  grade  of  tumor  that  you 
have  to  deal  with. 

It  is  not  always  possible  to  get  a biopsy 
of  a growth  in  the  rectosigmoid  and  sig- 
moid area,  due  to  the  fact  the  growth  may 
be  of  such  size  or  of  an  annular  constricting 
variety,  and  the  mucosa  distal  to  the  lesion 
is  edematous  and  thrown  up  into  folds 
which  prohibits  the  proctoscope  from  ap- 
proaching the  sought-for  lesion.  Then  you 
will  have  to  depend  upon  a barium  and  con- 
trast air  enema  for  the  X ray  to  confirm 
or  disprove  your  diagnosis.  Sometimes  the 
lesion  will  completely  obstruct  and  a ce- 
costomy  will  have  to  be  done  before  fur- 
ther operative  procedure  is  undertaken. 

Once  the  lesion  is  found  and  the  diag- 
nosis of  cancer  is  made,  then  the  best 
treatment  possible  is  a radical  removal  of 


the  tumor  and  all  of  the  gland-bearing  tis- 
sue, providing  the  growth  is  operable,  and 
second  if  the  host  is  physically  able  to  be 
operated. 

If  the  tumor  is  grade  IV,  the  chances 
are  that  metastasis  has  already  taken  place 
before  the  diagnosis  was  made  and  the  case 
is  hopeless.  Even  though  abdominal  com- 
plications are  not  found,  and  radium  is  used 
on  the  lesion  or  the  lesion  is  resected,  the 
prognosis  is  very  grave  indeed.  Of  the 
slower  growing  or  lower  grade  cancers,  if 
the  growth  is  confined  to  the  gut  wall  and 
the  gut  can  be  shifted  within  the  pelvis 
fairly  easily,  then  this  mass  can  be  re- 
moved by  the  one-  or  two-stage  abdomino- 
perineal resection,  providing  everything 
else  is  favorable.  Often  we  see  a rectal  or 
rectosigmoidal  mass  which  is  large,  ulcer- 
ated, and  absolutely  immovable;  by  feel 
you  get  the  impression  of  a frozen  pelvis 
and  the  sensation  comes  over  you  that  here 
is  a case  that  will  never  be  resectable.  Yet, 
when  a colostomy  is  done  and  the  bowel 
movements  are  deviated  away  from  the 
ulcerated  necrotic  mass,  warm  antiseptic 
enemas  instituted  and  small  therapeutic 
doses  of  X ray  given  through  different 
ports,  we  are,  after  several  weeks,  often 
astonished  and  gratified  to  find  that  the 
secondary  infection  has  subsided,  the  mass 
seems  smaller,  and  the  lesion  can  now  be 
resected  without  much  difficulty.  The  ab- 
dominoperineal resection  for  low  sigmoidal 
and  rectal  malignancies  offers  the  patient 
a better  chance  of  cure  than  any  other 
known  method. 

It  is  a big  operation,  the  success  of  which 
depends  upon  the  physical  stamina  of  the 
patient,  the  preoperative  preparations,  the 
operative  procedure,  the  postoperative  care, 
and  the  surgical  judgment  and  skill  of  the 
operator. 

I prefer  to  have  the  patient  come  in  at 
least  six  days  before  the  operation  to 
check  his  physical  condition,  particularly 
his  heart  and  kidney  function,  blood  count, 
and  urinalysis;  type  and  cross  match  his 
blood.  If  anemic,  bring  him  up  to  normal 
and  always  have  a pint  or  two  of  blood 
ready  to  give  during  or  after  operation. 

The  first  two  days  he  gets  a high  caloric 
and  low  residue  diet,  plus  two  ounces  of 
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magnesium  sulfate  at  6:00  A.M.  The  next 
two  days  nothing  by  mouth  but  full  liquids. 
We  also  give  two  lead  and  opium  pills  and 
one  dram  of  paregoric  every  four  hours  to 
quiet  and  constrict  the  intestinal  tract.  One 
thousand  cubic  centimeters  of  five  per  cent 
glucose  in  saline  are  given  intravenously 
three  times  a day  with  two  cubic  centi- 
meters of  cortalex  added  to  establish  and 
maintain  a normal  blood  pressure  and  pre- 
vent shock  during  the  operation. 

The  fifth  day  or  day  before  operation 
nothing  is  given  my  mouth.  Wangensteen 
suction  is  started.  Intravenous  solutions 
are  continued  and  an  ampule  of  prostigmin 
is  given  at  2:00,  6:00,  10:00  P.M.  and 
7:00  A.M. 

This  preoperative  preparation  puts  the 
intestinal  tract  in  the  best  of  condition; 
it  is  free  of  gas  and  so  completely  col- 
lapsed that  one  lap  pack  in  each  upper 
quadrant  is  all  that  is  necessary  to  hold 
the  intestines  out  of  the  pelvis.  The  oper- 
ation is  easier  for  the  surgeon;  therefore, 
less  trauma  for  the  patient.  There  is  also 
less  likelihood  of  contamination. 

The  anesthetic  should  be  selected  which 
will  be  best  for  each  individual  case.  All 
things  being  equal,  I prefer  the  intratra- 
cheal cyclopropane  and  ether  or  the  intrave- 
nous sodium  pentothal.  You  get  a complete 
relaxation,  which  is  very  essential,  the 
breathing  is  quiet  and  easy  and  massive 
atelectasis  is  less  likely  as  a complication. 

In  a one-stage  resection  the  abdomen  is 
opened  by  a left  midline  incision  and  as  the 
peritoneum  is  opened  1,000  cubic  centi- 
meters of  ten  per  cent  glucose  in  saline  with 
an  ampule  of  metrazol  added  are  started  in- 
travenously as  a supportive  measure  and  to 
prevent  shock.  The  liver,  stomach,  mesen- 
tery, and  colon  are  examined  for  metas- 
tasis. If  liver  is  extensively  involved,  fur- 
ther surgery  is  useless  unless  a colostomy 
is  done  as  a palliative  measure.  If,  how- 
ever, the  upper  abdomen  is  free,  the  pelvic 
lesion  is  gently  felt  for  size  and  mobility, 
and  the  sigmoid  mesentery  examined  for 
enlarged  glands.  If  found,  the  operation 
should  proceed,  as  likely  they  are  only  in- 
flammatory in  type.  Having  decided  what 
part  of  the  sigmoid,  as  determined  by  the 
blood  supply,  is  to  be  left  as  a permanent 


colostomy,  the  peritoneum  is  separated 
from  the  sigmoid  mesentery  and  the  line 
of  incision  carried  down  to  and  around  to 
free  the  colon  from  its  pelvic  floor  peri- 
toneum, taking  care  to  leave  enough  to 
make  a pelvic  repair.  The  superior  hem- 
orrhoidal artery  is  found  and  doubly 
ligated,  the  sigmoid  divided,  and  the  prox- 
imal end  brought  out  through  a small  in- 
cision in  the  left  lower  quadrant  that  will 
just  comfortably  admit  the  thumb.  The 
distal  end  is  closed  off  and  resected  with 
all  of  its  mesentery  and  glands  down  to 
the  pelvis  where  the  colon  is  freed  by  blunt 
resection  from  the  hollow  of  the  sacrum 
posterially,  anteriorly  to  the  prostate  in 
the  male  and  the  anterior  portion  of  the 
vagina  in  the  female  and  to  the  lateral 
rectal  ligaments  which  are  cut.  The  sig- 
moid is  now  placed  in  the  hollow  of  the 
sacrum;  the  pelvic  floor  repaired  and  the 
abdomen  closed.  The  patient  having  been 
pulled  down  on  the  table  and  the  legs  up 
in  stirrups  the  perineal  phase  of  the  opera- 
tion is  now  at  hand. 

The  rectum  is  closed  by  a stout  purse- 
string suture.  An  incision  is  made  from 
the  coccyx  down  to  and  around  the  rectum ; 
the  levator  ani  on  both  sides  divided  and 
the  dense  fascia  cut.  The  end  of  the  sig- 
moid is  now  found  and  delivered  and  the 
anterior  attachments  are  severed.  All 
bleeders  are  ligated  and  the  cavity  packed 
with  iodoform  gauze  and  the  perineum 
dressed. 

If  at  any  time  during  the  operation  the 
patient  showed  any  signs  of  shock,  the  blood 
should  have  been  given;  if  not,  he  should 
receive  a pint  now  and  be  carried  back 
to  his  bed  with  extreme  gentleness.  The 
foot  of  the  bed  should  be  elevated  and  hot- 
water  bags  placed  around  the  patient.  The 
Wangensteen  should  be  left  in  for  seventy- 
two  hours.  The  retention  catheter  should 
remain  until  the  bladder  regains  its  nor- 
mal tone. 

One  thousand  cubic  centimeters  of  ten 
per  cent  glucose  in  saline  should  be  given 
every  eight  hours,  and  a transfusion  of 
blood  or  plasma  given  whenever  needed. 
Cortalex  in  three  to  five  cubic  centimeter 
injections  is  given  every  two  to  three  hours 
until  danger  of  shock  is  past.  The  pulse, 


September,  1945 


TREATMENT  OF  RECTOSIGMOID  MALIGNANCY — Holehan 


299 


respiration,  and  blood  pressure  are  to  be 
recorded  at  regular  intervals.  The  total 
urinary  output  is  checked.  Morphine,  grain 
one-sixth  or  one-fourth,  is  given  at  regular 
intervals  to  keep  patient  at  ease.  The  co- 
lostomy clamp  and  the  Wangensteen  may 
be  removed  at  the  end  of  seventy-two  hours, 
and  the  patient  will  be  able  to  leave  the 
hospital  in  three  or  four  weeks. 

In  patients  whose  physical  condition  or 
the  condition  of  the  offending  lesion  does 
not  lend  itself  to  the  one-stage  operation, 
the  above  method  can  be  modified  to  the 
two-  or  three-stage  procedure  without  any 
trouble. 

In  conclusion,  I would  like  to  stress  that 
any  change  from  an  established  bowel 
habit,  either  constipation  or  diarrhea,  rectal 
bleeding,  excessive  gas  formation,  pain  or 
straining  at  stools  should  always  make  one 
suspicious  of  malignant  growth.  However, 
the  same  symptoms  or  group  of  two  or 
more  symptoms  may  be  caused  by  hemor- 
rhoids, rectal  or  colon  polyps,  ulcerative 
colitis,  benign  rectosigmoid  stricture  or 
numerous  other  conditions.  The  one  and 
only  way  that  we  may  be  sure  is  to  make 
a thorough  examination  and  that  consists 
of  a digital,  rectal  and  sigmoidoscopic,  labo- 
ratory and  X-ray  checkup.  Just  because 
a patient  has  bleeding  hemorrhoids  does 
not  prohibit  the  possibility  of  a malignancy 
higher  up. 

Since  an  early  diagnosis  may  mean  the 
difference  between  life  and  an  existence 
often  worse  than  death,  let  us  all  be  ever 
alert  to  find  and  check  this  insidious  sabo- 
teur of  mankind. 

DISCUSSION 

L.  W.  EDWARDS,  M.D.  (Nashville):  Gentle- 
men, Doctor  Holehan  has  given  us  an  excellent 
resume  of  the  subject,  a subject  that  is  of  intense 
interest  both  to  the  surgeon  and  to  the  general 
practitioner.  I would  re-emphasize  the  points 
brought  out  by  him  in  regard  to  an  early  diag- 
nosis of  this  disease  and  the  very  simple  methods 
of  examination  that  can  be  used  to  make  a cor- 
rect diagnosis  in  cancer  of  the  rectum  and  recto- 
sigmoid. 

Fairly  early  in  the  disease,  the  patient  will 
have  some  symptoms  referable  to  that  part  of  the 
tract  and  usually  call  attention  to  it,  and  if  we 
will  keep  in  mind  what  he  says  about  the  initial 
examination,  a proctoscopic  examination,  a diag- 


nosis can  usually  be  made.  Occasionally  one  will 
have  to  resort  to  biopsy  to  be  sure. 

I would  say  that  it  is  rare  indeed  that  it  is 
necessary  to  resort  to  an  X-ray  examination  to 
diagnose  carcinoma  in  this  part  of  the  tract.  One 
will  frequently  have  to  use  the  sigmoidoscope, 
which  is  not  a difficult  procedure  if  the  tract  has 
been  thoroughly  cleared  and  one  will  practice  using 
that  instrument. 

We  know  not  only  from  our  own  experience,  but 
from  a study  of  the  literature  that  there  has  been 
a marked  improvement  in  x-esults  in  the  surgical 
treatment  of  carcinoma  of  the  rectum  and  recto- 
sigmoid during  the  past  ten  years.  I do  not  be- 
lieve that  we  can  say  that  this  is  due  to  any  one 
particular  technic  or  one  method  in  dealing  with 
this  disease.  As  a matter  of  fact,  the  operative 
procedure  has  not  varied  since  Miles’  classical  work 
which  was  done  many  years  ago.  As  you  know, 
he  published  his  work  between  1906  and  1910  and 
later  in  1922  and  he  was  the  first,  I believe,  to 
recognize  that  the  treatment  of  cancer  of  the 
rectum  and  rectosigmoid  should  be  done  as  car- 
cinoma in  any  other  part  of  the  body,  and  that  is 
a radical  extirpation  of  the  primary  growth  with 
all  possible  vulnerable  tissue  at  the  time. 

Perhaps  the  most  marked  improvement  is  in 
the  results  that  have  come  about  from  our  in- 
creased knowledge  in  preparing  patients  for  reme- 
dial operative  procedures.  These  cases  come  with 
partial  obstruction  and  we  know,  too,  that  other 
changes  must  be  made  in  the  physiology  of  the 
individual;  dehydration  must  be  overcome;  hypo- 
proteinemia  must  be  overcome;  and  by  a complete 
and  thorough  study  and  taking  several  days,  as  the 
speaker  mentioned,  in  preparing  the  patient,  oper- 
ability can  be  greatly  increased,  and  the  mortality 
will  be  lowered  in  any  one  series  of  cases. 

As  to  the  question  of  doing  an  abdominoperineal 
operation  for  these  lesions  in  one  or  two  stages, 
that  will  depend  largely,  I think,  on  one’s  experi- 
ence and  one’s  judgment.  Suffice  it  to  say  that 
there  is  a tendency  now,  I believe,  to  do  this  opera- 
tion in  a one-stage  procedure  and  that  the  vast 
majority  of  cases  can  be  properly  prepared  and 
made  safe  for  the  one-stage  operation. 

I was  very  much  interested  in  reading  Cattell’s 
recent  report  in  which  he  had  extended  the  one- 
stage  procedure  in  abdominoperineal  resection  to 
seventy-six  per  cent  of  his  cases  in  the  last  report 
of  300-some  cases.  As  you  know,  Doctor  Lahey 
and  Doctor  Cattell  have  tried  out  various  proce- 
dures in  this  group  of  cases.  They  ran  a large 
series  of  cases  in  which  they  did  a two-stage  pro- 
cedure in  all  cases,  the  so-called  Lahey  two-stage 
operation.  It  now  seems  that  practically  everyone 
has  realized  the  advantage  of  a one-stage  proce- 
dure in  the  vast  majority  of  cases. 

The  technic,  as  brought  out  by  Doctor  Holehan, 
is,  I think,  an  excellent  one,  but  the  important  part 
of  the  procedure  is  to  prepare  the  patient  and  to 
realize  that  the  treatment  of  this  disease  surgically 
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is  like  the  surgical  treatment  of  cancer  of  the 
breast — that  is,  wide  incision  and  extirpation,  not 
only  of  the  bowel  containing  the  growth,  but  of 
lymphatics  and  tissue  that  are  vulnerable.  For- 
tunately, this  disease  remains  local  in  fifty  to  sixty 
per  cent  of  the  cases  for  a long  time,  and  here  is 
one  advantage  in  getting  a cure. 

If,  as  he  said,  the  patient  is  explored  and  me- 
tastasis has  already  reached  the  point  of  liver 
involvement  or  high  lymph  gland  involvement  be- 
yond the  point  that  extirpation  is  possible,  only 
palliative  procedures  can  be  done. 

I think  very  marked  progress  has  been  made 
during  the  past  few  years  and  will  continue  to 
be  made  in  these  cases  in  lowering  the  mortality 
and  increasing  the  cures,  and,  after  all,  it  de- 
pends on  an  early  diagnosis  to  get  the  patient  to 
operation  as  soon  as  possible. 

M.  W.  HOLEHAN,  M.D.  (closing) : I enjoyed 
very  much  Doctor  Edwards’  kind  discussion  of  my 
paper.  I realize  this  was  not  a very  scientific 
paper,  but  my  chief  idea  in  writing  this  paper 
was  to  put  it  over  to  the  general  practitioners 
because  they  are  the  ones  who  are  going  to  make 
the  diagnoses  and  see  these  cases.  Too  frequently, 
gentlemen,  we  see  cases  that  have  been  operated 
on  for  hemorrhoids  as  long  as  six  or  eight  weeks 
ago  come  in  still  with  their  bleeding,  and  often 
by  examination  just  with  the  gloved  finger  we  find 
a cancer.  There  seems  to  be  a hesitancy  on  the 
part  of  practitioners  and  probably  hesitancy  on 
the  part  of  the  people  to  let  their  doctors  make 
rectal  examinations  because  most  patients  are  usu- 
ally examined  thoroughly  otherwise,  but  when  it 
comes  to  the  rectal  examination,  that  part  seems  to 
be  overlooked. 

My  one  plea  is,  when  you  are  in  the  least  sus- 
picious of  any  symptoms  at  all,  think  of  this. 
There  are  very  few  symptoms  of  the  left  side  of 


the  colon  because  that  tumor  is  usually  a low- 
grade,  slow-growing  tumor,  and  it  is  insidious  in 
its  growth.  Anemia  and  loss  of  weight  come  very 
late,  so  if  you  are  not  on  your  toes  and  do  not 
examine  these  people  just  as  you  would  examine 
a patient’s  throat  if  he  came  complaining  of  a 
sore  throat,  you  are  going  to  miss  early  diagnosis. 
I used  to  think  of  cancer  of  the  rectum  as  being 
a very  horrible  disease  and  once  diagnosed  it  was 
hopeless  for  the  patient,  but  after  seeing  several 
hundred  cases,  both  in  the  proctological  depart- 
ment of  the  University  of  Tennessee  and  in  my 
private  practice,  I have  come  to  the  conclusion 
that  cancer  of  the  rectum  and  sigmoid,  if  it  has  not 
metastasized  to  the  upper  part  of  the  stomach  and 
the  abdominal  wall,  is  one  of  the  most  hopeful 
cancers  that  we  can  have,  because,  as  I said  be- 
fore, it  is  very  seldom  grade  IV  in  type;  it  is  usu- 
ally grade  II  or  III.  We  can  resect  these  people 
and  they  will  live  their  normal  lives  in  the  great 
majority  of  cases.  We  resect  these  cases  even 
though  we  feel  they  later  may  die  of  metastases. 
Why?  Because  we  know  if  we  leave  this  growth 
in  the  rectum  the  growth  is  going  to  permeate 
and  go  through  the  bowel  wall,  invade  the  bladder, 
the  prostate,  get  out  on  the  skin,  and  that  patient 
is  going  to  die  a miserable,  painful  death,  is  going 
to  live  on  dope  and  worry  you  doctors  and  the 
people,  not  because  he  is  a dope  addict,  but  be- 
cause he  has  so  much  pain  he  has  to  have  it.  If 
we  can  possibly  get  that  tumor  out,  even  though 
we  feel  it  is  going  to  metastasize  some  place  else, 
we  know  that  cancer  metastasis  of  the  liver  and 
the  upper  abdomen  is  a relatively  painless  death, 
so  by  all  means  let’s  get  these  people  and  give  them 
as  easy  a life  as  we  possibly  can,  and  if  we  get 
the  growth  before  it  has  metastasized,  we  can 
offer  the  patient  a mighty  good  chance  of  perma- 
nent health. 
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The  Wagner-Murray-Dingell  Bill 

Two  reprints  of  the  letters  of  the  Ten- 
nessee delegation  in  Congress  were  sent 
to  each  member  of  the  Association.  Under 
the  head,  “And  We  Quote,”  we  reproduce 
letters  from  Dr.  W.  R.  Blue  of  Memphis 
and  Dr.  Edward  T.  Newell  of  Chattanooga. 
Each  asks  for  additional  reprints  and  Doc- 
tor Newell  tells  us  the  use  he  is  to  make 
of  these  he  requested. 

The  Newell  plan  is  certainly  a brilliant 
idea.  By  presenting  the  objectionable  facts 
of  the  Wagner-Murray-Dingell  Bill  to  civic 
clubs  and  other  organizations  and  indi- 
viduals opposition  will  grow.  Action  by 
such  organizations  will  have  influence  if 
the  members  of  the  Tennessee  delegation 
in  Congress  know  of  the  action.  Further- 
more, opposition  by  laymen  will  naturally 
have  more  weight  than  similar  actions  by 
physicians  who  might  be  controlled  by 
selfish  motives  or  accused  of  having  selfish 
motives. 

So  let  us  urge  that  the  members  write 
for  additional  copies  of  the  reprints  of  the 
letters.  Let  us  put  the  facts  before  the 
public.  Let  us  secure  promises  to  write  the 
national  legislators  expressing  the  approval 
of  the  laity  to  the  opposition  to  the  bill. 


HOTEL  ROOMS  FOR  SPECIAL 

SESSION  OF  THE  HOUSE  OF 
DELEGATES,  OCTOBER  20- 
21,  1945,  NASHVILLE 

The  Andrew  Jackson  Hotel  has 
been  designated  as  headquarters  for 
the  called  meeting  of  the  House  of 
Delegates,  October  20-21,  1945. 

A large  football  crowd  is  expected 
in  town  to  see  the  Kentucky  game 
earlier  in  the  afternoon.  Hotel  res- 
ervations will  be  hard  to  secure.  We 
have  the  following  information  to 
offer: 

This  office  holds  a block  of  rooms 
at  the  Andrew  Jackson  Hotel,  where 
there  are  accommodations  reserved 
covering  ten  twin  bedrooms  and  ten 
single  rooms. 

At  the  Noel  Hotel  we  have  reserved 
ten  double  rooms  and  five  single 
rooms. 

At  the  Hermitage  Hotel  we  did  not 
secure  reservations,  but  those  who 
desire  to  stay  there  will  write  directly 
for  their  reservations. 

If  you  are  planning  to  attend  this 
meeting  of  the  House  of  Delegates, 
you  may  write  this  office,  stating  the 
accommodations  desired  and  your 
request  will  be  given  to  the  hotel  as 
received.  Reservations  will  be  con- 
firmed by  the  hotel. 

All  reservations  on  the  above  plan 
must  be  in  this  office  by  October  13. 
If  you  decide  to  come  to  Nashville 
after  October  13,  we  will  not  be  able 
to  help  in  securing  reservations. 


Beware  of  DDT  Imitations 
A great  deal  of  publicity  has  been  given 
the  powerful  insecticide,  Dichloro-Diphenyl- 
Trichlorethane,  popularly  known  as  “DDT.” 
A great  number  of  people  are  anxious  to 
secure  this  preparation. 

At  present  in  some  stores  in  Nashville 
a very  good  insecticide  is  being  sold  under 
a name  resembling  the  genuine  DDT. 

Many  of  us  have  secured  insecticides 
with  a name  resembling  the  DDT.  It  is 
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deeply  regretted  that  the  desire  to  enrich 
oneself  is  imposing  upon  the  credulity  of 
the  public  to  the  extent  that  an  imitation 
product  is  being  sold  upon  the  reputation 
of  the  genuine  article.  The  whole  catch 
is  that  one  might  believe  that  a product 
called  “JJB”  was  the  same  as  “Jay  Jay 
Bee.” 

Upon  inquiry  we  learned  that  the  De- 
partment of  Agriculture  of  the  State  care- 
fully regulates  feed,  fertilizers,  insecticides, 
etc.,  which  are  intended  for  use  on  the 
farm.  However,  there  is  no  law  regulat- 
ing many  products  used  in  the  home.  The 
result  is  that  the  insecticide  used  on  the 
farmer’s  cow  must  state  the  percentages 
of  named  ingredients,  both  active  and  inert, 
but  the  insecticide  used  in  the  farmer’s 
home  is  subject  to  no  regulation. 

In  passing  it  might  be  well  to  add  that, 
after  much  experimenting,  it  appears  that 
sprays  containing  five  per  cent  DDT  are 
most  useful. 

So  when  the  urge  to  kill  bugs  hits  you, 
examine  the  label  of  the  product  offered. 
If  it  claims  to  contain  sufficient  DDT  to 
be  effective,  buy  it  under  any  trade  name. 
Read  the  label  for  your  protection. 


The  Periodic  Health  Examination 

Under  the  presidency  of  Dr.  Beverly 
Douglas,  the  Nashville  Academy  of  Medi- 
cine and  the  Davidson  County  Medical  So- 
ciety is  urging  its  members  to  be  examined. 
In  a letter  to  the  membership  President 
Douglas  enclosed  a copy  of  a letter  from 
Dr.  Olin  West,  who  pointed  out  that  the 
increased  load  carried  by  the  doctors  on 
the  home  front  is  proving  very  costly  to 
the  lives  of  the  profession.  In  his  position 
as  secretary  of  the  American  Medical  As- 
sociation Doctor  West  sees  the  problem  as 
it  exists  all  over  America  and  urges  phy- 
sicians to  use  known  precautions  for  pre- 
serving their  health. 

The  proposed  plan  is  for  the  members 
of  the  academy  to  make  an  appointment 
with  Doctor  Geo.  R.  Meneely  at  the  Vander- 
bilt Hospital  heart  station.  General  exami- 
nation and  screening  will  be  done  there.  The 
doctor  will  be  referred  to  other  depart- 
ments for  any  special  examination  indi- 


cated. We  are  told  that  this  will  take  less 
than  an  hour  of  the  doctor’s  time.  There 
are  seven  examiners  on  the  board.  Of 
course,  all  findings  will  be  confidential. 

The  members  of  the  Nashville  Academy 
are  responding  to  the  lead  of  Doctor  Doug- 
las, and  we  would  suggest  that  other  large 
societies  organize  a similar  program.  Then 
after  the  large  local  societies  have  been 
served,  the  program  might  be  extended  to 
physicians  in  adjacent  areas. 


Minutes  of  Board  of  Trustees’  Meeting, 

Tennessee  State  Medical  Associa- 
tion, Sunday,  September 
9,  1945 

Upon  call  of  Chairman  C.  M.  Hamilton, 
the  trustees  met  at  the  headquarters  office 
Sunday,  September  9,  1945,  at  10:00  A.M. 

The  following  trustees  were  present: 

C.  M.  Hamilton,  M.D.,  Nashville. 

E.  R.  Zemp,  M.D.,  Knoxville. 

B.  L.  Jacobs,  M.D.,  Chattanooga. 

E.  G.  Kelly,  M.D.,  Memphis. 

Kyle  C.  Copenhaver,  M.D.,  Knoxville. 

Others  present: 

W.  C.  Chaney,  M.D.,  Memphis. 

L.  W.  Edwards,  M.D.,  Nashville. 

R.  B.  Wood,  M.D.,  Knoxville. 

H.  B.  Everett,  M.D.,  Memphis. 

A.  R.  Porter,  Jr.,  M.D.,  Memphis. 

J.  0.  Manier,  M.D.,  Nashville. 

W.  M.  Hardy,  M.D.,  Nashville. 

Minutes  of  the  former  meeting  were 
read,  corrected,  and  adopted. 

Chairman  C.  M.  Hamilton,  treasurer  of 
the  Association,  read  a financial  report, 
copy  of  which  is  filed  herewith  and  made  a 
portion  of  these  minutes. 

Secretary-Editor  W.  M.  Hardy  likewise 
read  a report  which  was  discussed  and 
made  a part  of  these  minutes. 

Under  the  discussion  of  reports  Dr.  R. 
G.  Waterhouse,  Knoxville,  was  elected  ab- 
stracter in  surgery  and  Dr.  O.  C.  Gass, 
Chattanooga,  was  elected  abstracter  in 
proctology,  subject  to  his  acceptance.  It 
was  emphasized  that  these  abstracts  should 
be  of  articles  discussing  practical  subjects 
rather  than  rare  cases. 

Dr.  J.  O.  Manier  reported  that  the  com- 
mittee on  full-time  secretary  could  do  noth- 
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ing  until  the  House  of  Delegates  raises 
dues  sufficient  to  pay  said  secretary;  like- 
wise the  establishment  of  a prepayment 
medical  service  plan  depended  upon  an  in- 
crease in  dues.  It  was  moved  by  Dr.  E. 
G.  Kelly,  seconded  by  Dr.  E.  R.  Zemp,  that 
the  Board  of  Trustees  recommended  to  the 
House  of  Delegates  that  the  annual  dues 
of  the  Association  be  raised  to  fifteen  dol- 
lars per  year.  The  headquarters  office  was 
instructed  to  notify  all  component  societies 
the  purpose  for  which  this  increase  would 
be  used.  It  was  moved  by  Doctor  Copen- 
haver  that  the  Board  of  Trustees  request 
President  W.  C.  Chaney  to  call  a meeting 
of  the  House  of  Delegates  in  Nashville  on 
Saturday,  October  20,  at  8 :00  P.M.,  and 
for  Sunday,  October  21.  Motion  seconded 
by  Dr.  B.  L.  Jacobs,  put  to  a vote,  and  car- 
ried. It  was  pointed  out  that  a two-day 
session  would  be  necessary  if  the  by-laws 
were  to  be  amended.  The  items  to  be  con- 
sidered at  this  special  meeting  would  be 
(1)  the  raising  of  dues,  (2)  discussion  of  a 
full-time  secretary,  (3)  decision  on  the  es- 
tablishment of  a prepayment  medical  care 
plan,  and  (4)  any  other  business  that  might 
come  before  the  session  of  the  House. 

Before  the  assembly  of  the  House  of 
Delegates  each  component  county  society 
is  requested  to  instruct  its  delegates  on 
these  four  items. 

Report  of  the  Procurement  and  Assign- 
ment Service,  Dr.  W.  C.  Dixon,  Chairman, 
was  received  by  the  Board.  It  was  moved 
by  Dr.  E.  G.  Kelly,  seconded  by  Dr.  K.  C. 
Copenhaver,  that  this  report  be  published 
in  the  Journal  at  the  request  and  approval 
of  the  Board  of  Trustees  and  that  copies 
thereof  be  sent  to  the  Tennessee  delegation 
in  Congress  with  a letter  of  explanation  to 
the  congressmen.  Doctor  Dixon’s  letter  is 
as  follows : 

September  8,  1945. 
Dear  Doctor  Hamilton: 

In  compliance  with  your  recent  request 
concerning  the  activities  of  the  Procure- 
ment and  Assignment  Service  in  request- 
ing the  return  of  physicians  from  the 
armed  services  to  civilian  practice,  we 
would  like  to  make  the  following  statement : 

In  the  fall  of  1944  we  were  advised  by 


Procurement  and  Assignment  Service  in 
Washington  that  it  would  be  possible  to 
obtain  the  release  of  a few  physicians  to  re- 
turn to  civilian  practice  in  rural  areas 
where  the  need  for  physicians  could  be  sup- 
plied in  no  other  way. 

This  directive  set  up  the  procedure  by 
which  such  requests  were  to  be  submitted. 
We  were  instructed  that  in  forwarding  a 
request  for  the  release  of  any  physician  we 
must  show  the  need  by  setting  forth 
changes  which  had  occurred  among  the 
physicians  of  this  area  by  death,  disability 
or  by  removal  from  the  community.  It  was 
also  necessary  to  show  the  population 
changes  in  the  community  and  to  give  the 
physician-population  ratio  of  this  commu- 
nity. We  were  informed  that  no  request 
for  resignation  would  be  accepted  on  the 
basis  of  specialization. 

This  information,  together  with  a letter, 
was  then  to  be  forwarded  to  Procurement 
and  Assignment  Service,  where  it  was 
passed  on  by  the  Appeal  Committee  of  this 
service.  If  this  committee  approved,  the 
request  was  then  forwarded  to  the  Sur- 
geon General  with  the  approval  of  the  Ap- 
peal Committee.  After  the  approval  of 
the  Surgeon  General,  the  request  had  to 
be  approved  by  two  other  people  before 
it  was  submitted  to  the  Adjutant  General, 
who  is  the  only  person  authorized  to  allow 
a resignation  from  the  Army. 

We  do  not  know  who  these  other  two 
persons  are,  but  we  know  that  in  one  case 
the  local  commanding  officer  of  the  hos- 
pital in  which  the  physician  was  serving 
refused  to  forward  his  request  for  resig- 
nation, and  in  another  instance  the  Corps 
Area  Headquarters  refused  to  allow  the 
resignation  of  a physician  who  had  been 
approved  for  release. 

We  began  to  submit  requests  for  the  re- 
lease of  physicians  on  the  authority  of  the 
directive  referred  to  above  in  October, 
1944.  So  far  we  have  submitted  the  re- 
quest for  twenty-seven  individuals.  Of 
these  twenty-seven,  eleven  have  reached 
the  Surgeon  General’s  office  and  have  been 
approved  by  him.  However,  up  to  the 
present  time,  so  far  as  our  information 
goes,  not  a single  physician  has  been  re- 


304 


DEATHS 


September,  1945 


leased  from  the  Army  or  the  Navy  to  care 
for  acute  situations  which  have  arisen  in 
Tennessee. 

It  should  be  said  in  passing  that  most 
of  these  situations  have  been  brought  about 
by  the  death  or  disability  of  physicians 
who  were  in  active  practice  when  the  re- 
cruitment of  physicians  was  being  made  in 
this  state. 

We  have  urged  as  strongly  as  we  could 
that  physicians  be  released  to  care  for  ci- 
vilian needs. 

We  became  so  discouraged  about  the  mat- 
ter that  on  July  26,  1945,  we  wrote  the 
following  letter  to  Dr.  Frank  H.  Lahey, 
chairman  of  Procurement  and  Assignment 
Service,  and  sent  a copy  of  it  to  each  mem- 
ber of  the  Procurement  and  Assignment 
Committee  and  to  Dr.  Paul  C.  Barton,  exec- 
utive officer: 

Dear  Doctor  Lahey : 

We  feel  compelled  to  suggest  that  the 
Procurement  and  Assignment  Service,  both 
national  and  state,  take  steps  to  make  the 
service  effective  or  cease  to  function  all  to- 
gether. 

Procurement  and  Assignment  Service 
had  a dual  responsibility:  first,  to  supply 
physicians  to  the  armed  forces  and,  sec- 
ond, to  protect  civilian  needs.  It  func- 
tioned effectively  in  supplying  physicians 
to  the  armed  forces. 

You,  doubtless,  are  familiar  with  the  fact 
that  most  of  the  able-bodied  doctors  were 
taken  from  many  communities  and  that 
many  of  the  older  ones  left  behind  are 
broken  down,  leaving  many  civilian  com- 
munities in  urgent  need  of  medical  service. 

It  is  suggested  that  the  Procurement  and 
Assignment  Service  make  a brief  study 
of  the  uses  to  which  doctors  are  being  put 
in  the  service  for  the  purpose  of  determin- 
ing the  needs  of  the  military  in  relation 
to  the  needs  of  the  civilian  population.  It 
seems  necessary  that  such  data  be  collected 
and  placed  before  the  Congress  which  seems 
to  be  the  only  body  in  a position  to  tell 
the  military  how  and  when  to  act  on  such 
matters. 

While  Procurement  and  Assignment 
Service  is  still  charged  with  the  responsi- 
bility of  protecting  civilian  needs,  it  ap- 
parently has  no  authority  and  its  recom- 


mendations are  disregarded  by  the  military 
authorities. 

It  would  seem  desirable  to  us  then  that 
this  fact  be  made  known  and  that  the  re- 
sponsibility for  conditions  in  civilian  com- 
munities be  placed  on  the  military  authori- 
ties where  it  belongs  by  reason  of  the  fact 
that  they  refuse  to  release  physicians  for 
acute  emergency  civilian  needs. 

So  far  as  we  know,  no  such  action  has 
been  taken  by  the  Procurement  and  As- 
signment Service. 

It  will  be  recalled  that  at  the  beginning 
of  the  recruitment  program  a quota  was 
established  for  each  state.  For  a time 
we  were  informed  as  to  what  percentage 
of  our  quota  we  had  secured. 

While  we  do  not  know  definitely,  it  is 
our  impression  that  Tennessee,  together 
with  many  of  the  Southeastern  States, 
greatly  exceeded  their  quotas.  It  would 
seem  that  this  fact  should  be  taken  into 
consideration  in  the  return  of  medical  of- 
ficers to  serve  in  distress  areas. 

Respectfully, 

W.  C.  Dixon,  M.D., 

Chairman,  Procurement 
Assignment  Services. 

H.  H.  Shoulders,  M.D., 
Vice-Chairman. 

L.  W.  Edwards,  M.D. 

B.  L.  Jacobs,  M.D. 

R.  B.  Wood,  M.D. 

*Lee  K.  Gibson,  M.D. 

J.  B.  Stanford,  M.D. 

W.  0.  Baird,  M.D. 

No  further  business  appearing  the  meet- 
ing adjourned  at  12:15  P.M. 

C.  M.  Hamilton,  M.D., 

Chairman. 


*On  vacation. 
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Thomas  F.  Taylor,  M.D. 

Thomas  F.  Taylor,  M.D.,  Dresden ; Uni- 
versity of  Tennessee  School  of  Medicine, 
1898;  aged  seventy-five;  died  April  4,  1945. 
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Memphis,  Tennessee 
August  17,  1945 

Gentlemen : 

Please  send  me  fifty  copies  of  the  pam- 
phlet entitled,  “Letters  from  Tennessee 
Senators  and  Representatives  Concerning 
the  Wagner-Murray-Dingell  Bill.”  If  there 
are  any  charges,  bill  me  for  same. 
Sincerely, 

W.  R.  Blue,  M.D. 


“Obnoxious  and  Demoralizing” 

When  the  official  text  of  the  Wagner- 
Murray-Dingell  Bill  at  last  was  made  avail- 
able to  the  press,  it  revealed  that  certain 
doctors  and  dentists  in  each  community 
would  be  designated  by  the  Surgeon  Gen- 
eral as  the  approved  federal  practitioner  for 
that  area.  No  doctor  could  qualify  as  a 
specialist  in  any  particular  field  save  upon 
designation  by  the  Surgeon  General.  And 
no  patient  would  be  permitted  to  consult 
a specialist  until  the  case  had  been  “ap- 
proved by  a medical  administrative  officer 
appointed  by  the  Surgeon  General.” 

And  all  this,  says  Senator  Wagner,  is 
not  socialized  medicine,  is  not  state  medi- 
cine. 

Well,  Senator,  we  have  examined  the  text 
of  your  bill. 

We  think  it  IS  socialized  medicine. 

We  feel,  further,  that  it  is  socialized  med- 
icine in  a peculiarly  obnoxious  and  demor- 
alizing form. — The  Heralcl-News,  Passaic, 
New  Jersey.  (Reprinted  from  the  Nash- 
ville Banner,  August  17,  1945.) 


Chattanooga,  Tennessee 
August  22,  1945 
Dear  Doctor  Hardy: 

I have  just  received  the  copies  of  the 
opinion  of  the  two  senators  and  the  ten 
congressmen  from  this  state  in  regard  to 
the  Senate  bill,  1050. 

I think  this  is  the  best  thing  that  has 
happened  for  organized  medicine  since  I 
have  been  in  Tennessee.  I read  this  pam- 
phlet to  the  Surgeons’  Club  last  night  and 
asked  them  to  cooperate  with  me  in  getting 


the  various  civic  clubs  of  this  city  to  en- 
dorse the  expressions  of  the  congressmen. 
If  we  can,  I hope  to  send  to  each  one  of 
the  congressmen  the  endorsement  of  the 
civic  clubs.  This  will  portray  to  them  the 
fact  that  "the  people”  are  against  socialized 
medicine  as  much  or  more  so  than  the 
medical  profession. 

If  this  could  be  done  in  every  large  town 
in  Tennessee,  and  if  the  same  plan  was 
adopted  in  the  other  states  of  the  Union, 
I believe  that  the  idea  of  socialized  medicine 
would  be  halted  for  a quarter  of  a century 
— possibly  for  all  time. 

The  people  of  the  United  States  are  more 
appreciative  of  the  medical  profession  than 
ever  before.  They  realize  that  the  young 
medical  men  have  gone  to  the  front  and 
offered  all,  and  that  the  older  members  of 
their  profession  have  stayed  at  home  and 
done  double  duty.  There  have  been  as 
many  casualties  on  the  home  front  as  on 
the  firing  line.  All  this  has  been  accom- 
plished without  any  increase  in  charges  for 
service  and  without  any  fanfare. 

This  is  the  golden  opportunity  for  the 
medical  profession  to  rid  itself  of  the  threat 
of  socialized  medicine  and  by  so  doing  ac- 
complish more  for  the  health  and  welfare 
of  the  people  of  this  country  than  they  are 
accomplishing  for  themselves. 

Please  send  me  thirty  copies  of  your  “Let- 
ters from  the  Tennessee  Senators  and  Rep- 
resentatives.” I want  to  distribute  them 
where  they  will  do  the  most  good  for  all 
parties  concerned. 

Edward  T.  Newell,  M.D. 


Washington,  D.  C. 

^ September  4,  1945 

Dear  Sir: 

May  I ask  you  to  be  good  enough  to 
help  us  by  bringing  the  following  to  the 
notice  of  the  members  of  your  Association? 

The  Chinese  government  has  requested 
United  Nations  Relief  and  Rehabilitation 
Administration  to  provide,  as  soon  as  pos- 
sible, some  200  field  personnel  of  the  fol- 
lowing categories  to  strengthen  the  avail- 
able Chinese  personnel.  Such  personnel 
will  be  required  to  head  the  respective 
services  in  hospitals  of  100  or  250  beds, 
which  will  be  established  in  areas  recently 
liberated  from  the  Japanese: 
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General  surgeons,  orthopedic  surgeons, 
genitourinary  surgeons,  gynecologists  and 
obstetricians,  general  physicians,  derma- 
tologists and  syphilologists,  ophthalmolo- 
gists, otolaryngologists,  radiologists,  den- 
tists, pediatricians,  laboratory  technicians, 
X-ray  technicians,  sanitary  engineers,  pub- 
lic health  engineers,  public  health  nurses, 
clinical  nurses. 

General  practitioners  with  some  special- 
ist experience  will  be  acceptable.  Candi- 
dates should  be  under  fifty-five  years  of  age 
and  in  good  physical  condition. 

Will  those  interested  please  write  to  me 
at  United  Nations  Relief  and  Rehabilita- 
tion Administration,  1344  Connecticut  Ave- 
nue, N.W.,  Washington  25,  D.  C.? 

Yours  sincerely, 

SZEMING  SZE,  M.D., 
Chief,  Far  East  Section 
Health  Division. 


NEWS  NOTES  AND  COMMENTS 


Dr.  H.  W.  Kostmayer,  dean  and  director 
of  the  Department  of  Graduate  Medicine, 
Tulane  University,  New  Orleans,  advises 
that  short  intensive  courses  of  a week’s 
duration  will  be  available  at  Tulane  as  fol- 
lows : 

Internal  Medicine,  October  15-20,  1945. 

Traumatic  and  Emergency  Surgery,  No- 
vember 5-10.  1945. 

Pediatrics,  November  10-14,  1945. 

Obstetrics  and  Gynecology,  January  14- 
18,  1946. 

The  Commonwealth  Fund  has  available 
a limited  number  of  fellowships  covering 
transportation  for  the  round  trip  to  New 
Orleans,  tuition,  and  a stipend  of  fifty  dol- 
lars for  each  of  these  courses.  Physicians 
interested  in  being  considered  for  a fel- 
lowship to  cover  one  or  more  of  these 
courses  should  make  personal  application  to 
the  Division  of  Public  Health  of  the  Fund, 
Dr.  C.  L.  Scamman,  41  East  Fifty-Seventh 
Street,  New  York. 

As  in  the  past,  applicants  may  be  re- 
quired to  submit  to  a personal  interview 
with  a member  of  the  fund’s  staff  at  some 


central  point  within  the  state,  and  pref- 
erence will  be  given  in  making  awards  to 
physicians  who  are  now  or  expect  to  be  lo- 
cated for  practice  in  communities  of  less 
than  25,000. 


Due  to  transportation  difficulties  the  ex- 
amination of  the  American  Board  of  Oph- 
thalmology, originally  scheduled  for  Chi- 
cago, October,  1945,  has  been  postponed  to 
January  18  to  22,  inclusive,  1946. 

1946  EXAMINATIONS 

Chicago,  January  18  through  22. 

Los  Angeles,  January  28  through  Feb- 
ruary 1. 

New  York,  May  or  June. 

Chicago,  October. 


The  American  Public  Health  Association 
announces  the  inauguration  of  a program 
to  accredit  schools  of  public  health.  Those 
interested  in  these  plans  may  address  Dr. 
Reginald  M.  Atwater,  executive  secretary, 
1790  Broadway,  NewT  York  19,  New  York. 


NEWS  FROM  AND  ABOUT 
TENNESSEE  PHYSICIANS  IN 
THE  MILITARY  SERVICE 


Major  Alvin  H.  Benz  transferred  from 
Station  Hospital,  New  Orleans,  Louisiana, 
to  818  North  Rush  Street,  Chicago,  Illinois. 

Major  M.  I.  Davis  transferred  from 
Gardiner  General  Hospital,  Chicago,  to  23 
Haven  Avenue,  New  York  City. 

Major  Augustus  McCravey  transferred 
from  Camp  Atterburv,  Indiana,  to  117th 
General  Hospital,  Fort  Lewis,  Washington. 

Lieutenant  Colonel  John  W.  Claiborne’s 
new  address  is  No.  4 Conversion  Hospital, 
A.P.O.  749,  care  Postmaster,  New  York 
City. 

Lieutenant  Colonel  Starnes  E.  Walker 
transferred  from  Veterans  Administration, 
Fayetteville,  North  Carolina,  to  Veterans 
Administration,  Excelsior  Springs,  Mis- 
souri. 

First  Lieutenant  Clyde  R.  Kirk’s  new 
address  is  118th  General  Hospital,  A.P.O. 
1002,  care  Postmaster,  San  Francisco,  Cali- 
fornia. 

Captain  Harold  Avent  has  received  a 
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discharge  after  serving  overseas  for  a num- 
ber of  months  and  will  resume  his  practice 
in  the  Physicians  and  Surgeons  Building, 
Memphis. 

Lieutenant  Colonel  A.  F.  Paissell  is  now- 
practicing  with  Dr.  C.  S.  McMurray  in 
Nashville.  Doctor  Russell  received  his  dis- 
charge after  extensive  service  in  the  Euro- 
pean theatre  of  war. 


29  July  1945. 

Dear  Doctor  Hardy: 

The  June  issue  of  the  Journal  just  ar- 
rived and  I want  you  to  know  I greatly 
appreciate  the  receipt  of  it.  My  only  con- 
tact with  you  is  through  the  Journal  and 
it  probably  means  more  to  us  overseas  than 
to  you  at  home. 

I have  made  many  new  Tennessee  med- 
ical doctor  friends  since  I have  been  over- 
seas and  have  seen  many  old  friends.  In 
practically  every  gathering  of  Medical 
Corps  in  the  Army  there  are  at  least  two 
or  three  from  Tennessee.  Just  last  night 
at  a 75th  Division  party  in  Chalon,  France, 
I met  Doctor  Massengill,  Memphis,  Ten- 
nessee, who  finished  at  University  of  Ten- 
nessee in  1937. 

I was  in  England  from  March,  1944,  to 
June,  1945,  with  a general  hospital.  For 
the  last  two  months  we  have  been  staging 
in  France  from  Etretat,  Verdun,  and 
Rheims.  I have  spent  my  time  traveling 
over  European  countries.  We  are  going 
into  occupation  at  Stuttgart,  Germany,  and 
open  a general  hospital  there  by  1 Septem- 
ber 1945. 

Please  note  my  change  of  address  to 
A.P.O.  519. 

Hoping  to  be  home  someday, 

Gratefully, 

Baker  Hubbard. 

Major  G.  B.  Hubbard,  0-356544 

216  General  Hospital,  A.P.O.  519 

Care,  P.M.,  New  York  City. 


MEDICAL  SOCIETIES 


Hamilton  County: 

Programs  scheduled  for  September  and 
October : 


September  27 — “Surgical  Clinic”  at  Er- 
langer  Hospital,  by  Dr.  Burton  L.  Jacobs. 

October  4 — “Postwar  Psychiatric  Prob- 
lems,” by  Dr.  J.  B.  Swafford. 

October  11 — “Ringlike  Skin  Lesions 
(Kodochrome  Slides),”  by  Dr.  Clarence 
Shaw. 

October  18 — "Vaginal  Hysterectomy,”  by 
Dr.  Franklin  Johnson. 

October  25 — “Medical  Clinic”  at  Er- 
langer  Hospital,  by  Charles  R.  Thomas. 
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INTERNAL  MEDICINE 

By  R.  B.  Wood,  M.D. 

By  D.  R.  Thomas,  M.D. 

Medical  Arts  Building,  Knoxville 


Oral  Therapy  for  Pruritis  Ani.  L.  G.  Bodkin,  M.D. 

Journal  of  Digestive  Diseases,  August,  1945. 

Forty-two  cases  are  reported,  with  duration  of 
symptoms  from  one  to  thirty  years,  and  three  cases 
with  associated  pruritis  vulvae. 

A high  degree  of  nervousness  was  found  to  be 
the  most  constant  symptom  in  all  cases.  No  de- 
monstrable lesion  or  disease  was  found  in  ninety- 
five  per  cent  of  the  cases.  Laboratory  findings,  in- 
cluding X ray,  showed  no  consistent  findings. 

In  treatment  local  use  of  soap  was  avoided  for 
weeks  and  perianal  cleansing  was  done  with  a 
bland  oil.  All  bedding  and  clothing  was  washed 
with  a fine  soap.  Skin  fissures  as  well  as  those 
within  the  anal  canal  were  treated  with  silver 
nitrate  solution  of  varying  strength. 

Mineral  oil  (orally),  alcohol  in  excess,  fried  foods, 
condiments,  and  local  use  of  soap  were  found  to 
aggravate  the  condition  or  delay  improvement. 

Medication  internally  consisted  of  a capsule  con- 
taining takadiastase  grain  .5,  novatropine  grain 
1/24,  and  dilantin  grain  1%  before  meals  and  at 
bedtime.  The  dosage  may  need  reduction  if  toxic 
manifestations  appear. 

Most  cases  were  clear  of  symptoms  in  eight 
weeks  and  the  area  normal  in  appearance.  Im- 
provement began  within  a few  days  after  institu- 
tion of  treatment.  Recurrences  have  been  few  and 
the  symptoms  promptly  disappeared  on  resumption 
of  treatment. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


The  Comparative  Action  of  Posterior  Pituitary  and 
Ergonovine  in  the  Third  and  Fourth  Stages  of  Labor. 
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Morris  Leff,  M.D.,  New  York.  American  Journal  of 

Obstetrics  and  Gynecology,  Vol.  49,  No.  6,  June,  1945. 

Neither  posterior  pituitary  nor  ergonovine  should 
be  given  with  the  idea  of  hastening  the  separation 
of  the  placenta,  as  the  placenta  separates  by  itself 
as  soon  as  the  baby  is  born  and  can  be  expressed 
in  a fewr  minutes.  This  fact  has  recently  been 
confirmed  by  Danforth,  Graham,  and  Ivy. 

The  management  of  the  third  and  fourth  stages 
of  labor  is  therefore  as  follows: 

When  the  baby  is  born,  the  cord  is  tied  as  soon 
as  the  baby  has  taken  one  or  two  deep  breaths, 
but  not  before.  The  baby  thereby  expands  its  lungs 
and  fills  its  system  with  as  much  blood  as  it  can 
hold.  We  do  not  wait  for  pulsations  in  the  cord 
to  cease  before  tying  it,  as  the  infant  does  not 
acquire  more  blood  during  the  pulsations.  If  the 
pulsations  were  really  an  indication  of  blood  cir- 
culating from  the  placenta,  then  the  same  quantity 
of  blood  would  flow  out  of  the  baby  as  is  supposed 
to  flow  into  it. 

A vaginal  examination  is  made  to  ascertain 
whether  the  cervix  has  not  contracted  down  on 
the  already  separated  placenta  and  the  placenta 
is  promptly  delivered.  One  ampule  (10  units)  of 
pitocin  is  then  given  intramuscularly.  Bimanual 
compression  of  the  uterus  is  done  to  control  and 
minimize  the  loss  of  blood  in  the  interval  that 
the  pitocin  is  taking  effect,  and  while  the  uterus 
is  going  through  the  process  of  contraction  and 
relaxation. 

When  the  bleeding  is  fairly  well  under  control, 
a large  wad  of  moist  cotton  is  placed  in  the  vagina 
and  repair  of  the  episiotomy  or  lacerations  is  com- 
menced. The  repair  is  not  done  before  the  placenta 
is  delivered  nor  before  the  uterus  is  well  contracted 
and  bleeding  is  controlled. 

During  the  repair  , the  nurse  continues  to  hold 
the  uterus  firmly.  If  it  relaxes  or  bleeding  recurs, 
the  sewing  is  interrupted  and  attention  is  imme- 
diately given  to  the  uterus.  The  cotton  sponge  is 
removed  from  the  vagina,  vaginal  examination  is 
made,  clots  are  removed,  and  the  uterus  is  again 
compressed  bimanually  until  the  uterus  is  in  a 
satisfactory  state  and  the  bleeding  is  under  con- 
trol. When  the  repair  is  completed,  vaginal  exam- 
ination is  again  done,  all  clots  are  removed  from 
the  cervix  and  vagina,  and  the  cervix  is  palpated 
to  ascertain  whether  it  has  retracted. 

We  then  wait  the  twenty  minutes  for  the  pitocin 
to  have  its  full  effect  and  only  then  give  one 
ampule  (.2  milligram)  of  ergotrate  intramuscular- 
ly. In  this  way  we  attain  contraction  of  the  uterus 
with  retraction  of  the  cervix  and  a firm  tonic 
uterus. 

If  there  is  still  some  bleeding  or  oozing  or  if 
the  uterus  has  a tendency  to  relax,  we  pack  the 
vagina  with  iodoform  gauze  in  order  to  fill  up  the 
vagina  so  that  when  the  uterus  is  held  and  com- 
pressed it  is  pressed  against  a solid  body  rather 
than  an  empty  space.  The  writer  maintains  that 
packing  the  uterus  is  unphysiologic.  The  object 


is  to  obliterate  the  bleeding  sinuses,  but  by  pack* 
ing  the  uterus  the  sinuses  are  instead  distended 
and  not  permitted  to  contract.  Bimanual  compres- 
sion of  the  uterus  is  a logical  means  of  compress- 
ing the  sinuses  and  controlling  bleeding. 

By  giving  the  pituitary  extract  immediately 
after  the  placenta  is  delivered  and  postponing  the 
ergonovine  for  twenty  minutes,  the  results  have 
been  much  more  satisfactory  in  the  last  2,500  cases 
than  in  the  previous  series. 

Blood  plasma  and  facilities  for  blood  transfu- 
sions should  be  available,  but  we  must  not  lose 
sight  of  the  fact  that  prevention  of  the  loss  of 
blood  is  safer  and  more  important  than  the  most 
elaborate  facilities  for  its  replacement.  Blood 
plasma  cannot  be  considered  a substitute  for  whole 
blood  and  should  be  used  only  while  preparation 
is  being  made  for  the  transfusion,  but  it  should 
not  delay  the  transfusion.  Glucose  and  saline  may 
do  more  harm  than  good  if  given  while  bleeding 
still  continues,  for  the  additional  fluid,  by  raising 
the  blood  pressure,  may  aggravate  the  bleeding. 
Blood  transfusions,  when  necessary,  should  be 
given  as  soon  as  possible;  time  should  not  be 
wasted  by  lulling  ourselves  into  false  security  in 
depending  upon  substitutes.  We  must  also  realize 
that  500  cubic  centimeters  of  blood  is  not  sufficient 
to  replace  four  or  five  times  that  amount  which 
may  have  been  lost.  When  the  veins  are  collapsed, 
it  is  being  advocated  that  transfusion  be  given 
through  sternal  puncture.  More  attention  must 
now  be  given  to  the  Rh  factor  in  transfusions;  it 
is  a real  danger  if  ignored. 

By  managing  the  third  and  fourth  stages  of 
labor  as  outlined  we  have  had  most  gratifying  re- 
sults and  transfusions  were  rarely  necessary. 

Posterior  pituitary  causes  both  contraction  and 
retraction  of  the  uterus  and  produces  retraction  of 
the  cervix.  It  should  be  given  immediately  after 
the  placenta  is  delivered. 

Ergonovine  causes  a tonic  contraction  of  the 
uterus,  but  no  retraction,  and  should  only  be  given 
twenty  minutes  subsequent  to  the  posterior  pitui- 
tary extract  when  retraction  of  the  cervix  has 
already  taken  place. 


Craniotomy  with  Review  of  Cases.  J.  Irving  Kushner, 
M.D.,  F.A.C.S.,  and  A.  Charles  Posner,  M.D.,  F.A.C.S., 
New  York.  American  Journal  of  Obstetrics  and 
Gynecology,  Vol  50,  No.  1,  July,  1945. 

Craniotomy  is  one  of  the  most  serious  obstetric 
operations.  Very  little  is  written  concerning  its 
indications  and  technique.  Frequently  it  is  not 
used  when  it  should  be.  Because  it  is  gruesome 
and  a mutilating  procedure,  few  authors  write  in 
great  detail  on  this  important  subject. 

Too  often  have  women,  who  give  a history  of 
premature  rupture  of  the  membranes,  long  hours 
of  labor,  and  either  repeated  vaginal  examinations 
or  attempts  at  delivei'y,  or  both,  been  subjected  to 
Caesarean  section  with  the  delivery  of  a dead  baby. 
Frequently,  in  order  to  save  the  lives  of  these 


September,  1945 


ABSTRACTS  OF  CURRENT  LITERATURE 


309 


women,  a radical  operation  with  removal  of  the 
uterus  is  done,  thereby  destroying  the  possibility 
of  future  childbearing.  Many  mothers  have  under- 
gone the  dangers  of  Caesarean  section  to  have 
presented  to  them  a hydrocephalic  child,  or  a child 
so  damaged  that  it  does  not  survive  or,  at  best,  is 
mentally  deficient. 

Craniotomy  should  be  performed  whenever  the 
child  is  dead  unless  it  may  easily  be  delivered  by 
forceps.  It  should  be  done  on  hydrocephalic  chil- 
dren where  there  is  marked  disproportion,  or  in 
other  types  of  maldevelopment,  provided  the  diag- 
nosis is  confirmed  beyond  a shadow  of  doubt  and 
the  mother  cannot  be  delivered  per  vaginam.  Cra- 
niotomy should  not  be  done  if  the  conjugata  vera 
is  below  6.5  centimeters,  or  where  the  pelvic  canal 
is  blocked  by  ovarian  or  uterine  tumors,  or  when 
the  cervix  is  fibrous  or  carcinomatous. 

Incidence. — In  this  series  of  cases,  from  July, 
1932,  through  June,  1943,  at  the  Bronx  Hospital, 
there  were  22,705  deliveries.  Of  this  number  nine- 
teen were  delivered  by  craniotomy,  a percentage 
of  .084. 

Indications. — The  indications  for  the  craniot- 
omies in  this  series  are  presented  in  Table  II. 

Table  II — Indications  for  Craniotomy 


Indications 


Unrecognized  cephalopelvic  disproportion: 

attempted  forceps;  dead  fetus 1 1 

Flat  pelvis;  cephalopelvic  disproportion; 

attempted  manual  dilatation;  dead  fetus  2 2 

Flat  pelvis;  cephalopelvic  disproportion; 

prolapsed  cord;  dead  fetus 3 3 

Attempted  forceps  for  occipitoposterior; 

Bandl's  ring;  dead  fetus 4*  3 1 

Attempted  forceps  for  occipitoposterior; 

dead  fetus  3 3 

Hydrocephalus;  disproportion  4 4 

Intrauterine  death  for  sixty-eight  days;  in- 
effectual labor  pains;  dead  baby 1 1 

Bag  induction  for  cervical  dystocia;  dead 
fetus  1 1 


‘Version  was  also  attempted  in  two  cases  following  fail- 
ure  of  the  forceps  and  before  craniotomy  was  done. 
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Length  of  Labor. — The  length  of  labor  of  this 
group  of  patients  varied  between  107  and  nine 
hours.  All  cases  had  a history  of  early  rupture  of 
the  membranes,  the  longest  being  sixty-seven  hours. 

Maternal  Mortality. — In  this  series  of  cases  there 
were  two  maternal  deaths,  a percentage  of  10.5. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Definition  of  Anomalous  Retinal  Correspondence.  K. 
C.  Swan.  Archives  of  Ophthalmology,  July,  1945. 
“The  prevalent  definition  of  abnormal  retinal 
correspondence  as  an  anomaly  in  which  the  fovea 
of  the  fixating  eye  and  a peripheral  retinal  area 


in  the  squinting  eye  become  functionally  corre- 
sponding points  seem  erroneous.  Studies  of  the 
field  of  binocular  vision  reveal  that  the  peripheral 
retinal  area  in  question  is  almost  invariably  sup- 
pressed. 

“Unless  there  is  a high  degree  of  amblyopia  the 
macular  region  of  the  squinting  eye  is  only  partial- 
ly suppressed;  consequently,  demonstration  that 
the  foveal  or  macular  regions  of  the  two  eyes  are 
not  corresponding  points  provides  a practical 
method  of  diagnosing  anomalous  retinal  corre- 
spondence in  the  great  majority  of  patients.'  After- 
images, stereoscopic  devices,  or  a filter  projection 
system  may  be  utilized  to  stimulate  the  macular 
regions  and  to  determine  their  relative  directions. 

“Anomalous  retinal  correspondence  is  not  neces- 
sarily fixed  at  a constant  angle  of  anomaly,  but  is 
frequently  variable  and  tends  to  adapt  itself  to  the 
deviation  of  the  eyes.  Experience  with  several 
hundred  cases  indicates  that  instead  of  completely 
disrupting  abnormal  retinal  correspondance,  muscle 
surgery  alone  usually  results  in  a gradual  change 
in  the  angle  of  anomaly  to  correspond  with  the 
new  deviation. 

“Another  characteristic  of  anomalous  retinal 
correspondence  is  that  it  becomes  unstable  with 
disuse;  that  is,  disruption  of  binocular  vision.  Pro- 
longed monocular  occlusion  is  an  important  adjunct 
in  treatment  of  the  anomaly. 

“In  accordance  with  these  findings,  anomalous 
retinal  correspondence  is  defined  as  an  anomaly  of 
binocular  vision  in  which  areas  in  the  two  retinas 
normally  having  a common  visual  direction — for 
example,  the  foveas  acquire  an  unstable  and  often 
variable  visual  direction  in  relation  to  each  other, 
but  usually  in  accordance  with  the  squinting  posi- 
tion. The  anomaly  is  always  associated  with  some 
degree  of  suppression  of  the  squinting  eye,  the 
point  of  fixation  almost  invariably  being  viewed 
monocularly.” 


ROENTGENOLOGY 

By  J.  Marsh  Frere,  M.D. 

Newell  and  Newell  Sanitarium,  Chattanooga 


Ileocecal  Tuberculosis.  Mortimer  Richard  Camiel, 
M.D.,  Jamaica,  New  York.  Radiology,  April,  1945, 
Vol.  44,  No.  4,  p.  344. 

The  author  has  presented  in  a concise  way  the 
direct  roentgen  signs  in  the  terminal  ileum,  ileo- 
cecal valve,  and  the  cecum,  and  also  the  indirect 
roentgen  signs  found  in  the  appendix  and  other 
parts  of  the  ileum  and  colon  found  in  ileocecal 
tuberculosis.  Oral  administration  of  barium  mix- 
ture followed  by  hourly  fractional  studies  of  the 
small  intestine  is  continued  until  the  ileocecal  re- 
gion is  visualized.  Barium  enema  studies  are  also 
done,  followed  by  the  post-evaluation  picture  and 
air  contrast  studies. 

The  roentgen  signs  that  are  found  at  the  terminal 
ileum  are  as  follows: 
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1.  Transient  spasm  (early). 

2.  Mucosal  irregularity  (early) ; loss  of  mucosal 
markings  (late). 

3.  Narrowing. 

4.  Irregularity  of  the  walls. 

5.  Straightening  and  rigidity  of  the  walls. 

6.  Cone-shaped  terminal  portion. 

7.  Stringlike  appearance  of  the  ileum. 

8.  Loss  of  normal  changes  in  appearance  on  se- 
rial exposures. 

9.  An  ulcer  crater. 

The  roentgen  signs  that  are  found  at  the  ileo- 
cecal valve  are  as  follows: 

1.  Increased  valve  visibility. 

2.  Gaping  valve  with  no  evidence  of  obstruction. 

3.  Delay  or  obstruction  at  valve. 

4.  Regurgitation  with  obstruction. 

The  roentgen  signs  that  are  found  at  the  cecum 
are  as  follows: 

1.  Mucosal  irregularities. 

2.  Spasm  and  deformity  of  shape. 

3.  Stierlin’s  sign. 

4.  Contour  changes. 

5.  Negative  shadow  caused  by  ileocecal  valve. 

The  indirect  roentgen  signs  are:  (1)  an  irreg- 
ular filled  appendix  which  may  have  a niche  and  an 
abnormal  fixation;  (2)  multiple  girdling  ulcers  in 
the  right  and  central  portions  of  the  transverse 
colon;  (3)  obliteration  of  right  psoas  shadow;  (4) 
enlargement  of  liver  and  spleen  shadows;  (5)  hy- 
permotility of  intestine. 


SURGERY 

By  Herbert  Acuff,  M.D. 
Medical  Arts  Bldg.,  Knoxville 


Experiences  with  the  Miller- Abbott  Tube:  A Statistical 

Study  of  One  Thousand  Cases.  Annals  of  Surgery, 

August,  1945. 

The  author  has  statistical  data  from  the  Pres- 
byterian Center  in  New  York  covering  more  than 
1,000  cases  in  which  the  Miller-Abbott  tube  has 
been  used  both  pre  and  postoperatively.  He  con- 
cludes that  its  use  makes  the  small  intestine  ac- 
cessible for  physiologic  observation,  diagnosis,  and 
therapy. 

While  its  principal  use  is  in  deflating  the  gastro- 
intestinal tract,  the  stomach  can  best  be  deflated 
by  simpler  means  and  the  tube  used  for  distention 
of  the  small  intestine.  In  event  of  volvulus  or 
obstructing  adhesions  in  the  small  bowel,  the  point 
of  obstruction  can  be  accurately  located  and  many 
times  by  the  increase  of  peristalsis  caused  by  the 
natural  response  of  the  bowel  to  expel  a foreign 
substance,  the  recent  formed  obstruction  is  relieved. 

Its  value  as  a factor  in  reducing  the  mortality 
in  mechanical  and  paralytic  ileus  is  shown  by  a 
comparative  study  of  a series  of  such  cases  in  the 
Presbyterian  Hospital  in  1939  as  follows:  Leigh 
and  Diffendorf  treated  182  cases  with  the  Miller- 
Abbott  tube  technic  with  a mortality  of  6.5  per 


cent;  Smith  and  Van  Beuren  in  the  same  hospital 
treated  103  cases  without  the  tube  with  a mortality 
of  18.4  per  cent. 

Fluoroscopic  and  X-ray  examinations  are  of 
great  assistance  in  showing  the  point  of  obstruc- 
tion. It  is  pointed  out  that  a thin  barium  solution 
may  be  noted  fluoroscopically  to  pass  on,  while  the 
tube  does  not,  thus  locating  the  obstruction. 

In  right  colectomy  its  advantages  have  been  so 
striking  that  a one-stage  resection  can  now  prefer- 
ably replace  the  former  two-stage  plus  enterostomy 
procedure. 

It  is  also  of  marked  advantage  in  deflating  the 
small  intestine  following  resection  of  the  left  colon, 
sigmoid,  and  rectum.  Differentiation  of  the  type 
of  obstruction  is  of  greatest  importance. 

In  mechanical  ileus  the  pain  is  colicky,  cramplike 
with  intervals  of  relief.  In  strangulation  ileus 
with  beginning  gangrene  the  pain  is  continuous. 
In  the  mechanical  type  the  temperature,  pulse  rate, 
and  white  blood  count  are  normal,  while  in  strangu- 
lation ileus  all  of  these  factors  are  increased.  In 
mechanical  ileus  the  tenderness  and  muscle  spasm 
are  not  noticeable,  while  in  strangulation  ileus 
the  area  of  tenderness  is  quite  diagnostic  of  the 
site  of  obstruction. 

The  differential  diagnosis  of  these  types  are  most 
important  because  in  strangulation  ileus  early  op- 
eration is  demanded. 

Technic  of  Introduction 

Nasal  passages  to  be  free  of  obstruction  and 
painted  with  two  per  cent  butyn  or  cocaine  solution 
as  well  as  the  pharynx  and  posterior  tongue.  The 
balloon  on  the  end  of  the  Miller-Abbott  tube  is 
folded  umbrellalike  back  over  the  tube  and  is  well 
lubricated.  Patient  is  placed  in  semiupright  posi- 
tion; the  tube  is  passed  through  the  nose  into  the 
stomach  to  the  sixty-centimeter  mark.  Sips  of 
water  aid  the  passage.  Aspirate  the  stomach  of 
contents  or  gas.  Then  instill  with  a syringe  two 
to  three  cubic  centimeters  of  metallic  mercury  into 
the  balloon.  Turn  patient  to  right  side  and  intro- 
duce tube  to  seventy-five  centimeter  max'k. 

Follow  progress  of  tube  with  fluoroscope  and 
X ray.  Manipulation  under  direct  vision  of  the 
fluoroscope  may  facilitate  passage  of  the  tube 
through  the  pylorus.  In  addition  to  manipulation 
water  may  help  to  propel  the  tube  to  and  through 
the  pylorus.  When  through  the  pylorus  the  nasal 
tape  is  removed,  the  balloon  is  inflated  with  ten  to 
twenty  cubic  centimeters  of  air  and  allowed  to 
progress  of  its  own  accord.  Peristalsis  carries  the 
tube  downward  which  is  recognized  by  the  patient 
as  a tug  at  the  nose.  The  nurse  or  patient  may 
push  the  tube,  but  not  more  than  two  inches  in 
two  hours  for  fear  of  coiling  in  the  stomach  before 
it  has  actually  passed  through  the  pylorus.  In 
paryletic  ileus  the  tube  may  not  advance  rapidly 
on  account  of  the  atonic  condition  of  the  intestine 
and  therefore  requires  more  suction  with  a syringe. 

The  time,  amount,  and  character  of  the  aspix-ated 
fluid  must  be  charted.  Blood  chlorides  and  plasma 
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protein  must  be  noted  and  kept  in  balance.  Sodium 
chloride  replacement  should  be  approximately  five 
grams  for  each  1,000  cubic  centimeters  of  intestinal 
contents  removed  by  aspiration.  Dehydration  must 
be  carefully  watched.  Continuous  suction  will  re- 
move one-half  to  two-thirds  of  fluid  taken  by  mouth. 

Proper  use  of  this  tube  serves  as  a valuable 
adjunct  to  the  surgeon  in  a serious  surgical  com- 
plication. 


Notes  Regarding  the  Use  of  Intravenous  Sodium  Pen- 

tothal  Anesthesia  in  Major  Surgical  Cases.  Cleveland 

H.  Shutt,  M.D.,  St.  Louis,  Missouri.  Surgery,  July, 

1945. 

The  author  emphasized  the  use  of  sodium  pen- 
tothal  as  a general  anesthetic  for  major  surgical 
cases.  Experiment  dates  from  June  5,  1942,  at 
the  Missouri  Baptist  Hospital  in  which  a total  of 
2,287  cases  had  been  operated  upon  with  sodium 
pentothal  intravenous  anesthesia.  The  ages  of  the 
patients  ranged  from  seven  to  ninety-two  years. 
Operations  ranged  from  head  and  neck  cases,  goi- 
ters, breast  resection,  gall  bladder,  common  duct 
stones,  lung  resection,  gastric  and  intestinal  re- 
sections, and  all  types  of  fractures.  Patients  with 
jaundice,  high  nonprotein  nitrogens,  shock,  and  low 
hemoglobin  have  been  included  in  this  series.  There 
have  been  no  deaths,  no  thrombosis,  nor  local  ne- 
croses. Hyoscine  and  morphine  adjusted  to  the 
age  is  the  preliminary  of  choice  given  thirty  to 
forty  minutes  before  operation,  and  some  type  of 
barbiturate  given  the  night  before  operation. 

The  author  points  out  that  a five  per  cent  solu- 
tion was  used  at  first  and  now  two  and  one-half 
per  cent  solution  with  a total  dosage  from  two 
and  one-half  to  forty-five  grains.  Anesthesia  can 
be  maintained  for  three  to  four  hours  if  necessary. 
Relaxation  is  good,  little  or  no  postoperative  nau- 
sea, the  anesthetist  is  well  away  from  the  fieldi  of 
operation,  and  the  postoperative  sleeping  period 
ranges  from  one-half  to  four  hours.  The  Thomas 
apparatus  is  used. 

Technic 

The  skin  surface  is  carefully  sponged  with  al- 
cohol. The  median  vein  is  usually  selected  for 
puncture.  When  blood  appears  in  the  syringe,  from 
two  to  three  cubic  centimeters  of  sterile,  chemically 
pure,  distilled  water  is  injected  followed  by  the 
two  and  one-half  per  cent  pentothal  sodium  solu- 
tion made  with  sterile,  chemically  pure,  distilled 
water  in  ampules.  Complete  anesthesia  with  good 
relaxation  is  obtained  in  from  ten  to  thirty  seconds 
and  usually  after  having  used  from  two  and  one- 
half  to  seven  and  one-half  grains  of  pentothal  in 
a two  and  one-half  per  cent  solution.  Alcoholics 
require  heavier  initial  dosage.  Appropriate 
amounts  of  solution  are  then  injected  two  to  three 
cubic  centimeters  at  a time  which  is  required  to 
maintain  relaxation.  Due  to  shallow  respiration 
caused  by  sodium  pentothal,  100  per  cent  oxygen 
is  administered  throughout  the  operation.  When 
the  operation  is  completed,  the  lungs  are  ventilated 


with  oxygen,  ninety-five  per  cent  and  carbon 
dioxide  five  per  cent.  Should  there  appear  any 
indication  of  overdosage,  the  patient  is  given  100 
per  cent  oxygen  under  moderate  pi’essure  and  an 
open  airway.  The  author  administers  oxygen  and 
carbon  dioxide  at  intervals  postoperatively  in  upper 
abdominal  cases  for  the  first  twenty-four  hours. 

Sodium  pentothal  is  not  an  anesthetic  for  the 
novice,  but  should  be  administered  by  a well-trained 
anesthetist  capable  of  giving  gas  as  well  as  in- 
travenous. 

Attention  is  directed  to  the  fact  that  sodium 
pentothal  can  be  used  safely  in  major  abdominal 
and  pelvic  surgery  and  to  a greater  advantage  than 
any  other  anesthetic  now  available. 


UROLOGY 

By  Burnett  W.  Wright,  M.D. 
Doctors  Building,  Nashville 


The  Shortcomings  of  Intravenous  Urography.  David 

M.  Davis,  M.D.,  Philadelphia,  Pennsylvania.  From 

the  Pennsylvania  Medical  Journal,  February,  1941. 

It  might  possibly  be  inferred  from  the  title  of 
this  paper  that  the  author  disapproves  of  intra- 
venous urography  and  wishes  to  decry  it.  Nothing 
could  be  further  from  the  truth.  He  is  keenly  ap- 
preciative of  the  tremendous  value  of  intravenous 
urography  in  ui'ologic  diagnosis,  and  feels  that  the 
discoverer  of  this  method  conferred  a great  benefit 
on  mankind. 

He  believes,  however,  that  some  of  the  devotees 
of  intravenous  urography,  led  astray  by  enthusi- 
asm, have  overshot  the  mark,  have  read  into  in- 
travenous urography  many  things  which  are  not 
there,  and  so  have  done  the  method  more  harm 
than  was  ever  done  it  by  its  enemies.  It  is  his 
desire  to  make  an  argument  in  favor  of  cool,  clean- 
cut  objectivity  in  the  reading  of  intravenous  uro- 
grams. In  order  to  attain  this  ideal,  and  granting 
the  many  advantages  of  intravenous  urography,  he 
attempts  seriously  to  become  completely  familiar 
with  all  its  defects  and  shortcomings.  He  dis- 
cusses and  studies  some  of  these  shortcomings  as 
illustrated  by  actual  cases  and  tries  to  show  that 
there  are  certain  fairly  definite  groups  or  classes 
of  shortcomings.  He  presents  certain  instances 
where  the  intravenous  urogram  simply  failed  to 
give  any  information,  but  is  less  concerned  about 
these  than  with  those  where  the  inferences  drawn 
were  actually  misleading  and  brought  about  errors 
in  diagnosis. 

The  author  believes  that  the  tendency  to  a lack 
of  complete  delineation  in  intravenous  urograms 
is  a very  serious  handicap  in  the  diagnosis  of  renal 
neoplasms.  He  says  that  intravenous  urography 
is  often  used  when  renal  tumor  is  suspected,  but 
is  practically  always  a waste  of  time,  energy,  and 
money.  Certainly  no  one  would  think  of  making 
a positive  diagnosis  of  renal  tumor  or  of  ruling 
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out  renal  tumor  on  the  basis  of  intravenous  urog- 
raphy alone. 

The  claim  has  been  made  that  intravenous  urog- 
raphy is  better  than  retrograde  urography  be- 
cause it  shows  the  urinary  tract  physiologically 
or  in  a natural  state,  since  the  structures  are  out- 
lined by  masses  of  urine  in  the  process  of  secretion 
and  expulsion.  There  is  little  reason  to  doubt  that 
this  is  the  case,  but  it  is  obvious,  just  from  his 
small  collection  of  exhibits,  that  pictures  taken  by 
this  physiologic  method  are  often  not  sufficient 
for  accurate  diagnosis.  He  specifies  the  ways  in 
which  they  may  be  misleading  as  follows: 

1.  An  essentially  normal  pelvis  may  show  poor 
filling. 

2.  A hydronephrotic  pelvis  may  appear  normal. 

3.  Of  two  hydronephrotic  pelves,  the  one  which 
is  really  the  larger  may  appear  to  be  the  smaller. 

4.  A hydronephrotic  pelvis  may  show  very  poor 
filling.  Such  pictures  should  be  discarded,  as  ef- 
forts to  interpret  them  often  lead  to  very  crass 
errors. 

5.  Cavities  connected  with  the  urinary  tract,  but 


with  no  secreting  elements,  may  not  show  in  the 
intravenous  urogram. 

6.  Complete  block  of  the  ureter  prevents  any 
delineation  at  all  by  intravenous  urography, 
whether  it  be  of  recent  origin  or  of  long  standing. 

7.  Striking  anatomic  changes  resulting  from 
treatment  may  be  clearly  shown  by  retrograde 
pyelography,  yet  the  intravenous  urograms  may 
appear  much  the  same  at  the  end  as  at  the  begin- 
ning. 

8.  A normal  ureter  may  not  show  at  all. 

9.  A dilated  ureter  may  appear  as  normal. 

He  concludes  that  if  these  statements  are  studied 
carefully,  it  will  be  seen,  first,  that  it  is  really 
impossible  ever  to  be  quite  certain,  from  an  intra- 
venous urogram,  that  the  urinary  tract  in  question 
is  normal;  and,  second,  if  a diseased  condition  is 
disclosed  by  intravenous  urography,  the  full  extent 
of  the  damage  may  not  be  shown.  These  constitute 
serious  shortcomings,  and  they  definitely  circum- 
scribe the  usefulness  of  intravenous  urography; 
yet,  if  they  are  kept  firmly  in  mind,  we  will  be 
aided  in  drawing  correct  conclusions  and  thereby 
in  obtaining  more  accurate  and  useful  information 
from  intravenous  urography. 
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BACKGROUND 

Three  Decades  of  Clinical  Experience 


* | *HE  use  of  cow’s  milk,  water,  and  carbohydrate  mixtures  repre- 
sents  the  one  system  of  infant  feeding  that  consistently,  for 
three  decades,  has  received  universal  pediatric  recognition.  No  car- 
bohydrate employed  in  this  system  of  infant  feeding  enjoys  so  rich 
and  enduring  a background  of  authoritative  clinical  experience  as 
Dextri-Maltose. 

DEXTRI-MALTOSE  No.  1 (with  2%  sodium  chloride),  for  normal  babies.  ^0 
DEXTRI-MALTOSE  No.  2 (plain,  salt  free),  permits  salt  modifications  by  the  physician. 
DEXTRI-MALTOSE  No.  3 (with  3 % potassium  bicarbonate),  for  constipated  babies. 

These  products  are  hypo-allergenic 
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DEXTRI-MALTOSE 

Please  enclose  professional  card  when  requesting  samvles  of  Mead  Johnson  vroducts  to  cooperate  in  preventing 
their  reaching  unauthorized  persons.  Mead  'Johnson  & Company.  Evansville.  Ind'..  U.  S.  A. 

Called  Meeting,  House'of  Delegates,  Oct.  20-21,1945 

Andrew  Jackson  Hotel,  Nashville 
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SOME  MODERN  MEDICAL  PROBLEMS* 

R.  B.  WOOD,  M.D.,  Knoxville 

Of  the  numerous  problems  confronting 
the  medical  profession,  I have  chosen  only 
a few  about  which  to  speak  on  this  occa- 
sion. They  are  selected  because  I consider 
them  to  be  the  most  potent  arguments 
which  the  opponents  of  present  modern 
practice  have  advanced  as  reasons  for  a 
proposed 'change.  These  problems  are  the 
unequal  distribution  of  medical  care,  in- 
cluding physicians  and  hospitals,  and  the 
prohibitive  cost  of  adequate  modern  med- 
ical care  to  groups  of  low-income  level. 

However  critical  of  medical  service  any 
of  these  social  planners  have  become,  few 
if  any  have  denied  that  the  health  of  the 
American  people  is  the  best  that  has  ever 
existed  in  a group  under  similar  circum- 
stances. Nor  can  they  deny  that  the  major 
achievements  of  modern  advances  have 
been  the  result  of  our  system  of  practice. 
On  the  other  hand,  can  we  practitioners 
deny  the  fact  that  the  best  type  of  service 
which  we  can  oTer  is  always  given  be- 
cause of  the  inability  of  the  patient  to 
meet  the  exigencies  of  the  illness.  Nor 
can  we  deny  that  adequate  medical  care 
is  geographically  available  to  sufficient 
numbers.  We  realize  that  most  people  live 
so  that  a physician  can  be  ultimately  avail- 
able or  that  a hospital  can  be  reached  in 
some  adjoining  county,  but  this  is  hardly 

* Presidential  address  read  before  the  Knox 
County  Medical  Society,  Knoxville,  January  2,  1945. 


an  adequate  medical  service  in  a country 
whose  national  income  is  that  of  the  United 
States  of  America. 

All,  I fear,  must  ultimately  agree  that 
an  utopian  solution  will  not  be  available, 
but  this  will  not  deter  those  given  to  social 
improvement  or  to  those  with  a trained 
political  eye.  Already  a portion  of  the  pop- 
ulation are  acquainted  with  the  attempts 
of  political  groups  to  make  medical  service 
available  through  public  taxation  and  fed- 
eral control,  and  while  a majority  are  op- 
posed to  such  a program  a still  larger 
majority  think  something  might  be  done 
to  make  it  easier  to  meet  the  unpredictable 
expenses  of  catastrophic  illnesses.  This 
clearly  indicates  that  it  behooves  the  med- 
ical profession  to  attempt  some  solution 
other  than  a tax  supported  one  or  one  con- 
trolled by  the  federal  government. 

This  audience  is  well  aware  of  the  fun- 
damental importance  of  protecting  the 
health  of  all  the  people  of  any  locality 
or  state  or  nation,  realizing  that  in  the 
future,  as  never  before,  no  locality  can  be 
isolated,  just  as  no  nation  can  be  iso- 
lated socially,  politically,  economically,  or 
medically.  You  are  also  aware  of  the  three 
million  men  rejected  by  Selective  Service 
for  physical. reasons,  many  of  which  could 
have  been  corrected  and  many  prevented 
through  proper  medical  service.  No  one 
knows  what  part  economics  played  in  this 
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great  number,  blit  it  represented  a failure 
of  modern  medical  knowledge  to  reach  or 
relieve  three  million  men  between  the  ages 
of  eighteen  and  thirty-eight,  a knowledge 
either  not  available  or  not  accepted  for 
some  reason.  Economically  these  defects 
represent  a loss  to  the  present  war  effort, 
a potential  loss  to  future  production  as 
well  as  a risk  of  financial  dependence  on 
public  supported  institutions.  All  this 
knowledge  is  public  knowledge  and  can  only 
lead  to  the  wish  on  the  part  of  the  public 
that  this  country  of  ours  come  into  its 
rightful  heritage  of  modern  medical  service 
made  possible  by  the  skill  of  our  profession 
and  the  resources  of  the  people.  The  pro- 
ponents of  recent  legislation  maintain  that 
our  health  services  should  be  so  organized 
that  there  will  be  “assured  for  all  persons 
access  to  all  essential  services,  including 
both  preventive  and  therapeutic,  according 
to  the  medical  need  and  without  regard 
to  their  ability  to  pay  at  the  time  the  serv- 
ices are  received.”  To  be  able  to  meet 
this  criteria  would  indeed  be  desirable  for 
the  patient  as  would  properly  vitaminized 
and  mineralized  full  rations,  but  they  can- 
not always  be  delivered  by  a paternalistic 
government,  nor  should  they  without  some 
effort  on  the  part  of  the  recipient,  unless 
the  public  health  is  threatened. 

In  recent  years  there  has  been  an  in- 
creasing trend  of  young  medical  graduates 
to  settle  in  the  larger  urban  centers,  thus 
precipitating  one  of  the  problems  of  the 
profession.  This  tendency  is  only  the  re- 
sult of  normal  human  behavior — seeking 
social,  economic,  and  professional  satisfac- 
tions— and  will  continue  until  some  change 
is  made  to  equalize  the  gratifications  aris- 
ing from  the  two  types  of  pi’actice.  Mod- 
ern roads,  rural  electrification,  radio,  and, 
in  the  future,  the  aeroplane  will  do  much 
to  make  country  life  more  attractive.  Cul- 
tural and  social  problems  will  be  more 
easily  solved  than  professional  ones,  though 
rural  hospitals  organized  and  standardized 
on  a higher  level  than  at  present  will  con- 
tribute greatly  to  the  leveling  process.  The 
experiments  of  some  states  with  the  rural 
hospital  problem  will  determine  their  role 
in  the  solution  of  this  problem. 

Many  of  you  are  no  doubt  cognizant  of 


the  plans  that  have  been  attributed  to  the 
Surgeon  General  of  the  United  States  Pub- 
lic Health  Service — namely,  one  that  calls 
for  the  establishment  of  the  base  hospitals 
and  finally  the  Health  Center,  which  would 
provide  obstetrical,  dental  emergency,  med- 
ical and  surgical  care.  Laboratory  facili- 
ties, such  as  X ray  and  bacteriology,  could 
also  be  had.  It  would  provide  offices  for 
the  physicians,  administrative  quarters  for 
the  health  officer,  public  health  nurses, 
health  clinics.  Between  the  health  center 
and  the  base  hospital  would  be  the  district 
and  rural  hospital,  the  latter  to  house  pa- 
tients for  medical  care  as  does  the  general 
hospitals  except  for  minor  surgery  only, 
the  major  surgery  going  to  the  district  or 
base  hospital.  The  distinguishing  feature 
of  the  base  hospital  will  be  its  location  for 
teaching,  research,  postgraduate  training, 
etc.,  in  the  large  urban  centers  and  prefer- 
ably located  around  the  large  medical  teach- 
ing centers,  while  branching  out  from  these 
will  be  district  and  rural  hospitals. 

Such  a plan  as  above  could  well  incor- 
porate a group  plan  of  practice  in  certain 
urban  areas  which  would  certainly  raise 
the  standards  of  medical  service  above  that 
maintained  at  many  of  these  points  at  the 
present.  Replacing  a large  number  of  ade- 
quately trained  general  practitioners  could 
be  a relatively  few  well-trained  surgeons, 
internists,  pediatricians,  obstetricians,  and 
general  practitioners — all  equally  compen- 
sated. Such  a plan  might  also  permit  the 
elimination  of  duplication  of  private  hos- 
pitals in  small  communities.  Where  six  or 
eight  physicians  attempt  to  support  two  or 
more  hospitals,  none  of  which  are  recog- 
nized, supervised  or  modernized,  the  pa- 
tients pay  a penalty  in  the  form  of  inade- 
quate service.  Much  better  would  it  be  to 
have  a group  clinic  and  include  a public 
health  department,  a nutritionist,  school 
nursing  department,  and  all  agencies  en- 
gaged in  health  work  in  that  community. 

Farther  removed  from  the  city  the  phy- 
sician with  the  remote  practice  must  have 
considerations  to  compensate  his  isolation. 
This  problem  becomes  more  acute  with  the 
years,  and  as  yet  there  is  no  solution.  Too 
often  the  isolated  physician  has  been  grad- 
ually pushed  into  this  area.  Just  as  often 
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he  has  assumed  this  task  because  of  his 
knowledge  of  the  inadequate  protection  of 
these  areas,  which  with  his  love  of  God 
and  man  calls  him  to  a practice  that  is 
“its  own  reward  for  being.”  To  help  re- 
lieve the  distress  in  many  areas,  there  has 
been  proposed  and  tried  scholarships  to 
medical  students  who  in  return  should 
practice  a given  time  in  these  areas,  but 
this  has  not  been  satisfactory  either  in  the 
teaching  or  medical  profession.  To  be  so, 
there  must  be  the  happy  consent  of  all 
parties  to  the  contract.  Better  perhaps 
would  be  a higher  monetary  compensation, 
which  would  only  be  possible  by  supple- 
mentary funds  from  some  source  outside 
these  communities.  These  funds  could  be 
made  possible  either  jointly  or  separately 
through  the  State  Medical  Association, 
State  Department  of  Public  Health,  or  the 
medical  schools  of  that  state. 

In  the  schemes  outlined  so  far  federal 
aid  or  control  is  not  deemed  essential,  but 
state  aid  may  be  of  value;  in  fact,  aid  from 
the  Public  Health  Department  or  a coop- 
erative program  is  desirable.  Our  rural 
physician  should  have  more  training  in 
public  health,  in  nutrition,  and  in  preven- 
tive medicine.  He  could  often  do  the  work 
ordinarily  done  by  the  public  health  officer 
in  isolated  areas,  or  the  public  health  officer 
could  be  allowed  to  do  the  private  practice 
in  these  areas,  and  thus  through  the  double 
compensation  make  it  possible  to  obtain 
better  trained  medical  men. 

The  committee  on  the  “Costs  of  Medical 
Care”  have  pointed  out  four  groups  of 
people  as  regards  income.  They  are: 

(1)  Nine  and  five-tenths  per  cent  with 
incomes  over  $5,000  per  year. 

(2)  Thirty-five  and  five-tenths  per  cent 
with  incomes  between  $2,000  and  $5,000 
per  year. 

(3)  Forty-one  per  cent  with  incomes 
between  $1,000  and  $2,000  per  year. 

(4)  Fourteen  per  cent  with  incomes  be- 
low $1,000. 

For  the  first  group  obviously  no  help  is 
needed  and  the  second  group  is  probably 
receiving  adequate  aid  through  their  own 
effort,  together  with  help  from  voluntary 
insurance  programs.  The  fourteen  per 


cent  with  incomes  below  $1,000  per  year 
are  now  on  the  lists  receiving  community 
aids  for  both  medical  and  other  reliefs. 
This  leaves  a part  at  least  of  the  forty-one 
per  cent  of  the  masses  who  will  face  emer- 
gencies they  cannot  solve.  This  is  the  group 
who  should  but  do  not  subscribe  to  volun- 
tary insurance  plans,  which  would,  if  adopt- 
ed, partly  protect  them  from  their  medical 
ills.  More  complete  policies  than  are  now 
available  would  give  more  desirable  pro- 
tection, but  some  form  of  compulsory  in- 
surance seems  to  be  the  only  answer  to 
their  problems  unless  their  economic  bur- 
dens are  lifted  at  the  same  time,  which, 
with  the  slow  process  of  education,  might 
eventually  solve  their  dilemma.  Someone 
has  suggested  that  a more  ready  sale  would 
be  found  if  it  were  procurable  on  the  in- 
stallment plan. 

Granting  that  prepaid  hospital  and  med- 
ical insurance  is  the  answer  to  the  eco- 
nomic side  of  illness,  the  question  arises 
as  to  whether  this  should  be  federal  con- 
trolled or  otherwise.  Advocates  of  the 
former  plan  emphasize  the  advantages  of 
uniformity  of  procedure  and  fewer  admin- 
istrators— hence,  at  lower  costs.  On  the 
other  hand,  variations  of  local  conditions 
makes  uniformity  of  administration  more 
difficult.  A further  increase  of  federal 
employees  with  its  potential  dangers  and 
political  intrigue  does  not  add  any  attrac- 
tion to  this  plan.  Someone  has  wisely  said, 
“The  government  should  do  only  those 
things  the  people  cannot  do”  unless  the  plan 
has  great  advantages. 

Prepaid  insurance,  however,  should  be 
made  available  for  any  individual  within 
certain  income  groups  or  to  all,  and  for 
those  who  would  desire  better  facilities  or 
extras  it  should  simply  be  an  indemnity 
insurance.  It  should  be  made  possible  by 
plans  adaptable  to  each  community,  and 
offering  their  services  to  the  plan  should 
be  every  hospital  and  every  physician  in 
that  community  so  as  to  make  possible 
the  principle  of  free  choice  by  the  patient, 
even  though  in  the  survey  of  public  opin- 
ion only  forty-four  per  cent  of  the  people 
interrogated  were  not  opposed  to  the  limi- 
tation of  choice  of  a physician.  This  same 
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survey  reveals  that  fifty-four  per  cent  of  the 
people  “hold  the  opinion  that  some  plan  of 
easy  payment  must  be  provided  for  the 
costs  for  unusual  and  general  illness”  and 
sixty-three  per  cent  expressed  the  opinion 
that  something  might  be  done  to  make  it 
easier  to  pay  the  doctor,  while  forty-three 
per  cent  expressed  a desire  for  some  sort 
of  prepaid  medical  plan.  In  other  words, 
now  a large  part  of  the  people  feel  they 


need  a plan,  preferably  not  controlled  by 
the  federal  government,  by  which  they  can 
avoid  the  financial  strain  of  catastrophic 
illness  with  a decided  leaning  toward  a 
form  of  prepaid  medical  insurance.  Of 
course,  there  will  never  be  a revolution  on 
the  part  of  the  masses  to  have  it  enforced, 
but  rest  assured  this  knowledge  has  not 
escaped  the  eyes  and  ears  of  either  politi- 
cians or  those  interested  in  social  reform. 
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OCCUPATIONAL  DERMATITIS* 

CLARENCE  SHAW,  M.D.,  Chattanooga 

The  incidence  of  occupational  dermatitis 
in  this  country  has  been  rapidly  increasing 
due  to  the  expansion  of  our  industrial 
program  which  involves  the  conversion  of 
peacetime  factories  into  ordnance  and  mu- 
nition plants  and  the  employment  of  many 
new  workers  in  hazardous  occupations 
where  there  has  been  no  time  to  install 
safety  devices  or  educate  either  manage- 
ment or  the  workers  regarding  the  dangers 
involved.  Furthermore,  new  chemicals  and 
processes  are  being  employed,  about  which 
we  know  very  little.  Excluding  actual  ac- 
cidents, industrial  dermatitis  accounts  for 
at  least  sixty  per  cent  of  all  occupational 
diseases.  The  skin  being  that  portion  of 
the  body  which  comes  in  contact  with  ex- 
ternal irritants,  bears  the  brunt  of  these 
insults  which  are  most  frequently  chemicals 
which  injure  the  skin  or  sensitize  it  so  that 
an  allergic  reaction  appears. 

By  definition  an  industrial  dermatitis  is 
a disease  of  the  skin  caused  by  an  exposure 
incident  to  industry.  Since  industrial 
workers,  like  all  individuals,  may  develop 
a dermatitis  from  contacts  not  related  to 
their  occupation,  every  effort  should  be 
made  to  determine  the  industrial  or  non- 
industrial origin  of  their  condition.  It  is 
well  recognized  that  dissimilar  irritants 
may  produce  an  identical  looking  eruption. 
For  example,  the  characteristics  of  a der- 
matitis due  to  T.N.T.  do  not  differ  in  ap- 
pearance from  a dermatitis  caused  by  a dye 
in  the  shirt  the  worker  wears  or  a derma- 
titis due  to  the  insecticide  he  uses  in  his 
victory  garden. 

Occupational  dermatitis  may  be  nonal- 
lergic  or  allergic  in  type.  Nonallergic  der- 
matitis is  caused  by  common  irritants  or 
substances  which,  when  applied  to  the  skin 
in  sufficient  concentration  for  a sufficient 
length  of  time,  will  produce  a dermatitis 
in  all  individuals.  Thus  if  you  apply  a 
strong  solution  of  acid  or  alkali  or  soap 
or  solvent  to  any  person’s  skin  for  a long 
enough  time  it  will  produce  a dermatitis. 
In  allergic  dermatitis  the  substance  which 
produces  the  dermatitis  is  innocuous  to  the 

*Read  before  the  Tennessee  State  Medical  As- 
sociation, Nashville,  April  11,  12,  13,  1944. 


majority  of  individuals.  The  mechanism 
of  production  of  this  reaction  is  not  known, 
but  the  skin,  after  one  or  more  contacts 
with  the  specific  substance,  acquires  a hy- 
persensitivity which  is  shared  by  the  entire 
epidermis.  People  are  not  born  allergic 
to  a substance  with  which  they  come  in 
contact,  but  acquire  their  sensitivity 
through  exposure  to  the  offending  sub- 
stance. Some  individuals  become  sensi- 
tized, and  yet  with  repeated  exposure  be- 
come “hardened,”  so  to  speak,  to  the  extent 
that  they  are  able  to  tolerate  further  con- 
tact with  the  substance  without  reacting. 
We  see  an  example  of  that  in  the  T.N.T. 
industry,  where  all  workers  can  handle 
T.N.T.  without  the  appearance  of  a der- 
matitis for  the  first  two  or  three  weeks, 
after  which  time  a certain  percentage  of 
them  develop  a sensitization  dermatitis.  If 
these  men  are  kept  on  the  job  of  handling 
T.N.T.,  a goodly  proportion  of  them  will 
become  “hardened”  or  resistant  so  that  they 
can  continue  to  handle  the  T.N.T.  without 
the  further  appearance  of  an  eruption. 

Two  procedures  are  necessary  for  the 
investigation  of  a case  of  allergic  indus- 
trial dermatitis.  The  first  is  an  accurate 
and  detailed  history  which  should  include 
information  regarding  industrial  and  non- 
industrial exposures,  the  length  of  employ- 
ment on  the  present  job,  and  the  incidence 
of  dermatitis  among  his  fellow  workers. 
It  is  important  to  know  whether  the  site 
of  the  greatest  intensity  of  the  dermatitis 
corresponds  to  the  points  of  maximum  con- 
tact with  the  suspected  irritant.  The  tak- 
ing of  an  intelligent  history  implies  that 
the  physician  must  have  a working  knowl- 
edge of  the  actual  manufacturing  processes 
involved  and  enough  knowledge  of  chem- 
istry to  be  able  to  evaluate  the  situation. 
This  type  of  information  may  only  be 
gained  by  a visit  to  the  factory  concerned. 

With  the  history  at  hand  and  a knowl- 
edge of  the  nature  of  the  patient’s  employ- 
ment, clues  are  obtained  for  utilizing  the 
second  procedure  which  is  the  performance 
of  patch  tests.  This  valuable  test  for 
studying  contact  allergies  is  easily  applied 
and  with  experience  readily  interpreted. 
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It  is  imperative,  however,  that  certain  pre- 
cautions be  observed  in  the  technique  and 
interpretation  of  the  test.  Obviously,  one 
would  not  test  with  a strong  concentration 
of  hydrochloric  acid  or  undiluted  lysol. 
Standard  concentrations  for  testing  various 
substances  have  been  determined  and  can 
be  found  in  texts  and  articles  dealing  with 
this  subject.  Furthermore,  it  is  hazardous 
to  perform  a patch  test  even  with  weak 
dilutions  in  the  presence  of  a severe  der- 
matitis since  it  is  liable  to  produce  a marked 
flare-up  of  the  eruption.  If  the  technique 
has  been  correct,  a positive  reaction  indi- 
cates that  the  individual  is  hypersensitive 
to  that  substance,  but  it  does  not  necessarily 
prove  that  the  substance  is  the  cause  of  the 
patient’s  eruption.  The  results  of  the  test 
must  be  correlated  with  the  history.  Nor 
does  a negative  reaction  prove  that  the  sus- 
pected irritant  is  not  the  causal  factor. 
Friction,  heat,  perspiration,  photosensitiza- 
tion, and  other  factors  existing  under  actual 
working  conditions  cannot  be  reproduced 
in  the  technique  of  the  patch  test.  Here 
again,  the  history  is  most  important. 

Practically  every  industry  has  its  associ- 
ated skin  hazards.  A few  problems  en- 
countered in  this  community  will  be  brief- 
ly discussed. 

Shortly  after  a local  ordnance  works 
began  production  a large  number  of  em- 
ployees developed  an  inflammatory  derma- 
titis involving  primarily  the  hands,  arms, 
and  face.  The  eruption  resembled  closely 
a dermatophytosis  of  the  hands  with  deep 
sago  grainlike  vesicles.  It  appeared  on 
those  men  who  handled  the  T.N.T.  in  the 
final  stages  of  its  processing  such  as  in 
the  drying  and  weighing  rooms,  the  nail 
house,  where  it  is  packed,  and  those  who 
worked  around  the  waste  water  and  acids 
which  contain  traces  of  T.N.T.  in  solution. 
All  of  the  affected  men  showed  a positive 
patch  test  within  twenty-four  hours  with  a 
saturated  solution  of  T.N.T.  in  acetone. 
Where  the  eruption  was  not  too  severe,  men 
were  encouraged  to  remain  on  the  job  since 
it  had  been  shown  that  many  of  them  would 
become  “hardened.”  They  were  required  to 
take  daily  showers,  wear  fresh  uniforms 
and  gloves  laundered  and  provided  by  the 
company  and  to  apply  a protective  oint- 
ment. Local  treatment  consisted  of  boric 


acid  or  magnesium  sulfate  wet  dressings 
followed  by  a bland  cream  such  as  boric 
acid  ointment.  In  many  cases  it  was  pos- 
sible to  retain  trained  personnel  on  the  job, 
which  was  obviously  an  important  man 
power  problem. 

In  a large  woolen  mill  a considerable 
number  of  employees  developed  an  eruption 
involving  the  exposed  areas  of  the  skin  and 
in  some  instances  the  entire  body.  Most 
of  the  affected  individuals  worked  in  the 
washhouse  and  fulling  mills  where  the  cloth 
is  soaked  in  a strong  alkaline  solution  con- 
taining among  other  things  soda  ash,  pine 
oil,  and  soap.  The  high  degree  of  alkalinity 
of  this  mixture  was  responsible  for  defat- 
ting the  workers’  skin  so  that  they  devel- 
oped a dermatitis.  These  men  were  pro- 
vided with  protective  sleeves  and  aprons 
and  given  protective  ointments,  since  when 
the  incidence  of  loss  of  man  hours  in  this 
industry  has  been  materially  lessened. 

A factory  which  manufactured  water  and 
gasoline  containers  for  the  armed  forces 
reported  an  outbreak  of  dermatitis  among 
the  workers.  An  inspection  of  the  plant 
revealed  that  shortly  before  the  onset  of 
the  trouble  a new  chemical — chromic  acid — 
was  utilized.  In  some  instances  the  work- 
ers’ clothing  became  so  saturated  with  the 
chemical  that  they  dropped  from  their 
bodies  as  was  the  case  of  a woman  em- 
ployee who  suddenly  found  herself  stand- 
ing without  a skirt.  This  substance  was  a 
primary  irritant;  that  is,  it  would  irritate 
anyone’s  skin  if  allowed  to  remain  in  con- 
tact for  a sufficient  length  of  time.  The 
situation  was  corrected  by  substituting  a 
less  irritating  chemical  for  the  chromic 
acid. 

A minor  outbreak  of  dermatitis  occurred 
in  a plant  which  manufactures  marine  boil- 
ers. After  careful  investigation,  it  was 
noted  that  the  only  workers  a fleeted  were 
those  who  came  in  contact  with  a certain 
insulating  material  used  in  the  boilers. 
Patch  tests  revealed  that  these  men  were 
all  sensitive  to  the  insulating  material.  It 
was  necessary  in  this  case  to  transfer  these 
men  to  another  part  of  the  plant,  where 
they  would  have  no  contact  with  the  of- 
fending substance.  Similarly  in  another 
plant,  which  made  waterproof  containers 
for  airplanes,  it  was  found  that  several 
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cases  of  dermatitis  were  due  to  an  insulat- 
ing material. 

During  the  past  summer  about  fifty  em- 
ployees of  a local  boiler  plant  reported  with 
a dermatitis  on  the  covered  portion  of  the 
skin.  These  men  worked  in  every  part  of 
the  factory  and  had  in  common  the  fact 
that  they  all  perspired  excessively,  wore 
dirty  clothes  for  as  long  as  a week  with- 
out change,  and  bathed  infrequently.  The 
diagnosis  in  these  cases  was  miliaria  or 
heat  rash  which  was  not  directly  related 
to  their  work  and  hence  could  not  be  clas- 
sified as  an  occupational  dermatitis. 

In  this  connection  it  is  worth  pointing 
out  that  the  one  single  measure  most  val- 
uable in  the  prevention  of  occupational  der- 
matoses is  cleanliness  of  the  worker.  Daily 
baths  with  mild  soaps,  daily  change  of 
clothing,  a clean  locker  and  shower  room, 
and  a clean  plant  will  do  more  to  prevent 
dermatitis  than  anything  else.  Indeed,  the 
chief  virtue  of  the  so-called  protective  oint- 
ments is  that  the  employee  will  always  wash 
it  off  from  his  skin  before  he  goes  home, 
thus  removing  not  only  the  ointment,  but 
the  offending  substances  which  might  cause 
a dermatitis. 

Presentation  of  Colored  Slides 

1.  Occupational  dermatoses — 

a.  T.N.T.  dermatitis 

b.  Formaldehyde  dermatitis 

c.  Soda  ash  dermatitis 

d.  Dermatitis  in  alkali  vat  cleaner 

e.  Baker’s  eczema 

f.  Erysipeloid 

g.  Sporotrichosis 

2.  Dermatoses  which  simulate  an  occu- 
pational dermatosis — 

a.  Syphilis 

b.  Dermatophytosis 

c.  Dermatitis  factitia 

DISCUSSION 

C.  M.  HAMILTON,  M.D.  (Nashville):  Doctor 
Shaw  deserves  the  gratitude  of  this  society  for 
presenting  one  of  the  most  important  subjects  in 
dermatology.  Occupational  dermatitis  is  a timely 
subject  due  to  the  rapid  industrial  expansion  and 
to  extensive  use  of  chemicals  in  modern  factories. 
The  subject  has  been  well  presented.  The  most 
important  factors  in  arriving  at  a diagnosis  have 
been  dealt  with.  The  management  of  dermatitis 
that  he  offered  and  the  preventive  measures  that 
he  advocated  are  very  sound.  It  is  the  most  prev- 
alent of  all  industrial  injuries.  He  is  very  con- 


servative in  his  estimation  of  the  incidence  at 
sixty  per  cent.  Dr.  Guy  Lane  says  that  it  com- 
prises sixty-five  per  cent  of  all  industrial  diseases. 
Swartz  of  the  United  States  Health  Service  feels 
that  the  number  of  cases  is  on  the  increase  and 
that  seventy  per  cent  is  more  nearly  correct.  Oc- 
cupational dermatitis  is  not  fully  understood  by 
the  profession  and  needs  clarification.  The  im- 
portance of  industrial  dermatoses  is  minimized  by 
the  employer  and  exaggerated  by  the  employee, 
thus  causing  abuse  and  confusion.  It  is  well  that 
the  members  of  the  medical  profession  have  more 
information  as  to  the  frequency  and  some  of  the 
various  manifestations  of  occupational  dei’mato- 
logic  conditions. 

Many  factors  need  to  be  studied  before  arriving 
at  a correct  diagnosis.  The  first  step  is  to  decide 
if  the  skin  condition  is  a dermatitis  and  not  some 
other  eruption  totally  unrelated  to  occupation.  It 
is  agreed  that  a careful  and  complete  history  is  a 
reliable  assistance.  Relief  over  week  end,  during 
vacation,  or  with  a change  in  the  type  of  work  is 
an  invaluable  aid.  The  character  of  the  skin,  the 
complexion,  and  the  industrial  environment  should 
receive  attention.  Individuals  with  dry  skins  are 
susceptible  to  local  irritants.  Blonds  and  redheads 
with  thin  translucent  skins  are  prone  to  develop 
industrial  dermatoses.  Workers  who  sweat  pro- 
fusely are  likely  to  have  injury  fi'om  substances 
that  are  irritating  when  in  solution  or  in  the  pres- 
ence of  moisture.  Perspiration  tends  to  macerate 
the  skin  and  cause  irritation.  An  oily  skin  is  re- 
sistant to  solvents  that  are  defatting  agents,  but 
may  be  a handicap  in  handling  oils  and  greases 
that  produce  dei'matoses.  Extreme  variations  in 
temperature,  ventilation,  and  the  amount  of  light 
may  influence  skin  resistance.  Age  may  be  a 
factor.  Acute  dermatitis  occurs  more  frequently 
in  the  young,  and  chronic  dermatoses  more  often 
in  the  aged. 

Attention  should  be  given  to  the  location  of  the 
dermatitis  in  relation  to  the  region  of  the  greatest 
exposure,  to  the  character  of  the  eruption,  and  to 
the  onset  in  regard  to  the  exposure  interval.  Re- 
cently a case,  referred  by  an  industrial  surgeon, 
had  the  typical  distribution  of  a milker’s  derma- 
titis. The  lesions  were  indurated  and  thickened, 
indicating  a chronic  dermatitis.  His  employment 
at  the  present  location  had  been  short.  His  admis- 
sion to  milking  a cow  and  to  the  duration  of  the 
eruption  should  convince  the  most  skeptical.  An- 
other individual,  whose  exposures  had  been  confined 
to  the  hands  and  face,  had  a wide  distribution  of 
lesions  without  involvement  of  the  face,  soon 
cleared  up  with  treatment  for  scabies. 

The  length  of  employment  may  not  be  significant 
unless  the  dermatitis  occurs  early.  Nonallergic 
dermatitis  usually  occurs  soon  after  beginning  the 
occupation,  while  allergic  dermatitis,  an  acquired 
hypersensitiveness  resulting  from  repeated  expo- 
sures, may  develop  within  a few  days,  but  often 
requires  several  years.  Once  hypersensitiveness 
is  established  it  is  usually  permanent.  The  es- 
sayist probably  did  not  mean  what  he  said  in  the 
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following  quotation,  “Some  individuals  become  sen- 
sitized and  yet  with  repeated  exposure  become 
‘hardened,’  so  to  speak,  to  the  extent  that  they  are 
able  to  tolerate  further  contact  with  the  substance 
without  reacting.”  He  may  have  used  the  term 
‘sensitized’  loosely  in  the  sense  of  a dermatitis 
rather  than  the  strict  meaning  of  sensitization 
which  is  synonymous  to  an  allergic  reaction.  The 
following  quotation  from  Becker  and  Obermayer 
should  shed  more  light  upon  the  understanding  of 
this  question:  “An  interesting  observation  in  con- 
nection with  occupational  dermatitis  is  that  in  in- 
stances where  the  condition  develops  only  to  a mild 
degree,  soon  after  an  individual  is  first  exposed 
to  a substance,  the  dermatitis  tends  to  disappear 
after  a time,  even  though  exposure  is  continued. 
This  feature  is  commonly  known  by  the  workers 
as  ‘hardening.’  Osborne  and  Jordan  stated  that 
in  their  opinion  it  is  only  the  dermatitis  pro- 
duced by  primary  irritants  and  not  allergic  der- 
matitis which  will  undergo  recession  as  a result 
of  ‘hardening’  of  the  skin.  They  explain  the 
hardening  process  by  production  of  hyperkeratosis 
which  supplies  additional  protection.” 

The  patch  test  is  not  infallible,  may  be  mislead- 
ing, and  can  cause  trouble.  It  should  be  used  as  a 
confirmatory  measure  rather  than  a means  of  diag- 
nosis. The  advice  as  to  the  change  of  occupation 
in  order  to  prevent  a dermatitis  should  be  avoided 
or  given  with  much  caution.  An  individual  who  is 
hypersensitive  to  one  substance  may  be  hypersensi- 
tive to  many  others.  If  not  actually  already  hyper- 
sensitive, he  may  be  potentially  so.  A physician 
may  get  into  disrepute  by  requesting  someone  to 
give  up  a well-paying  job  for  a less  remunerative 
position  which  may  fail  to  cure  the  dermatitis.  An 
industrial  dermatitis  due  to  sensitization  fre- 
quently tends  to  persist  after  removal  of  the  offend- 
ing agent.  A dermatitis  due  to  primary  irritants 
disappears  immediately  after  removal  of  the  detri- 
mental substance.  It  is  the  better  part  of  wisdom 
to  explain  the  cause,  to  offer  preventive  measures, 
to  give  simple  harmless  therapeutic  advice,  to  re- 
veal the  risk  of  changing  occupation,  and  to  hope 
that  the  dermatitis  will  be  rectified. 

E.  E.  BROWN,  M.D.  (Nashville):  Mr.  President 
and  Fellow  Members  of  the  Association:  Doctor 
Shaw  has  brought  us  a very  important  subject  and 
has  covered  it  well.  In  fact,  he  and  Doctor  Ham- 
ilton together  covered  it  so  well  they  did  not  leave 
much  for  me  to  say. 

The  skin  is  the  largest  single  organ  of  the  body. 
It  is  subject  to  more  insults  and  injury  than  any 
other  organ  of  the  body  and  our  sudden  conversion 
of  many  peacetime  plants  into  war  industries  and 
taking  men  and  women  into  those  plants  who  were 
unskilled  and  lacked  the  knowledge  of  caring  for 
themselves  has  increased  occupational  dermatitis 
manyfold.  I think  that  the  percentage  the  doctor 
gave  was  rather  mild.  I believe  at  the  present 
time  we  are  probably  losing  more  man  and  woman 
power  hours  on  account  of  occupational  dermatitis 
than  any  other  one  thing. 

I think  it  would  have  helped  a great  deal  if  all 


of  these  patients  could  have  had  a thorough  phys- 
ical examination,  including  an  examination  of  the 
skin,  histories  of  whether  or  not  they  had  been 
sensitive  previously  to  various  irritants,  and  nota- 
tions made  on  their  histories  of  any  other  skin 
disease  that  they  might  have. 

The  incidence  also  could  be  decreased  by  chang- 
ing a good  many  of  the  chemicals  from  those  with 
a high  sensitization  index  to  something  with  a 
lower  one. 

The  history  is  very  important  in  these  instances, 
and  while  various  irritants  could  give  a picture 
that  would  look  alike  in  all,  the  main  thing  would 
be  to  rule  out  other  skin  diseases,  such  as  scabies, 
lichen  planus,  seborrheic  dermatitis,  psoriasis,  acne, 
and  probably  the  most  common  ones  to  confuse 
would  be  the  fungus  infections. 

You  would  also  examine  these  patients  to  estab- 
lish the  fact  of  whether  or  not  they  had  previous 
treatment.  Oftentimes  they  have  been  treated 
with  something  that  was  very  much  too  strong  and 
the  treatment  may  be  as  much  at  fault  as  the  ir- 
ritant that  they  received  in  the  factory. 

You  should  get  a very  detailed  history,  if  pos- 
sible, as  to  whether  the  lesions  were  present  before 
they  went  into  this  occupation  and  how  soon  after 
they  went  in  they  developed;  whether  or  not  their 
fellow  workers  have  the  same  lesions  on  the  same 
locations;  whether  or  not  they  have  improved  when 
they  have  been  off  from  work;  whether  or  not  they 
recurred  when  they  returned  to  work. 

There  is  another  factor  that  we  have  found  en- 
ters into  this  a great  many  times.  Some  of  these 
fellows  make  about  as  much  money  when  they  are 
off  from  work,  after  they  get  to  a certain  stage 
with  the  insurance  game  as  they  do  when  they 
are  on  work,  and  a good  many  times  these  lesions 
are  self-inflicted. 

The  best  treatment,  of  course,  is  prevention, 
proper  protection,  safety  devices,  and  education  of 
the  personnel  and  also  of  the  supervisors. 

In  treating  the  cases  the  inclination  is  for  a 
general  man  to  start  it  out  too  strong.  It  should 
begin  with  something  very  mild,  like  boric  acid, 
and  taper  off  with  some  bland  ointment. 

CAPTAIN  LAWRENCE  C.  GOLDBERG,  M.C. 
(Thayer  General  Hospital):  As  a dermatologist  in 
the  United  States  Army,  I have  had  the  privilege 
of  seeing  a large  number  of  dermatological  cases 
both  here  in  Nashville  and  in  other  parts  of  the 
country.  It  has  been  my  observation  that  one  of 
the  commonest  causes  for  man  power  loss  from  a 
dermatological  point  of  view  is  contact  dermatitis. 
Of  course,  we  do  not  have  the  unusual  causes  dis- 
cussed in  the  Army,  but  the  most  common  types  in 
the  Army  are  vegetation,  wearing  apparel,  oil, 
greases,  gases,  strong  soaps,  and  then  medication 
applied  by  the  physicians  themselves,  particularly 
the  sulfonamide  salves. 

While  in  Texas  some  months  ago  I noted  that 
there  was  a particular  type  of  dermatitis  that  was 
appearing  upon  the  chest  and  back  of  a number 
of  soldiers,  and  I kept  following  that  along  until 
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I noted  that  it  was  due  to  the  identification  tag, 
which  I affectionately  called  “dog-tag  dermatitis.” 
I also  noted  that  it  was  caused  more  often  by  the 
nickel-plated  type  of  identification  tag  than  by  the 
brass-colored  type. 

I certainly  enjoyed  Doctor  Shaw’s  paper,  and  I 
hope  all  physicians  will  be  alert  to  the  new  changes 
in  manufacture  of  products  because  as  new  things 
are  discovered  there  will  be  new  types  of  contact 
dermatitis. 

JOHN  HOWARD  KING,  M.D.  (Nashville):  Mr. 
President  and  Members  of  the  Association:  This 
is  a most  excellent  paper,  coming  at  a most  op- 
portune time.  In  these  days  of  sweat,  blood,  and 
tears,  industry  is  on  the  drive  to  the  extent  that 
more  and  more  chemicals  of  a more  and  more 
complex  nature  are  involved,  capable  of  causing 
more  and  more  dermatitis. 

Many  of  you,  no  doubt,  are  wholly  engaged  in 
the  treatment  of  industrial  cases.  Practically  all 
of  us  at  one  time  or  another  nowadays  have  some 
of  these  cases  virtually  thrust  upon  us,  whether 
we  want  them  or  not.  They  are  difficult  things  to 
handle.  It  is  very  difficult,  in  the  first  place,  to 
determine  whether  or  not  they  are  industrial,  and, 
secondly,  they  are  difficult  to  treat  after  you  de- 
termine whether  they  are. 

Many  of  the  things  that  have  already  been 
mentioned  might  be  still  more  and  more  empha- 
sized. There  are  just  one  or  two  points  that  I 
will  mention  that  may  cause  much  error.  I am 
sure  that  many  of  you  who  handle  these  cases  are 
prone  to  look  to  the  aid  of  the  allergist.  The 
allergist,  in  some  cases,  no  doubt,  may  be  of  great 
benefit  and  may  clear  up  the  situation,  but  my 
experience  has  been  that  more  often  he  may  like- 
wise muddy  the  water.  For  example,  with  a case 
in  hand  which  is  obviously  a dermatitis,  showing 
the  maximum  points  of  contact,  such  as  the  hands, 
wrists,  ears,  and  face,  the  allergist  might  first 
take  out  his  kit  composed  of  endogenous  materials, 
like  wheat,  beef,  pork,  milk,  egg,  and  so  forth, 
and  perhaps  run  about  fifty  such  tests  and  almost 
all  of  those  individuals  will  show  a positive  reac- 
tion to  many  of  those  tests,  some  seven  or  ten  per- 
haps out  of  the  fifty.  When  that  is  completed,  he 
will  take  out  his  other  kit  of  exogenous  materials, 
which  include,  perhaps,  a lot  of  plants,  pollens,  and 
so  forth,  and  in  that  kit  many  positives  may  be 
obtained — for  example,  a positive  test  only  to  a 
plant  never  known  to  grow  in  the  state  of  Ten- 
nessee. No  sound  sense,  it  seems  to  me,  would 
justify  any  conclusions  drawn  from  positive  tests 
of  that  kind.  They  only  tend  to  be  misleading.  In 
the  first  instance,  you  might  want  to  place  the 
patient  on  a diet  when  that  would  certainly  get  you 
nowhere  very  fast. 

Lastly,  let  me  emphasize  the  errors  of  treatment. 
Many  doctors  are  prone,  when  they  try  out  a 
certain  remedy  of  mild  degree,  a good  remedy,  no 
doubt,  in  the  beginning,  if  it  fails  to  work  in  a 
few  days  to  try  another  remedy,  and  in  doing  so 
they  get  in  dangerous  territory.  For  example, 


they  tend  to  use  the  various  coal-tar  preparations, 
and  I am  frank  to  say  that  the  longer  I practice 
medicine  the  less  coal  tar  I have  used,  and  I am 
sure  the  better  I have  gotten  along. 

As  Doctor  Goldberg  has  so  wisely  said,  that  ever- 
alluring  and  dramatic  remedy,  sulfathiazole  oint- 
ment, is  a tempting  thing  for  the  average  doctor  to 
play  with  and  for  no  good  reason.  It  is  often  used 
in  these  cases.  It  can  do  a lot  of  harm.  I am  sure 
most  of  you  do  not  appreciate  how  much  harm  it 
can  do.  I have  seen  one  case  of  severe  dermatitis 
from  sulfathiazole  ointment  which  I am  sure  did 
a lot  more  harm  than  the  good  another  ninety-nine 
cases  got  by  the  same  treatment. 

CLARENCE  SHAW,  M.D.  (closing):  I greatly 
appreciate  the  remarks  of  the  discussers.  Ob- 
viously, as  you  can  see,  I did  not  have  time  to 
cover  everything  because  there  were  so  many 
things  to  add. 

Doctor  Hamilton  brought  up  the  question  of 
“hardening”  in  sensitization  dermatitis.  That  is 
perhaps  a new  thought  which  has  been  fostered 
by  Colonel  Schwartz  of  the  United  States  Public 
Health  Service,  who  believes  that  it  is  possible  for 
an  individual  to  become  truly  “hardened”  in  an 
instance  of  sensitization  dermatitis.  Certainly  in 
cases  of  T.N.T.  dermatitis,  where  they  develop  the 
eruption  three  or  four  weeks  after  onset  on  a 
job,  with  positive  patch  tests,  that  clear  up  when 
they  go  away  from  the  job,  and  also  clear  up  when 
they  stay  on  the  job  provided  it  is  not  too  severe, 
cannot  be  anything  but  sensitization  dermatitis 
with  “hardening.”  The  fact  remains  that  it  works, 
and  that  is  what  we  are  interested  in;  we  are  in- 
terested in  keeping  the  men  on  the  job.  In  that 
plant,  thirty  per  cent  of  the  employees  developed 
the  eruption.  If  they  had  to  discharge  thirty  per 
cent  of  the  men  every  three  weeks,  they  would 
be  in  a difficult  position. 

Doctor  Brown  mentioned  pre-employment  exam- 
inations. I would  have  preferred  to  have  him  call 
them  preplacement  examinations.  If  a man  shows 
in  his  examination  that  he  might’ be  better  placed 
in  one  type  of  job  than  another,  I think  the  exam- 
ination is  of  real  value.  To  examine  him  and  say 
that  he  is  not  good  for  anything  because  he  happens 
to  have  had  skin  sensitization  would  not  be  fair 
to  that  individual.  He  might  very  well  be  placed 
in  another  phase  of  industry  and  get  along  well. 

The  insurance  angle  was  mentioned.  I hoped 
to  bring  out  in  my  presentation  of  slides  the  fact 
that  in  this  state  occupational  dermatitis  is  not 
compensable,  unfortunately.  The  law  says  that 
it  must  be  an  industrial  accident.  I do  not  believe 
that  that  interpretation  is  fair  to  a good  many 
employees.  I hope  that  the  Council  on  Legislation 
will  find  it  fit  someday  to  see  that  these  individuals 
do  get  compensation  for  proven  cases  of  occupa- 
tional dermatitis. 

I am  glad  that  the  subject  of  scratch  and  intra- 
dermal  tests  was  mentioned.  They  are  of  no  value 
whatsoever  in  the  diagnosis  of  contact  dermatitis. 
It  is  a waste  of  the  patient’s  time  and  money. 
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In  presenting  this  paper  I want  to  give 
some  points  taken  from  a cross  section  of 
my  case  history  file.  The  400  cases  re- 
viewed came  under  the  writer’s  care  since 
the  beginning  of  the  war,  and  were  seen 
during  1942  and  1943.  (Senile,  psycho- 
neurosis, drug  and  alcohol  were  omitted.) 
Before  taking  up  the  histories  let  us  review 
a few  psychiatrical  points. 

1.  What  is  the  mind?  The  mind  is  the 
expression  of  mental  life  which  manifests 
itself  through  the  organization  of  the  cen- 
tral nervous  system  in  the  process  of  think- 
ing, feeling,  and  acting. 

2.  What  is  consciousness?  Conscious- 
ness is  the  state  of  awareness  in  an  indi- 
vidual of  his  personality;  a recognition  by 
the  individual  that  he  lives  as  a distinct 
personality  from  other  persons. 

3.  What  are  the  three  definite  functions 
of  the  mind?  Thinking,  feeling,  and  will- 
ing; or  in  other  words,  intellect,  emotion, 
and  volition. 

4.  What  is  mental  sickness?  Mental 
sickness  is  a group  of  diseases  or  psychotic 
reactions  in  which  there  is  a disorder  of  the 
mind,  due  to  diseases  of  the  brain,  other 
organs,  or  psychotic  explosions. 

5.  What  is  the  etiology  of  mental  sick- 
ness? Abnormal  blood  conditions,  infec- 
tions, shock,  endocrinological,  extraneous 
irritants,  and  idiopathic. 

6.  Do  certain  people  have  peculiarities 
that  are  normal  for  them?  Yes,  and  pe- 
culiarities that  are  normal  for  some  people 
may  be  abnormal  for  others;  frequently 
are  the  formative  stage  of  psychosis. 

An  Analysis  of  400  Cases  Reviewed 

1.  Who  first  saw  the  cases  and  history 
of  duration  when  first  seen  by  the  writer? 

Family  physician  (69%),  three  days  to  fourteen 
months;  chiropractor  (12%%),  six  weeks  to  three 
months;  psychologist  (5%),  two  weeks  to  three 
years;  drugless  physician  (1%),  seven  weeks  to 
seven  months;  osteopath  (3%),  one  week  to  eight- 
een months;  neuropath  (%%),  two  weeks  to  five 


*Read  before  the  Tennessee  State  Medical  As- 
sociation, Nashville,  April  11,  12,  13,  1944. 


months;  psychiatrist  (9%),  eight  days  to  one 
month. 

It  looks  like  the  nonmedical  practitioners 
are  making  a progressive  inroad  into  work 
that  belongs  to  the  regular  medical  pro- 
fession. 

2.  What  factor  did  heredity  play? 


Total  male  146  * Yes  22  No  124 

Total  female  254  Yes  32  No  222 


I believe  the  heredity  factor  has  been 
given  too  much  attention  in  mental  sick- 
ness, and  the  writer  believes  the  same  is 
applicable  to  mental  development.  The  in- 
tellectual cells  are  there  regardless  of  the 
parentage.  Let  the  writer  give  a concrete 
example.  There  was  a prominent  New 
England  family  who  brought  a little  Negro 
girl  to  this  country  from  Africa  at  the  age 
of  three.  The  girl’s  mother  and  father 
were  ignorant ; could  neither  read  nor 
write;  the  paternal  and  maternal  grand- 
parents were  in  the  same  class;  pure  Negro 
blood.  The  little  girl  was  black  as  coal 
plus.  At  the  age  of  six  they  put  her  in 
the  public  school,  where  both  black  and 
white  attended  the  same  school.  She  led 
the  class  all  the  way  through  high  school, 
graduating  at  seventeen.  Those  interested 
in  her  were  of  the  Presbyterian  faith  and 
placed  her  in  a Southern  Presbyterian  col- 
lege. She  led  her  class  again,  graduated 
with  highest  honor;  majored  in  music  and 
developed  a beautiful  lyric  soprano  voice. 
The  writer  had  the  opportunity  of  hearing 
her  twice.  An  authority  on  vocal  music 
told  the  writer  he  was  speaking  privately 
because  the  girl  was  a Negro,  but  at  her 
age  there  was  none  better.  She  graduated 
from  college  at  twenty-one  and  at  present  is 
a public  school  and  music  teacher. 

3.  What  sex  was  more  susceptible? 

Male  . 146 

Female  254 

Total  .400 

The  writer  is  of  the  opinion  the  mother, 
wife,  and  daughter  can  stand  less  mental 
shock. 

4.  How  many  of  patients  had  previous 
attacks  ? 
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Male  . . . 146  Yes  18  No  128 

Female  . 254  Yes  24  No  230 

Total  400  Yes  42  No  358 


Because  of  advanced  scientific  treatment 
and  guidance  by  the  family  physician  and 
psychiatrist  is  the  cause  of  marked  decline 
in  reoccurrence  of  mental  sickness. 

5.  What  was  the  atmosphere  in  the 
home? 

Male  146  Pleasant  120  Unpleasant  26 

Female  254  Pleasant  210  Unpleasant  44 

Total  400  Pleasant  330  Unpleasant  70 

Relatives  understand  mental  sickness  behavior 
better. 

6.  What  were  their  principal  occupa- 


tions? 

Male 

Female 

Warworker  . . . 

92 

Housework  . . 

156 

Businessmen 

20 

W arworker 

38 

Students 

. 6 

Students  ...  . 

14 

Others 

28 

Others 

26 

Total 

146 

Total 

254 

The  writer 

would 

mention  three 

impor- 

tant  things  relative  to  occupations. 

Mental 

strain  and  lack  of  varied  activities  with 
loved  ones  in  the  armed  forces  is  a great 
shock  to  mothers  and  wives.  Because  of 
the  war  effort  most  warworkers  are  over- 
worked and  live  in  an  exhaustive  physical 
and  mental  state.  Businessmen  with  war 
restrictions  and  labor  trouble  are  on  a con- 
stant mental  strain. 

7.  What  part  did  syphilis  play  in  the 
cases  reported? 

Male  146  Yes  12  No  134  8 2/3% 

Female  254  Yes  16  No  238  6 1/3% 

Total  400  Yes  28  No  372  7% 

The  percentage  shows  how  efficiently  the 
general  practitioner  and  G.  U.  men  are 
treating  the  condition. 

8.  What  were  the  first  symptoms? 


Male 

F emale 

Total 

Depression,  exhaustion,  and 

insomnia  

74 

174 

248 

Depression  and  exhaustion 

32 

20 

52 

Hallucinations  and  delusions 

24 

36 

60 

Other  symptoms 

16 

24 

40 

Totals 

146 

254 

400 

The  most  common  symptoms  were  ex- 
haustion, depression,  and  insomnia. 

9.  What  were  the  principal  diagnoses? 


Male 

Female 

Total 

Mental  shock 

. 12 

102 

114 

Exhaustive  psychosis  . . . 

48 

18 

66 

Manic-depressive 

. 22 

60 

82 

Schizophrenia  

24 

36  • 

60 

Somatic  

16 

14 

30 

General  paresis  

12 

16 

28 

Others 

12 

8 

20 

Totals 

146 

254 

400 

The  writer  would 

call 

attention 

that 

mental  shock  heads  the  list,  and  can  be  at- 
tributed largely  to  the  war.  Ninety  per 
cent  of  those  suffering  from  shock  were  in 
a depressed  state.  Women  were  more  sus- 
ceptible to  shock  and  men  to  exhaustion. 
Manic-depressive  and  schizophrenia,  com- 
mon psychoses,  top  the  other  psychoses. 

10.  What  treatment  was  given  patients? 
The  hospital  patients  were  given  regular 
routine  mental  hospital  treatment,  plus 
shock  treatment  in  cases  where  same  was 
advisable.  Those  not  institutionalized  were 
put  on  certain  routine  as  could  be  carried 
out  in  each  individual  case — such  as  com- 
mon sense  rest,  proper  exercise,  pleasant 
environment,  diet,  and  carefully  guarded 
medication. 

11.  What  were  the  end  results  of  the  400 
cases  treated  in  hospitals  and  those  not 
institutionalized? 

Hospital  patients,  204.  Recovered,  142  or 
69  3/5%  ; average  hospital  residence,  73  days.  Im- 
proved and  home,  24  or  11  4/5%;  average  hospital 
residence,  103  days.  Unimproved  and  home,  10  or 
5% ; average  hospital  residence,  52  days.  Remain 
in  hospital,  22  or  10  3/5%.  Died  (one  suicide),  6 
or  3%  ; average  hospital  residence,  13  days. 

Nonhospital  patients,  196.  Recovered,  102  or 
54% ; -average  time  of  treatment,  167  days.  Im- 
proved 58  or  29%%,  21  being  treated,  8 quit. 
Unimproved,  12  or  6 1/6%  ; all  under  treatment. 
Deaths  (11  suicides),  24  or  12  1/3%;  average  time 
of  treatment,  39  days. 

Three  interesting  points  relative  to  the 
end  results  are:  those  hospitalized  show  a 
greater  percentage  of  recoveries;  shorter 
duration ; fewer  suicides. 

12.  In  conclusion  what  would  the  writer 
suggest  ? 

Special  attention  and  early  diagnosis  of 
mental  cases.  If  the  general  practitioner 
treats  the  case,  it  would  be  better  he  do  so 
with  consultation  guidance  of  a psychiatrist. 
If  the  general  practitioner  has  not  the  time 
nor  does  not  like  to  be  worried  with  mental 
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cases,  it  would  be  better  for  him  to  turn 
the  case  over  to  a psychiatrist  early. 

DISCUSSION 

F.  H.  LUTON,  M.D.  (Nashville):  We  are  in- 
debted to  Doctor  Hill  for  his  interesting  analysis 
of  a group  of  patients  whose  behavior  is  the  result 
of  pathology  in  the  environment  more  often  than  in 
the  heredity  or  the  body  of  the  patient.  His  results 
have  been  good;  he  points  out  the  need  for  early 
recognition  and  treatment  and  for  hospitalization 
in  certain  types  of  cases.  I was  glad  that  he  men- 
tioned the  frequency  with  which  these  patients  are 
first  seen  by  “nonmedical  practitioners.”  I feel 
that  this  is  partly  explained  by  our  own  failure 
to  recognize  certain  psychological  aspects  of  treat- 
ment which  could  be  utilized  in  a perfectly  legiti- 
mate way  for  the  benefit  of  the  patient.  I believe 
that  if  a patient  has  a psychoneurosis  it  is  our  job 
to  try  to  understand  why  he  has  it,  then  teach 
him  to  understand  the  meaning  of  his  symptoms. 
Usually  these  symptoms  are  an  expression  of  his 
own  insecurity  in  the  management  of  life’s  prob- 
lems. They  are  to  him  a way  of  life,  a substitute  for 
a normal  reaction  to  grief  or  disappointment  or 
frustration.  They  are  a product  of  poor  training 
for  responsibility  or  for  facing  situations  that  are 
painful.  They  usually  occur  in  individuals  who 
have  poor  resources  for  play  and  rest,  who  put  all 
their  eggs  in  one  basket,  who  cross  bridges  before 
they  get  to  them,  who  are  too  sensitive  or  perfec- 
tionistic,  whose  demands  on  themselves  are  too 
great.  These  facts  can  be  presented  to  patients 
as  causes  of  their  symptoms  in  the  place  of  the  all- 
too-frequent  statement  that  “you’re  just  nervous” 
or  “there  isn’t  anything  the  matter  with  you.” 

If  we  understand  his  illness  ourselves  and  give 
him  an  adequate  explanation  and  try  to  help  him 
appreciate  his  own  assets  for  greater  security — if 
we  teach  him  the  importance  of  recreation — the 
importance  of  better  habits  of  emotional  control — 
if  we  point  out  to  him  those  aspects  of  his  per- 
sonality that  need  modification — then  we  have  given 
him  something  that  is  good  medicine  and  more 
useful  to  him  than  “nerve  medicine.”  We  can  do 
a better  job  of  treatment  of  this  type  than  the 
chiropractor  or  neuropath. 

Doctor  Hill  has  pointed  out  that  the  war  and  its 
ramifications  played  an  important  role  in  the 
causation  of  his  cases.  It  will  continue  to  play  a 
role  long  after  this  present  conflict  is  over. 

1.  We  ai’e  seeing  now  those  wives  and  parents 
who  are  developing  major  and  minor  psychoses  as 
a result  of  the  economic  and  emotional  deprivation 
caused  by  the  absence  of  fathers  and  sons  in  the 
service. 

2.  There  are  the  children  who  develop  delin- 
quency and  behavior  manifestations  because  the 
security  of  the  home  is  broken  by  the  absence  of 
the  father,  and  often  the  mother,  who  is  working 
in  a defense  area. 

3.  We  still  have  the  problem  of  the  various  types 


of  psychoneuroses,  as  well  as  such  psychosomatic 
disorders  as  gastric  ulcer,  asthma,  hypertension, 
etc.,  who  are  rejected  at  the  induction  centers  be- 
cause of  these  conditions  or  who  live  in  a state  of 
great  tension  and  anxiety  in  anticipation  of  in- 
duction. 

4.  There  is  a fourth  group  which  marks  the  be- 
ginning of  the  major  psychiatric  casualties  of  the 
war: 

(a)  Psychoneuroses  discharged  because  of  breaks 
occurring  as  a result  of  preliminary  training  often 
after  long  periods  of  hospitalization,  'sometimes 
with  resentment  toward  the  Army  for  its  lack  of 
sympathy,  often  without  any  understanding  of  the 
reasons  for  discharge. 

(b)  Acute  psychotic  episodes  in  persons  hitherto 
apparently  well-adjusted  persons  — schizophrenic- 
like episodes  which  tend  to  clear  up. 

(c)  Battle  casualties  — merchant  marine  — neu- 
roses, acute  and  chronic. 

(d)  The  ones  to  come  are  the  potential  neuro- 
psychiatric— disabilities — problem  of  rehabilitation. 

The  literature  shows  that  the  German  and  Rus- 
sian armies  are  doing  better  than  we  are  in  the 
management  of  such  problems.  They  are  sending 
them  to  treatment  centers  before  discharge.  Ours 
are  being  sent  back  to  the  community  and  placing 
the  responsibility  on  the  community  and  the  Vet- 
erans Bureau  for  treatment. 

WILLIAM  E.  HOWELL,  M.D.  (Morristown): 
Mr.  President,  knowing  very  little  of  psychiatry, 
I wonder  how  many  of  us  have  gotten  on  a street- 
car smoking  a cigarette  and  dropped  our  cigarette 
into  the  cash  box  and  thrown  our  money  out  the 
window?  Absentmindedness  or  forgetfulness  re- 
calls one  instance  to  my  mind  at  the  Mayo  Clinic. 
Dr.  William  Plummer,  an  eminent  internist,  went 
down  to  the  tailor  and  told  him.  he  wanted  a suit 
of  clothes.  The  tailor  said,  “Well,  doctor,  you  are 
sitting  around  in  the  office,  you  need  two  pairs  of 
trousers.” 

“O.K.  Make  two  pairs  of  trousers.” 

The  tailor  sent  the  suit  up.  The  doctor’s  wife 
was  away  from  home,  so  the  doctor  hung  the  suit 
up  in  the  closet.  He  got  a call  from  Chicago,  so 
he  dressed  and  went  to  Chicago.  When  he  went 
into  the  lobby,  there  was  a boy  paging  him  with  a 
telegram  from  his  wife,  which  read:  “For  God’s 
sake,  see  if  you  have  got  your  breeches  on.  I found 
them  upstairs  in  the  closet.” 

0.  S.  HAUK,  M.D.  (Nashville) : Mr.  President 
and  Gentlemen:  I think  this  is  a very  timely  sub- 
ject that  my  good  friend,  Doctor  Hill,  has  brought 
to  us  today. 

As  Doctor  Luton  suggested,  it  doesn’t  matter  so 
much  whether  you  want  to  keep  these  patients  or 
not,  and  probably  right  now  you  would  like  to  be 
rid  of  them  because  you  are  busy  with  other  things 
that  are  more  interesting  to  you.  We  are  going 
to  see  more  and  more  of  this  type  of  illness  after 
this  war  is  over. 

I said  the  subject  was  timely  because  a very 
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large  per  cent  of  the  casualties  that  are  coming  as 
a result  of  this  war — I understand  it  runs  about 
thirty-three  and  one-third  to  forty  per  cent — are 
mental  breakdowns.  In  these  days  of  rationing, 
stepping  on  the  gas,  and  high-pressure  living,  I am 
wondering  if  it  isn’t  time  to  stop  and  think  where 
we  are  driving.  Most  people  throw  up  their  hands 
at  nervous  and  mental  troubles.  Many  of  them 
are  obscure;  many  of  them  we  do  not  know  so 
much  about;  and  many  of  them  are  not  so  obscure 
and  are  interesting  if  you  will  study  them. 

You  hear  a good  deal  about  having  your  tires 
recapped— and  all  those  things.  I like  to  think  of 
a mental  breakdown  in  a mechanical  way.  There 
is  the  driver,  the  machine,  and  the  road,  and  nearly 
every  accident  in  life  is  the  result  of  a little  of  all 
three.  Many  of  us  have  never  learned  to  drive; 
many  of  us  are  endowed  with  an  inferior  machine, 
and  the  road  is  so  hazardous  that  the  best  machine 
is  liable  to  break  down.  I think  of  these  things 
as  everything  being  rationed  but  human  energy. 
I have  seen  a number  of  these  cases  that  have  come 
to  our  institution  recently.  Some  of  the  boys  have 
•been  returned  who  had  not  been  in  service  long 
enough  to  be  admitted  to  a mental  institution. 
Some  of  these  cases  have  been  mothers  and  fa- 
thers; a majority  have  been  mothers.  Women  are 
usually  just  a little  more  emotionally  unstable 
than  men;  their  reactions  are  a little  more  violent. 
I have  had  a number  of  mothers  that  have  been 
committed  to  our  institution  during  the  last  few 
months  in  anxiety  states,  and  if  you  read  one  his- 
tory you  have  read  them  all;  they  are  all  alike. 
If  those  cases  are  protected  over  a reasonable 
length  of  time,  usually  those  are  what  we  term 
reactive  things,  or  mental  shocks,  and  they  re- 
cover; there  is  a lot  that  can  be  done  for  them. 
So  I say  that  I think  it  is  time  for  us  to  stop  and 
take  our  foot  off  the  gas  and  watch  a little  more 
closely  and  have  a checkup. 

A great  deal  is  being  done  in  regard  to  the  pre- 
vention of  these  mental  diseases.  In  a few  years, 
I believe  we  will  eliminate  a great  many  of  the 
infectious  diseases  of  children,  whooping  cough 


and  other  infections,  and  that  will  relieve  us  of  a 
certain  per  cent.  When  the  venereal  diseases  are 
eliminated  from  the  adult  group,  it  will  further 
reduce  the  inmates  in  these  institutions. 

ALVIN  B.  ROSENBLOOM,  M.D.  (Jackson): 
Mr.  President  and  Members  of  the  Tennessee  State 
Medical  Association: 

How  many  of  us  would  feel  very  comfortable  if 
this  automobile  that  Doctor  Hauk  mentioned  was 
being  driven  by  a person  who  was  taught  to  drive 
on  the  left-hand  side  of  the  road?  Most  of  our 
psychiatric  disturbances  go  back  to  environmental 
circumstances,  chiefly  in  childhood.  We  as  a group 
of  doctors  are  in  a position  to  assist  in  the  training 
of  children  from  the  time  they  are  born  to  form  a 
pattern  of  life  which  will  fit  on  the  right  side  of 
the  road,  and  which  will  make  the  people  comfort- 
able and  secure  who  are  riding  with  them. 

The  first  step  in  the  formation  of  an  individual’s 
emotional  pattern  begins  in  childhood.  He  must 
learn,  as  Doctor  Casparis  repeatedly  emphasized, 
that  he  gets  the  reward  of  attention  when  pleasant 
and  is  ignored  when  his  behavior  is  otherwise. 
Later  he  must  be  taught  something  of  life  in  such 
a way  that  he  will  be  able  to  meet  its  hazards. 
He  must  be  given  affection  and  his  questions  hon- 
estly answered,  especially  in  sexual  matters.  When 
he  becomes  married,  he  and'  his  wife  must  have 
accurate  knowledge  of  the  technique  of  love,  in- 
cluding contraception. 

If  psychiatry  were  given  its  proper  role  at  this 
convention,  half  of  the  papers  of  our  program 
would  be  devoted  to  it,  since  half  of  the  hospital 
beds  in  the  United  States  are  taken  by  psychiatric 
cases.  Forty-five  per  cent  of  the  discharged  from 
the  Army  are  for  emotional  instability — this  after 
a sincere  effort  has  been  made  to  prevent  the  in- 
duction of  such  cases.  It  is  our  responsibility  and 
our  privilege  to  be  in  a position  to  assist  the  in- 
dividual in  his  search  for  happiness. 

JESSE  C.  HILL,  M.D.  (closing):  During  the 
past  ten  years  great  progress  has  been  made  in 
the  care  and  treatment  of  psychiatric  cases. 


328 


October,  1945 


MENTAL  SYMPTOMS  AT  THE  MALE  CLIMACTERIC* 

FRANK  E.  JONES,  M.D.,  Knoxville 


The  climacteric  or  involutional  period  of 
life  is  one  that  we  must  all  pass  through, 
men  and  women  alike,  on  our  journey  to 
that  supposedly  calm,  peaceful,  and  serene 
period  known  as  “old  age.” 

Usually  it  is  purely  a physiological  proc- 
ess and  inconveniences  the  traveler  little, 
if  any,  but  not  infrequently  it  is  accom- 
panied by  mental  symptoms  ranging  from 
most  mild  unnoticeable  personality  changes 
to  profound  and  debilitating  depressions 
and  psychoses. 

In  the  male  the  symptoms  or  signs  may 
occur  as  early  as  forty-one  years  of  age 
or  as  late  as  sixty-four,  but  generally  speak- 
ing, the  usual  onset  occurs  in  the  mid  or 
late  fifties  or  about  ten  years  later  than 
in  the  female. 

Before  going  into  a discussion  of  the 
actual  mental  symptoms  of  this  condition,  I 
believe  that  it  would  be  worth  while  to 
describe  generally  the  personality  traits  or 
mental  characteristics  of  the  individual 
who  is  likely  to  develop  mental  symptoms 
at  this  period  of  life. 

We  frequently  obtain  a history  from  rela- 
tives that  prior  to  the  onset  of  the  cli- 
macteric period  these  people  were  “chronic 
worries”;  their  interests  were  narrow; 
their  habits  were  stereotyped ; and  they 
cared  little  for  diversion.  They  were  not 
aggressive  people;  they  lacked  a sense  of 
humor;  they  were  overconscientious,  pes- 
simistic, and  seclusive.  They  seldom  en- 
gaged in  private  enterprise,  but  were 
steady  and  reliable  salaried  subordinates. 

Noyes  explains  the  personality  changes 
and  psychoses  at  this  period  as  due  to  the 
more  or  less  conscious  recognition  that 
early  dreams  and  desires  cannot  now  be 
realized ; that  the  zenith  of  life  has  passed ; 
and  that  ambition  and  life’s  forces  are 
waning.  The  fact  that  opportunity  no 
longer  exists  for  repairing  old  errors  or 
achieving  new  successes  creates  a sense  of 
frustration  and  increases  the  feeling  of 
insecurity. 

*Read  before  the  Knox  County  Medical  Society, 
May  23,  1944. 


Before  a definite  involutional  psychosis 
manifests  itself  there  is  always  a period 
of  weeks  or  months,  during  which  time  the 
patient  experiences  subjective  symptoms 
and  personality  changes  of  varying  degrees. 

There  is  a sense  of  inward  tension  that 
is  augmented  by  excitement  or  fatigue. 
Insomnia  is  an  almost  constant  complaint. 
There  is  an  inability  to  fall  asleep  until 
hours  after  midnight — even  then  sleep  is 
fitful  and  the  victim  awakens  in  the  morn- 
ing as  tired  and  exhausted  as  when  he  went 
to  bed.  Dull  occipitocervical  headaches 
occur  during  the  day  and  radiate  over  the 
scapula  region  and  down  the  spine.  Hot 
flushes  are  not  quite  as  characteristic  as 
in  the  female,  but  are  troublesome  symp- 
toms. Tachycardia,  palpitation,  and  dysp- 
nea occur  even  without  or  after  slight  ef- 
fort. 

Long  before  a psychosis  is  in  evidence 
the  patient  begins  to  show  personality 
changes  that  are  foreign  to  his  usual  con- 
duct. The  even-tempered  man  becomes  ir- 
ritable and  peevish ; the  patient  individual 
becomes  intolerant;  the  stable  person  is 
unduly  apprehensive;  there  is  emotional 
instability  and  retardation  of  the  powers 
of  concentration ; cerebration  is  slowed ; 
there  is  incapacity  for  sustained  e.Tort;  and 
there  is  mild  memory  impairment,  espe- 
cially for  recent  events.  These  symptoms 
are  unlikely  to  be  noticed  except  by  the  pa- 
tient’s immediate  family  or  intimate  asso- 
ciates. 

At  this  time  the  patient  is  not  incapaci- 
tated. He  is  usually  unaware  of  his  con- 
dition and  does  not  consult  a physician 
unless  forced  to  do  so  by  members  of  his 
family  or  associates  at  his  place  of  em- 
ployment. 

These  symptoms  gradually  merge  into 
the  prepsychotic  period  which  consists  of 
an  exaggeration  of  those  symptoms  already 
mentioned.  In  addition  there  is  unwar- 
ranted anxiety  and  depression.  Uncontrol- 
lable weeping  is  very  characteristic.  Gross 
errors  of  judgment  are  quite  common.  Mild 
paranoid  trends  frequently  develop  that  are 
occasioned  by  misrepresentation  of  words 
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and  acts  of  others  who  speak  or  act  in 
behalf  of  the  sufferer.  These  people  feel 
insecure.  They  experience  mild  ideas  of 
inadequacy  and  entertain  thoughts  of  es- 
cape by  suicide. 

They  are  always  in  contact  with  their 
environment  and  their  symptoms  and  per- 
sonality change's  are,  to  a great  extent, 
in  keeping  with  reality.  They  now  realize 
that  something  is  wrong  and  justify  their 
conduct  by  all  manner  of  somatic  and  hypo- 
chondriacal complaints.  By  this  time  they 
usually  consult  a physician  of  their  own 
volition. 

The  physical  examination  is  usually  neg- 
ative except  for  perhaps  a little  weight 
loss,  maybe  a mild  anemia,  or  a slight  rise 
in  blood  pressure.  Frequently  the  physi- 
cian prescribes  a “tonic”  or  “vitamin”; 
gives  the  patient  a “pep  talk”;  jests  with 
him  that  he  is  just  “getting  old” — quite 
unaware  of  the  potential  psychotic  nature 
of  the  patient’s  illness.  I dare  say  there 
is  among  you  one  who  has  encountered  such 
a patient  at  one  time  or  another,  and  weeks 
later  were  surprised  to  learn  that  he  had 
been  committed  to  the  State  Hospital. 

The  next  phase,  or  psychotic  state  of  this 
condition,  is  characterized  by  a profound 
depression  with  agitation ; delusions  of  in- 
adequacy and  self -accusation ; nihilistic 
ideas;  and  attempts  at  or  actual  suicide. 
These  cases  are  problems  for  institutions. 

There  is  a definite  presenile  syndrome, 
organic  in  origin,  whose  symptoms  are 
strikingly  similar  to  those  produced  by  in- 
volutional changes  and  a differential  diag- 
nosis is  imperative  because  the  prognosis 
and  management  of  the  two  conditions  are 
quite  different.  Especially  is  this  true  in 
established  psychotic  states,  for  in  the  in- 
volutional, or  functional  syndrome,  electro 
shock  is  more  or  less  a specific  treatment, 
whereas  in  the  presenile  or  organic  syn- 
drome electro  shock  is  not  only  indicated, 
but  may  result  in  harm. 

The  differential  diagnosis  is  determined 
more  by  the  physical  findings  than  by  the 
mental  symptoms.  In  the  organic  disturb- 
ance there  is  usually  a moderate  degree 
of  sclerosis  of  all  available  vessels  accom- 
panied by  a hypertension  of  varying  de- 


grees. Especially  is  this  sclerosis  true  of 
the  retinal  vessels  and  very  often  a fundus 
examination  is  a reliable  criterion  for  dif- 
ferentiation. The  presenile  patient  usu- 
ally has  some  cardiac  or  renal  damage 
and/or  other  organic  changes  incident  to 
sclerosis  with  hypertension. 

With  respect  to  the  mental  symptoms, 
the  depression  in  the  organic  syndrome 
is  not  as  sustained  as  in  the  involutional 
condition  and  there  is  lessening  of  initia- 
tive rather  than  preoccupation.  Glaring 
memory  defects  are  almost  always  organic 
in  nature.  The  organic  victim’s  condition 
usually  shows  evidence  of  progressive  de- 
terioration whereas  the  involutional  case 
does  not,  but  the  process  may  take  years. 

Case  histories  are  often  boresome,  but 
I believe  that  the  symptoms  of  an  impend- 
ing psychotic  state  can  best  be  emphasized 
by  relating  briefly  the  history  of  a rather 
typical  case  that  I had  the  pleasure  of  see- 
ing in  consultation  with  a member  of  this 
society  about  a year  ago. 

Mr.  W.  P.  was  fifty-four  years  of  age. 
According  to  his  family,  he  had  always 
been  a very  conscientious  and  industrious 
person.  This  was  confirmed  by  the  fact 
that  he  had  been  employed  by  a railroad 
company  for  about  thirty  years  and  was 
considered  by  them  a reliable  and  valued 
employee.  He  had  always  been  temperate 
in  all  things.  He  was  a good  husband  and 
father  and  had  always  provided  well  for 
his  family.  He  owned  his  home  and  was 
fairly  secure  financially.  He  had  been  a 
good  church  member  all  of  his  life  and 
had  contributed  both  of  his  means  and  his 
talents  to  its  support. 

He  was  a methodical  individual,  some- 
what retiring  in  nature,  rather  strong  in 
his  convictions,  and  had  never  used  alcohol 
or  tobacco. 

About  three  months  before  the  patient 
consulted  his  physician  he  became  mildly 
apprehensive.  He  confided  in  his  wife  that 
he  was  afraid  that  he  was  about  to  lose 
his  job,  but  could  give  no  logical  reason. 
He  became  irritable  with  his  family,  which 
was  quite  out  of  keeping  with  his  usual 
conduct.  He  slept  poorly  and  worried  over 
the  possibility  that  when  he  did  finally  go 
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to  sleep  at  night  he  would  not  make  up  in 
time  to  get  to  work  the  following  morning. 

About  six  weeks  after  these  symptoms 
were  noted  by  the  family  the  patient  be- 
gan to  experience  unprovoked  attacks  of 
crying.  These  attacks  were  of  short  dura- 
tion. They  might  appear  daily  or  he  might 
go  as  long  as  a week  without  one.  At  first 
they  did  not  seem  to  impair  his  efficiency 
as  a railroad  man,  but  at  the  time  I saw 
him  he  expressed  the  belief  that  they  were 
likely  to  cost  him  his  job  if  not  controlled. 

It  was  because  of  these  crying  attacks 
that  I was  asked  to  see  him. 

The  patient  was  a friendly  man,  slightly 
depressed,  but  in  complete  accord  with  his 
environment.  He  discussed  his  condition 
in  a frank,  straightforward  manner.  He 
had  a definite  insight  into  his  condition  and 
was  very  desirous  of  obtaining  relief. 

He  stated  that  he  had  no  special  worries. 
His  financial  status  was  sound;  his  family 
were  respectful  and  considerate;  and  he 
had  no  enemies.  He  denied  thoughts  of 
suicide  and  felt  that  he  had  made  a fair 
success  of  his  life. 

He  could  not  explain  his  depression  nor 
his  uncontrollable  weeping.  He  insisted 
that  he  was  to  lose  his  job  because  of  gross 
errors  of  judgment  and  in  support  of  this 
statement  related  an  incident  that  had  hap- 
pened to  him  a few  weeks  before  the  in- 
terview. He  stated  that  he  knew  better 
than  to  attempt  to  reach  a certain  destina- 
tion on  a motorcar  because  a passenger 
train  was  due  on  that  track,  but  he  made 
the  attempt  anyway,  meeting  the  train  at 
the  exact  point  where  he  had  calculated 
that  he  would.  He  was  barely  successful 
in  getting  out  of  the  path  of  the  onrush- 
ing  train. 

The  narrative  of  this  man’s  case  history 
is  rather  typical  of  the  course  of  the  pre- 
psychotic  involutional  victim.  I might  add 
that  this  particular  man  made  a nice  re- 
covery and  is  now  back  at  his  old  job  with 
the  railroad. 

The  most  efficacious  treatment  of  mental 
symptoms  at  the  male  climacteric  is  pro- 
phylaxis. It  has  long  been  common  prac- 
tice for  physicians  to  recommend  to  their 
patients  yearly  physical  examinations  or 
checkups.  Many  potential  debilitating 


physical  ailments  have  been  discovered  by 
this  method  that  otherwise  might  have  con- 
signed the  patient  to  a premature  grave. 

At  this  period  of  life  psychodysfunctions 
also  may  cast  their  shadows,  especially  in 
those  patients  who  exhibit  the  mental  char- 
acteristics described  earlier — i.e.,  the  chron- 
ic worrier,  the  intolerant,  stubborn,  over- 
conscientious,  stereotyped  individual. 

“You  cannot  teach  an  old  dog  new  tricks” 
is  an  old  and  time-proven  adage,  but  by 
crude  analogy  these  people  in  a sense  are 
not  yet  old.  Once  the  climacteric  is 
reached  their  habits  and  personalities  are 
difficult  to  change,  but  now,  during  the 
period  preceding  the  climacteric  they  can 
be  guided  and  assisted  in  taking  a mental 
inventory  of  themselves.  They  can  be 
taught  to  think  about  things  of  which  they 
have  not  been  conscious  for  years.  They 
can  be  taught  how  to  relax  and  to  sleep; 
to  acquire  hobbies;  to  cultivate  apprecia- 
tion of,  and  interest  in,  one  or  more  of 
the  arts;  to  commune  with  nature;  to  find 
pleasure  and  mental  satisfaction  in  serving 
their  fellow  man ; and,  above  all,  to  develop 
a good  sense  of  humor.  A person  who 
possesses  a good  sense  of  humor  will  never, 
in  my  opinion,  be  the  victim  of  an  involu- 
tional psychosis. 

When  prepsychotic  symptoms  have  mani- 
fest themselves,  the  condition  is  incompat- 
ible with  the  patient’s  usual  avocation,  re- 
gardless of  his  employment,  or  the  sound- 
ness of  his  physical  health.  He  must  have 
a change  of  environment  and  daily  rou- 
tine. Remember,  these  people  are  not 
psychotic  at  this  time.  If  psychiatric  no- 
menclature must  be  used  to  describe  their 
condition,  they  are  more  psychoneurotic 
than  psychotic. 

The  patient  should  be  advised  to  take  a 
vacation.  If  that  is  not  possible,  his  home 
environment  should  be  quiet  and  pleasant, 
and  he  should  be  encouraged  to  take  an 
active  interest  in  some  recreational  ac- 
tivity or  hobby.  If  mild  sedation  is  needed, 
it  should  be  employed;  but  narcotics  are 
to  be  strictly  avoided.  The  family  should 
be  carefully  instructed  to  make  appropriate 
concessions  for  his  irritability  and  intol- 
erance. They  should  be  taught  to  bear 
with  him,  and,  above  all,  avoid  telling  him 
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that  “there  is  nothing  wrong  with  him.” 
His  illness  is  real  in  every  sense  and  must 
be  so  regarded  by  all  who  come  in  contact 
with  him.  His  family  should  comment  on 
his  improvement  from  day  to  day. 

The  prepsychotic  sufferer  needs  a psy- 
chologic prescription.  Occasionally  such  a 
prescription  may  be  physiologically,  neces- 
sary because  of  some  digestive  disorder, 
anemia,  anorexia,  insomnia,  etc.  Such  pre- 
scriptions include  iron,  vitamins,  stomatics, 
mild  laxatives,  and  sedatives.  These  peo- 
ple are  hypochondriacal  and  neurotic  and 
psychotherapy  is  indispensable. 

Certain  estrogenic  preparations  are  wide- 
ly used  in  the  treatment  of  this  condition 
in  its  various  degrees  and  very  favorable 
results  have  been  reported  by  a number 
of  competent  men.  My  experience  with 
them  has  been  rather  discouraging,  but 
that  is  perhaps  due  to  the  fact  that  when 
these  cases  come  under  my  observation  they 
are  already  psychotic  or  nearly  so.  After 
a psychosis  has  developed,  I believe  that 
estrogenic  preparations  and  allied  sub- 
stances are  useless.  However,  in  the  pre- 
psychotic phase — i.e.,  these  cases  that  the 
profession  will  see  before  they  reach  an 
institution,  the  circulatory  symptoms,  and 
indirectly  the  psychic  symptoms  may  re- 
spond to  intramuscular  injections  of  tes- 
tosterone propionate,  ten  to  twenty-five 
milligrams  three  times  weekly,  or  stilbes- 
trol,  the  dose  of  which  should  be  kept  at  the 
lowest  effective  level — rarely  more  than 
one  milligram  per  day. 

In  cases  usually  depressed  small,  grad- 
ually increasing  doses  of  benzedrine  sul- 
phate before  the  morning  and  noon  meal 
are  effective. 


Hydrotherapy  in  its  various  forms  is 
very  beneficial  if  available.  If  not,  the 
common  bathtub  and  shower  may  be  used 
to  advantage. 

When  a definite  psychotic  state  has  de- 
veloped some  form  of  shock  therapy  is  the 
only  treatment  I know.  Electro  shock  is 
preferable  and  treatments  are  given  from 
two  to  three  times  a week.  Within  three 
weeks  to  three  months  most  all  cases  treat- 
ed with  shock  (67%  to  95%)  enter  into 
a stable  remission. 

In  conclusion,  I would  like  to  mention 
one  symptom  that  occasionally  occurs  at 
the  male  climacteric,  but  strangely  enough 
it  is  seldom  complained  of  by  the  patient 
until  after  he  recovers.  This  symptom  is 
impotency.  Maybe  the  patient  is  too  de- 
pressed and  self-centered  to  concern  him- 
self with  this  symptom  during  his  illness 
and  his  sense  of  well-being  after  recovery 
prompts  him  to  become  aware  of  it.  He 
is  often  disappointed  because  potency  has 
not  been  restored  to  his  own  satisfac- 
tion, but  he  should  be  frankly  advised  be- 
forehand that  decrease  in  potency  is  a nor- 
mal consequence  of  age  and  that  the  chief 
object  of  treatment  is  relief  of  the  symp- 
toms that  keep  him  from  a gainful  occu- 
pation and  impair  his  social  relations  with 
his  fellow  men. 

REFERENCES 

Noyes:  Principles  of  Psychiatry,  1940  edition. 

Novak:  “The  Management  of  the  Menopause." 
American  Journal  of  Obstetrics  and  Gynecology, 
October. 

Werner:  “The  Male  Climacteric.”  Journal  of 
Urology,  June,  1943. 

Allen:  “Changes  in  Psychology  Necessitated  by 
Involution.”  Southern  Medicine  and  Surgery,  July. 


332 


October,  1945 


THE  FUTURE  OF  MEDICINE* 

JOHN  H.  FITZGIBBON,  M.D.,  Portland,  Oregon,  Chairman,  Council  on  Medical  Service  and 
Public  Relations,  American  Medical  Association 


Upon  receiving  the  invitation  to  partici- 
pate in  this  discussion,  I was  struck  by 
the  seriousness  of  the  task  and  reminded 
of  the  story  of  a windstorm  in  one  of  the 
central  states  where  windstorms  some- 
times reach  undue  proportions  both  as  to 
velocity  and  duration.  Any  similarity  be- 
tween this  and  other  windstorms  is,  of 
course,  purely  coincidental. 

A farmer,  his  wife,  and  the  hired  man 
had  sought  refuge  in  the  farmhouse  where 
they  were  watching  the  effects  of  the  storm 
through  the  kitchen  window.  The  farmer’s 
wife,  a highly  nervous  individual,  after  see- 
ing the  henhouse  overturned  by  a sudden 
gust,  fell  upon  her  knees  and  began  to 
pray  aloud.  “Oh,  Father!”  she  exclaimed, 
“send  thy  Son  to  aid  us  in  our  hour  of  dis- 
tress.” Whereupon  another  burst  of  wind 
carried  away  the  remains  of  the  haystack 
and  rocked  the  house.  The  farmer  then 
fell  upon  his  knees,  crying,  “Oh,  Father! 
Please  send  thy  Son  to  help  us  in  our  peril.” 
The  reply  was  increased  violence  of  the 
storm.  The  house  shook,  the  windows  rat- 
tled, the  washtub  was  blown  from  the  back 
porch,  and  bricks  fell  crashing  from  the 
chimney.  The  hired  man,  weak  with  fright, 
then  fell  upon  his  knees  beside  the  others 
and  cried,  “Oh,  Father!  Come  thyself. 
This  is  no  boy’s  job.” 

With  full  realization  that  this  is  no  boy’s 
job,  I accepted  the  invitation  to  appear 
here,  not  because  my  crystal  ball  has  pro- 
vided the  answer  to  the  problem  of  the 
future  of  medicine,  but  because  I wished 
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to  hear  the  opinions  of  others  participating 
in  this  discussion,  and  to  leave  with  you 
my  own  ideas  of  what  medical  men  as  in- 
dividuals and  medical  organizations,  as 
spokesmen  for  the  medical  profession,  can 
do  to  influence  the  future  of  medicine.  I 
wish  also  to  make  suggestions  along  legis- 
lative lines. 

Although  speaking  as  chairman  of  the 
Council  on  Medical  Service  and  Public 
Relations  of  the  American  Medical  Asso- 
ciation, my  opinions  are  my  own  and  the 
result  of  my  medical  background  and  ex- 
perience. In  interpreting  the  expressed 
opinions  of  any  speaker,  one  must  always 
take  into  consideration  his  background. 
Differences  of  opinion  are  usually  based 
upon  differences  of  experience  and  envi- 
ronment, for  no  man  can  escape  the  in- 
fluence of  either  upon  his  reason  and  emo- 
tions, particularly  upon  his  emotions.  Like 
most  of  you,  and  like  most  of  the  men 
holding  office  in  the  American  Medical  As- 
sociation, I am  a private  practitioner  of 
medicine  and  hope  to  remain  so  because  I 
believe  that  the  best  interest  of  the  pa- 
tient is  served  by  the  private  practitioner. 
For  many  years  I have  been  a part-time 
teacher  in  the  University  of  Oregon  Med- 
ical School.  Teaching,  therefore,  is  an 
important  part  of  my  life.  An  interest  in 
clinical  research  and  the  future  of  medical 
education  stems  from  this  activity  and 
causes  no  small  concern  in  view  of  war- 
time effects  upon  medical  education.  The 
position  of  consultant  to  the  United  States 
Veterans  Administration  has  given  me  an 
opportunity  to  participate  in  government 
medicine  for  many  years  and  to  evaluate 
its  advantages  and  disadvantages,  as  well 
as  to  anticipate  some  of  the  problems  con- 
nected with  the  medical  care  of  returning 
veterans  of  the  present  war.  Furthermore, 

I have  thereby  seen  the  advantage  to  a 
government  institution  of  the  cooperation 
of  local  medical  men. 

Like  all  of  you,  I respect  and  support 
the  Public  Health  Service  for  its  outstand- 
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ing  success  in  matters  within  its  field.  Al- 
though I hold  a commission  in  the  inactive 
reserve  of  the  United  States  Public  Health 
Service  in  connection  with  the  recent  base 
hospital  program,  that  commission  so  far 
has  been  an  expression  of  willingness  to 
serve  in  the  national  emergency  rather 
than  an  evidence  of  extensive  experience 
in  matters  of  public  health,  for  my  public 
health  experience  has  been  limited  to  an 
interest  in  community  affairs  and  service 
on  local  committees.  This  local  experi- 
ence, however,  has  shown  me  the  possi- 
bilities and  advantages  of  friendly  and 
constructive  cooperation  between  medical 
organizations  and  community  leaders  and 
officials. 

I shall  quote  statements  of  the  House  of 
Delegates  of  the  American  Medical  Asso- 
ciation. These,  too,  are  my  own  opinions 
and  not  something  handed  down  by  an 
impersonal  organization,  for,  like  the  dele- 
gate from  your  own  society  and  all  other 
component  groups  of  the  American  Medical 
Association,  including  representatives  of 
the  Army,  the  Navy,  and  the  Public  Health 
Service,  as  a member  of  the  House  of 
Delegates,  I had  a part  in  these  actions  and 
therefore  feel  my  share  of  responsibility 
for  them. 

In  discussing  the  future  of  medicine,  one 
must  bear  in  mind  the  fact  that,  like  all 
other  problems  of  human  relations,  there 
is  no  solution  that  will  be  entirely  satis- 
factory to  all  concerned,  and  no  single  so- 
lution to  the  diversified  problems  of  vari- 
ous communities.  The  medical  profession 
must  continue  to  make  its  decisions  in  re- 
gard to  future  methods  of  medical  care 
upon  the  basis  of  the  best  interest  and 
welfare  of  the  patient.  We  can  be  sure 
that  continued  provision  of  high  type  med- 
ical service,  regardless  of  changing  eco- 
nomic arrangements,  will  react  to  the  best 
interest  of  the  medical  profession  as  well  as 
the  patient. 

I am  not  pessimistic  about  the  future 
of  medicine,  for  I believe  in  the  sincerity 
and  unselfishness  of  the  medical  profession 
and  their  adaptability  to  any  situation. 
Medicine  has  progressed  under  many  vary- 
ing conditions  throughout  the  ages  and  will 


continue  to  progress  throughout  ages  to 
come.  Nations  may  rise  and  fall,  but  the 
medical  profession  will  maintain  continuity 
from  generation  to  generation,  adapting  it- 
self to  changing  conditions.  We  must  re- 
gard ourselves  not  as  individuals  working 
for  our  own  private  ends  and  interests,  but 
rather  as  a link  between  the  past  and  the 
future  of  medicine,  for  it  is  only  through 
us  as  individual  practitioners  and  teachers 
that  medical  knowledge  and  experience  may 
be  transmitted.  It  is  our  responsibility  to 
preserve  medical  knowledge,  to  add  to  it, 
to  apply  the  benefits  to  our  own  generation, 
and  to  transmit  them  to  future  generations. 
Physicians  cannot  be  made  overnight  or 
by  short  cuts,  and  the  quality  of  medical 
service  must  not  be  permitted  to  deteriorate 
l’egardless  of  expediency. 

Our  natural  reluctance  to  discard  time- 
tried  and  highly  successful  methods  of 
practice  for  methods  of  questionable  merit 
has  been  interpreted  by  some  of  our  critics 
as  protection  of  a so-called  “vested  inter- 
est.” If  we  have  a “vested  interest”  to 
protect,  I fail  to  see  it,  for  surely,  as  indi- 
viduals, we  have  little  to  lose  or  gain  of  a 
material  nature  regardless  of  changes  in 
methods  of  distributing  medical  service. 
The  practice  of  medicine  will  always  be  a 
respectable  occupation  and  anyone  willing 
to  work  can  always  make  a living  in  med- 
ical practice,  provided  he  has  the  medical 
ability. 

Those  who  begin  the  study  of  medicine 
with  the  profit  motive  are  rare  exceptions 
and  usually  they  do  not  complete  the  course. 
It  should  be  apparent  to  all  that  equal  time 
and  effort  devoted  to  almost  any  other  oc- 
cupation would  be  more  profitable.  The 
qualities  that  make  a good  physician  are 
only  partly  acquired  by  training.  No 
amount  of  training  will  compensate  for 
lack  of  native  ability  and  love  of  the  science 
and  art  of  medicine.  Very  few  physicians 
retire  except  on  account  of  disability,  and 
nearly  all  die  “on  the  job”  because  of*  in- 
terest in  their  work.  Many  older  physi- 
cians who  should  have  retired  because  of 
disabilities  are  carrying  on  during  the  war 
emergency  and  many  have  died  premature- 
ly because  of  the  excessive  load  of  work. 
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Does  this  sound  like  protecting  a vested 
interest? 

We  all  know  many  disabled  colleagues 
who,  because  of  a sense  of  responsibility 
and  duty,  are  carrying  the  heavy  burden 
of  practice  and  teaching,  plus  volunteer 
service  to  government  agencies  and  char- 
itable organizations  with  the  full  knowl- 
edge that  they  are  shortening  their  own 
lives.  These  men  are  just  as  surely  war 
casualties  as  if  they  wei’e  casualties  upon 
the  field  of  battle.  Are  they  protecting  a 
vested  interest? 

Many  physicians  beyond  ordinary  mili- 
tary age  have  left  their  practices  and  given 
up  years  of  their  lives  in  military  service. 
Certainly  they  have  no  vested  interest.  The 
remarkable  response  of  younger  men  to  the 
call  to  service  refutes  all  insinuations  of 
a selfish  motive. 

If  we  have  any  interest  to  protect  other 
than  that  of  our  patients,  it  is  our  heritage 
of  American  medicine,  which  is  the  best 
in  the  world  today,  and  which  we  take 
pride  in  maintaining  at  its  high  level,  while 
at  the  same  time  recognizing  and  admitting 
its  inadequacies.  Our  responsibility  as 
physicians  is  to  wholeheartedly  participate 
as  individuals  and  organizations  in  the  so- 
lution of  the  various  problems  of  medical 
care.  We  can  escape  neither  the  respon- 
sibilities of  ordinary  citizenship  nor  those 
of  medical  citizenship  which  are  far  greater. 

As  medical  citizens  it  is  our  responsibility 
to  make  available  to  all  interested  agencies 
our  highly  specialized  knowledge  and  expe- 
rience in  the  care  of  the  sick  and  to  par- 
ticipate as  individuals  in  medical  society 
efforts  to  solve  local  and  national  problems. 
I have  no  time  for  the  complaints  and  crit- 
icisms of  those  who  are  too  proud,  too  in- 
different, too  selfish,  or  too  lazy  to  con- 
tribute their  time  and  effort  to  a solution 
of  medical  problems.  The  individual  phy- 
sician has  a responsibility  which  he  can- 
not dodge  and  which  he  should  not  pass 
on  to  others  who  are  more  willing  to  carry 
the  burden.  If  he  does  selfishly  avoid  re- 
sponsibility in  his  local  society,  he  should 
certainly  hesitate  to  criticize  the  efforts 
of  his  fellows  who  are  attempting  to  solve 
problems  which  he  has  avoided.  The  health 
of  the  people  of  this  country  is  the  concern 


of  every  individual  physician  regardless  of 
location  or  type  of  practice,  and  the  solu- 
tion of  problems  of  medical  care  is  a re- 
sponsibility that  cannot  be  ignored  either 
individually  or  collectively. 

There  has  been  at  times  a tendency  for 
some  local  societies  to  pass  responsibility 
to  state  and  national  organizations  rather 
than  to  solve  their  own  problems.  It  must 
be  remembered  that  the  American  Medical 
Association  is  a federation  of  local  societies 
and  that  there  is  no  desire  or  intention  to 
interfere  locally,  but  a definite  willingness 
to  aid  local  groups  in  every  possible  way. 
Local  problems  for  the  most  part  need  local 
solutions.  The  great  weakness  of  plans  for 
federal  control  of  medical  practice  is  that 
a highly  personal  and  individual  matter 
like  medical  care  loses  a great  deal  of  its 
value  when  administered  by  remote  con- 
trol. Good  medical  care  can  never  be  any- 
thing but  a very  personal  affair. 

The  medical  profession  is  cognizant  of 
the  evil  effects  upon  a community  and  upon 
a nation  of  ill-health,  poor  housing,  malnu- 
trition, congestion,  economic  insecurity,  un- 
employment, lack  of  cultural  development, 
intolerance,  and  moral  imperfection.  Cor- 
rection of  all  these  evils  is  our  responsibil- 
ity as  citizens,  but  the  solution  of  health 
problems  is  our  own  special  responsibility 
as  medical  citizens. 

We  have  an  obligation  of  medical  citi- 
zenship to  inform  our  public  servants,  who 
otherwise  would  not  have  the  knowledge  to 
guide  them  in  carrying  out  their  duties 
in  regard  to  medical  problems  requiring 
legislative  action.  Before  attempting  to 
inform  others,  however,  it  behooves  us  to 
inform  ourselves.  Sound  proposals  cannot 
be  based  on  prejudice  or  emotional  reac- 
tions. We  must  face  facts,  after  making 
certain  they  are  facts,  make  sound  studies, 
and  devote  to  these  problems  the  same  pas- 
sion for  thoroughness  that  characterizes 
our  clinical  work.  Solutions  offered  for 
medical  economic  problems  must  not  be  of 
an  “appeasement”  type  designed  to  ease 
the  pressure  of  socialistic  groups  who  wish 
to  change  medical  practice  as  part  of  a 
system  of  national  socialism,  but  must  be 
based  solely  on  good  medical  care.  The 
objective  of  the  medical  profession  of  this 
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country  as  stated  in  the  platform  of  the 
American  Medical  Association  is  “Avail- 
ability of  medical  care  of  a high  quality  to 
every  person  in  the  United  States.”  All 
plans  and  proposals  whether  national  or 
local  should  be  directed  toward  that  ob* 
jective.  Availability  of  medical  care  is  not 
the  entire  solution.  The  public  must  be 
persuaded  to  utilize  the  services  made  avail- 
able. 

Studies  of  local  health  needs  are  being 
made  by  many  county  and  state  medical 
societies.^  Surveys  of  public  opinion,  both 
local  and  national,  are  shedding  light  upon 
our  problems  and  emphasizing  the  fact  that 
health  problems  are  often  very  complex. 
The  medical  profession  is  not  responsible 
for  poor  housing,  poor  nutrition,  inadequate 
clothing,  and  low  income  in  any  commu- 
nity. On  the  other  hand,  poor  economic 
conditions  are  responsible  for  many  of  our 
health  problems,  and,  in  a great  many  cases, 
the  solution  is  economic  rather  than  med- 
ical. 

Perhaps  in  our  devotion  to  medical  prac- 
tice and  care  of  the  individual  we  have 
overlooked  to  some  extent  the  broader  field 
of  social  problems.  Perhaps  we  have  been 
willing  to  carry  the  burden  of  charity  as 
a personal  man-to-man  problem,  while  oth- 
ers more  “socially  conscious”  have  trans- 
formed charity  to  an  impersonal  matter  and 
altered  our  vocabulary  by  the  science  of 
semantics  and  the  substitution  of  pleasant 
words  for  those  that  have  fallen  into  social 
disrepute.  Thus  “charity”  has  been  re- 
placed by  “welfare”  and  disguised  charity 
in  many  cases  is  called  “social  security.” 
The  poor  have  become  the  “underprivi- 
leged” and  “security”  has  become  our 
watchword.  Hitchhiking  is  the  national 
sport  and  in  great  degree  dominates  our 
social  thinking.  With  the  wartime  increase 
in  employment  and  wages  there  has  cer- 
tainly been  a marked  drop  in  the  number 
of  “underprivileged”  as  shown  by  attend- 
ance at  medical  school  clinics  and  teaching 
hospitals.  Perhaps  this  is  an  indication 
that  people  really  prefer  a private  physi- 
cian to  one  giving  service  through  an  in- 
stitution even  though,  in  many  instances, 
it  may  be  the  same  physician. 

Surely  no  thinking  person  will  oppose 


constructive  social  legislation  and  least  of 
all  the  medical  profession.  Many  times, 
however,  it  is  difficult  to  determine  where 
constructive  legislation  ends  and  destruc- 
tive paternalism  begins,  especially  when 
administered  by  an  impersonal  and  en- 
trenched bureaucracy. 

Experience  in  many  communities  has 
proved  that  there  can  be  friendly  and  effi- 
cient cooperation  between  professional  or- 
ganizations and  local  governmental  agencies 
with  resulting  benefit  to  the  population. 
This  same  cooperation  on  a national  basis 
will  result  in  mutual  understanding  and 
benefit.  Such  cooperation  cannot  exist, 
however,  without  mutual  trust  and  respect 
and  a desire  to  reach  sound  solutions  rather 
than  to  “put  over”  preconceived  plans  or 
to  introduce  compulsion.  When  political 
manipulation  and  determination  to  force 
cooperation  of  the  medical  profession  enter 
into  a plan,  there  can  be  no  constructive 
discussion.  The  future  of  medicine  will 
be  affected  therefore  by  the  attitude  of 
government  toward  the  medical  profession. 
If  constructive  discussions  can  be  held 
by  responsible  parties,  national  problems 
should  be  little  more  difficult  of  solution 
than  local  problems. 

It  is  surely  not  best  for  the  field  of  med- 
ical care  to  become  a battleground  for  an- 
tagonistic minorities  attempting  to  find  a 
solution  to  a problem  that  has  no  single 
solution,  but  is  extremely  complex  and  com- 
plicated by  many  factors  of  economics  and 
environment. 

The  medical  profession  of  this  country 
has  more  than  once  offered  its  wholehearted 
aid  and  all  of  its  facilities  for  the  solution 
of  problems  of  health,  but  too  often  the 
only  opportunity  offered  has  been  a hasty 
appearance  before  an  overworked  congres- 
sional committee  in  a battle  of  pressure 
groups.  The  people  of  this  country  deserve 
better  consideration  of  their  health  prob- 
lems. 

As  a result  of  such  techniques  there  has 
been  a tendency  for  members  of  the  pro- 
fession to  develop  “delusions  of  persecu- 
tion” and  a feeling  that  certain  elements 
within  our  government  do  not  wish  sound 
advice  and  professional  help  in  health  mat- 
ters and  that  the  attempt  to  extend  so- 
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cialization  of  medicine  is  merely  one  phase 
of  a plan  to  introduce  federal  control  of 
all  human  activities.  There  is  a strong 
suspicion  that  it  is  the  purpose  of  some 
of  our  public  servants  to  change  our  form 
of  government.  Under  the  term  “public 
servants”  one  must  include  those  acquired 
as  well  as  those  elected  or  appointed,  for 
apparently  some  of  the  barnacles  upon  the 
Ship  of  State  have  influenced  the  course 
to  a profound  degree. 

If  federal  health  legislation  is  needed, 
why  should  it  not  develop  as  the  result  of 
sincere  deliberation  and  conference  be- 
tween all  parties  concerned  rather  than 
as  the  attempt  of  an  inside  pressure  group 
to  make  profound  changes  in  a field  in 
which  they  are  not  too  well  informed?  As 
far  as  I know,  no  medical  man  has  so  far 
admitted  being  consulted  in  the  prepara- 
tion of  the  medical  section  of  the  Wagner- 
Murray-Dingell  bill.  Can  the  medical  pro- 
fession or  any  other  informed  group  feel 
confidence  in  the  sincerity  of  those  behind 
such  a move?  The  desire  of  the  medical 
profession  to  aid  in  solving  medical-social 
problems  is  no  less  sincere  than  our  desire 
to  aid  in  the  solution  of  problems  of  medical 
science,  and  surely  there  is  no  group  more 
directly  concerned  with  human  welfare. 

In  1943  the  House  of  Delegates  of  the 
American  Medical  Association  created  the 
Council  on  Medical  Service  and  Public  Re- 
lations. The  functions  and  activities  of 
the  council  have  been  published  and  widely 
discussed. 

The  council  does  not  intend  to  play  a 
defensive  game,  but  to  actively  promote 
the  objective  of  the  American  Medical  As- 
sociation as  reaffirmed  by  the  House  of 
Delegates  in  June,  1944 — namely,  “ Avail- 
ability of  medical  care  of  a , high  quality  to 
every  person  in  the  United  States.” 

Availability  of  good  medical  care  is  not 
the  responsibility  of  the  medical  and  al- 
lied professions  alone.  Attainment  of  this 
objective  will  require  the  wholehearted  co- 
operation and  untiring  efforts  of  many  in- 
dividuals and  groups  including  government, 
industry,  labor,  hospital  groups,  insurance 
organizations,  and  many  others. 

I have  read  with  interest  and  profit  tes- 
timony presented  before  the  various  con- 


gressional committees  during  recent  years 
and  particularly  the  record  of  the  Senate 
Subcommittee  on  Wartime  Health  and  Edu- 
cation, of  which  Senator  Claude  Pepper 
is  chairman.  Much  valuable  information 
is  contained  in  these  congressional  records, 
and  many  constructive  suggestions  have 
been  made  by  persons  whose  sincerity  can- 
not be  doubted.  It  appears  that  all  con- 
cerned are  agreed  upon  one  thing  and  that 
is  the  objective  of  the  American  Medical 
Association  as  previously  stated,  “Avail- 
ability of  medical  care  of  a high  quality  to  % 
every  person  in  the  United  States.”  That 
at  least  is  a start,  but  I believe  that  there 
are  many  other  things  that  we  can  agree 
upon  and  upon  which  the  medical  profes- 
sion is  already  agreed.  Any  plan  to  be 
successful  will  require  the  wholehearted 
support  of  the  physicians  of  this  country 
and  any  plan  not  gaining  the  enthusiastic 
support  of  a vast  majority  of  the  medical 
profession  is  doomed  to  failure  before  it 
begins.  Let  us,  therefore,  consider  the  pos- 
sibilities. 

For  many  years  the  medical  profession 
of  this  country  has  urged  “the  establish- 
ment of  an  agency  of  federal  government 
under  which  shall  be  coordinated  arid  ad- 
ministered all  medical  and  health  f unctions 
of  the  fedei'al  government  exclusive  of  those 
of  the  Army  and  Navy.”  Since  1875  the 
American  Medical  Association  has  urged 
the  establishment  of  this  agency  “in  the 
interest  of  efficiency,  the  avoidance  of  du- 
plication and  a saving  of  vast  sums  of 
money.”  Surely  the  health  of  the  people 
of  this  country  is  of  sufficient  importance 
to  justify  this  step.  The  creation  of  such 
an  agency  with  a secretary  of  cabinet  rank 
and  a commission  including  an  adequate 
number  of  competent,  experienced  physi- 
cians would  do  more  to  accomplish  “unity 
of  purpose  and  execution”  than  anything 
I can  think  of.  Is  there  any  logical  reason 
why  this  change  should  not  be  consum- 
mated? An  agency  of  this  kind,  devoting 
its  entire  energies  to  one  large  problem, 
should  bring  unity  out  of  chaos  and  would 
certainly  be  the  first  step  in  a constructive 
program.  Why  has  this  reorganization  of 
federal  health  functions  been  delayed? 
After  advocating  this  measure  for  sixty- 


October,  1945 


THE  FUTURE  OF  MEDICINE — Fitzgibbon 


337 


nine  years,  I believe  that  it  is  now  time 
for  the  medical  profession  to  do  something 
about  it. 

I believe  that  there  are  other  planks  in 
the  platform  of  the  American  Medical  As- 
sociation upon  which  reasonable  agreement 
can  be  reached.  Let  us  review  them  briefly : 
“A.  In  the  extension  of  medical  services 
to  all  people,  the  utmost  utilization 
of  qualified  medical  and  hospital  fa- 
cilities already  established.” 

Can  anyone  logically  disagree  with  that 
proposal  ? 

“B.  The  continued  development  of  pri- 
vate practice  of  medicine,  subject  to 
such  changes  as  may  be  necessary 
to  maintain  the  quality  of  medical 
services  and  to  increase  their  avail- 
ability, including  the  development 
and  extension  of  voluntary  hospital 
insurance  and  voluntary  medical  in- 
surance.” 

Upon  this  plank  I recognize  that  there 
will  be  minority  disagreement  by  those 
advocating  complete  socialization  and  gov- 
ernment control  of  medicine  and  allied  ac- 
tivities. Those  who  believe  in  compulsion 
have  their  arguments  which  I am  willing 
to  listen  to,  but  as  a private  practitioner 
and  part-time  teacher,  I cannot  agree  with 
them.  I cannot  agree  that  the  private 
practitioner  has  been  relegated  to  the  po- 
sition of  distributor  of  medical  service  or 
that  the  full-time  salaried  man  is  alone 
God’s  gift  to  humanity.  No  doubt  much 
cap  be  said  on  both  sides,  but  further  argu- 
ment merely  adds  to  the  medical  windstorm. 

Let  us  continue  with  the  platform  of  the 
American  Medical  Association: 

“C.  Expansion  of  public  health  and  med- 
ical services  consistent  with  the 
American  system  of  democracy.” 

We  should  develop  our  own  system  rather 
than  import  such  methods  as  compulsory 
sickness  insurance  and  other  European 
plans  which  tend  to  intensify  the  depend- 
ence of  the  individual  upon  the  state. 

“D.  The  allotment  of  such  funds  as  the 
Congress  may  make  available  to  any 
state  in  actual  need  for  the  preven- 
tion of  disease,  the  promotion  of 
health,  and  care  of  the  sick  on  proof 
of  such  need.” 


Is  there  anything  wrong  with  that  pro- 
posal ? 

“E.  The  principle  that  the  care  of  the 
public  health  and  the  provision  of 
medical  service  to  the  sick  is  pri- 
marily a local  responsibility . 

“F.  The  development  of  a mechanism  for 
meeting  the  needs  of  expansion  of 
preventive  medical  services  ivith  lo- 
cal determination  of  needs  and  local 
control  of  administration. 

“G.  The  extension  of  medical  care  for'the 
indigent  and  medically  indigent  ivith 
local  determination  of  needs  and  local 
control  of  administration.” 

I believe  that  reasonable  agreement  will 
follow  unprejudiced  study  of  these  planks 
and  that  they  deserve  serious  considera- 
tion by  all  interested  in  medical  planning. 

The  most  important  plank  from  the 
standpoint  of  early  federal  action,  however, 
is  the  one  first  referred  to  as  our  objective 
since  1875,  “the  establishment  of  an  agency 
of  federal  government  under  which  shall 
be  coordinated  and  administered  all  med- 
ical and  health  functions  of  the  federal 
government  exclusive  of  those  of  the  Army 
and  Navy.”  Legislation  to  bring  this  about 
will  receive  the  enthusiastic  support  of  the 
medical  profession  and  will  end  confusion, 
promote  harmony,  and  lay  the  foundation 
for  the  ultimate  consummation  of  our  ob- 
jective of  making  “high  quality  medical 
care  available  to  every  person  in  the  United 
States.” 

The  foundation  having  been  laid,  the 
new  agency,  after  coordinating  all  federal 
health  activities,  with  the  cooperation  of 
the  medical  profession  and  all  other  re- 
sponsible groups,  can  determine  the  ne- 
cessity for  and  nature  of  federal  action. 
This  would  not  decrease  the  authority  or 
responsibility  of  Congress  in  any  way,  but 
would  lessen  their  burden  and  promote  the 
long-sought-for  unity  of  purpose  and  exe- 
cution. It  would  be  entirely  in  keeping 
with  the  principles  of  democracy.  Good 
citizenship  means  working  together  and 
working  together  promotes  mutual  under- 
standing and  good  will  plus  a feeling  on 
the  part  of  the  citizens  that  the  govern- 
ment belongs  to  them. 
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I conclude  with  an  old  story  which  il- 
lustrates my  idea  of  an  American.  Years 
ago  an  American,  an  Englishman,  and  a 
German,  visiting  an  Oriental  country,  were 
granted  an  audience  by  the  local  potentate. 
Addressing  the  Englishman,  he  said,  “I 
understand  that  you  are  a subject  of  the 
king  of  England.”  The  Englishman  bowed 
and  replied,  “Yes,  your  Highness,  and  I 
am  very  proud  of  it.”  Turning  to  the 


German,  he  said,  “And  you  are  a subject 
of  the  kaiser.”  Clicking  his  heels  and  bow- 
ing stiffly,  the  German  replied,  “Yes,  your 
Highness,  and  very  proud!”  Addressing 
the  American,  His  Highness  said,  “And  you 
are  a subject  of  the  United  States  of  Amer- 
ica.” Whereupon  the  American  exclaimed, 
“Subject,  hell!  I own  part  of  the  United 
States  of  America.” 

Let  us  keep  it  that  way. 
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Compulsory  Medicine 
Senator  Wagner,  in  discussing  his  Senate 
Bill  1032,  avoids  the  use  of  terms  indi- 
cating that  the  bill  will  result  in  compul- 
sory health  insurance.  The  bill,  as  ex- 
plained by  the  senator,  will  not  interfere 
with  normal  relations  between  the  patient 
and  his  physician  and  the  health  insurance 
provisions  will  not  be  mandatory  on  the 
medical  profession.  The  Surgeon  General 


of  the  Public  Health  Service  will  publish 
in  each  district  the  names  of  medical  prac- 
titioners who  agree  to  furnish  services  to 
those  entitled  to  receive  such  medical  care. 

As  this  Journal  has  published  letters 
from  the  Tennessee  delegation  in  Congress, 
and  as  most  of  our  representatives  oppose 
the  Wagner-Murray-Dingell  Bill,  it  might 
be  well  to  have  our  members  express  their 
opinions  of  the  bill.  So  we  are  asking 
each  member  of  the  Association  to  answer 
the  three  questions,  sign  the  coupon  if  you 
desire,  and  mail  it  to  the  headquarters  of- 
fice. If  every  member  answers  each  of 
these  questions,  we  will  soon  know  how 
our  profession  stands  and  we  will  know 
whether  the  provisions  of  the  bill  will  be 
nullified  in  this  state,  even  if  it  is  passed 
as  a national  law. 

House  of  Delegates  Special  Meeting 

As  announced  in  the  September  issue  of 
this  Journal,  the  House  of  Delegates  will 
have  a special  meeting  October  20  and  21, 
1945,  at  the  Andrew  Jackson  Hotel  in 
Nashville.  At  the  first  session  an  amend- 
ment to  the  by-laws  will  be  proposed  by 
which  the  annual  dues  will  be  increased 
from  six  to  fifteen  dollars.  This  amend- 
ment will  be  voted  on  at  the  second  session. 
The  future  policy  of  the  Association  will 
be  dependent  upon  the  passage  of  this 
amendment.  The  two  questions  which  are 


Date  at October , 1945 

1.  Are  you  opposed  to  the  Wagner-Murray-Dingell  Bill?  □ Yes 

□ Undecided 

□ No 

2.  Have  you  worked  for  the  defeat  of  the  bill?  □ Yes 

□ No 

3.  If  passed,  will  you  accept  patients  who  apply  for  treat- 
ment under  the  provisions  of  the  bill?  □ Yes 

□ Undecided 

□ No 

(Signed) , M.D. 

Member  of County  Medical  Society. 
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dependent  upon  increased  income  are:  (1) 
securing  a full-time  secretary  and  (2)  for- 
mation of  a prepayment  medical  care  plan 
corporation. 

(1)  The  employment  of  a full-time  sec- 
retary should  be  governed  by  the  duties 
to  be  performed  by  such  an  officer.  The 
Board  of  Trustees  and  the  House  of  Dele- 
gates might  be  able  to  find  enough  asso- 
ciation work  to  justify  the  employment  of 
a full-time  worker. 

(2)  The  consideration  of  organizing  for 
the  prepayment  of  medical  care  is  of  vital 
interest.  Various  forms  of  prepayment 
policies  have  been  issued  by  other  state 
associations.  Some  states  have  been  study- 
ing this  problem  for  years  and  have  ar- 
rived at  no  conclusion.  In  some  places  the 
prepayment  plans  have  lost  money  for  the 
doctors  who  rendered  the  service  and  have 
created  large  debts  to  be  paid  by  the  as- 
sociations. 

In  arriving  at  a conclusion  on  this  mat- 
ter of  prepayment  of  medical  care,  we 
should  decide  if  it  is  wise  to  attempt  or- 
ganization under  the  enabling  act  passed 
by  the  last  Legislature.  If  it  is  wise  to 
form  this  corporation,  it  will  be  a simple 
legal  matter.  Then  the  corporation  will 
have  to  make  a policy  or  copy  the  policy 
of  some  other  state  which  offers  prepay- 
ment medical  service.  In  making  this 


policy  a number  of  questions  must  be  set- 
tled such  as  whether  the  policy  will  pay 
in  service  or  cash  indemnity,  whether  it 
will  offer  complete  or  limited  care,  whether 
it  will  be  offered  to  the  general  public,  or 
to  those  in  certain  low-income  groups  and 
other  details. 

When  these  questions  are  settled,  an 
actuarially  sound  premium  rate  must  be 
fixed.  A selling  organization  must  be  es- 
tablished to  put  the  insurance  in  force 
and  to  keep  it  in  force.  The  insurance  can 
be  offered  only  where  fifty-one  per  cent  of 
the  doctors  in  the  county  agree  to  partici- 
pate in  the  plan.  In  some  places  the  with- 
drawal of  a doctor  or  two  might  force  the 
discontinuance  of  the  plan  in  a given 
county.  A number  of  other  details  in  the 
plan  might  be  mentioned.  All  of  these 
points  will  have  to  be  worked  out  carefully, 
probably  by  a committee,  after  diligent 
study  and  expert  advice. 

It  has  been  suggested  that  probably  some 
counties  are  in  a better  position  than  the 
state  as  a whole  to  begin  work  under  such 
a plan.  If  that  is  the  case,  such  a county 
could  organize  and  the  territory  could  be 
extended  gradually  as  experience  justifies. 
In  this  way,  putting  the  prepayment  med- 
ical service  plan  in  force  would  be  a growth 
rather  than  a creation  for  all  the  state. 


NOTICE 

Answer  each  of  the  three  questions  on  the  other  side  of  this  coupon 
and  mail  to  the  Tennessee  State  Medical  Association,  508  Doctors  Build- 
ing, Nashville  3,  Tennessee. 
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Vital  Problems  That  Now  Confront 
the  Physicians  of  Tennessee 

September  24,  1945. 

1.  Can  the  physicians  of  Tennessee  work 
together  as  a strong  unit?  If  we  can,  we 
need  have  no  fears  of  the  future. 

2.  What  should  be  done  to  help  the  phy- 
sicians returning  from  the  armed  forces? 
Connecticut  has  taken  the  lead  in  estab- 
lishing a service  bureau  for  returned  med- 
ical officers.  Should  not  Tennessee  do  this 
same  thing  at  once?  The  bureau  should 
supply  information  as  to  opportunities  in 
the  state  for  urban  and  rural  practice  and 
the  towns  where  various  specialists  are 
needed.  The  bureau  should  be  able  to  ex- 
plain to  any  veteran  Public  Law  346  which 
is  the  G.  I.  Bill  of  Rights. 

3.  Should  Tennessee  have  a medical  in- 
surance plan?  Every  physician  should  ex- 
press his  views  as  to  the  advisability  of  the 
Tennessee  State  Medical  Association  own- 
ing and  operating  a prepaid  medical  insur- 
ance service. 

4.  Should  the  state  set  up  a committee 
on  health  education?  This  committee  could 
carry  out  its  work  through  the  newspa- 
pers and  by  radio  broadcasting.  The  Amer- 
ican Medical  Association  can  give  us  val- 
uable assistance-  in  making  this  program  a 
success. 

5.  Should  we  not  have  a committee  whose 
sole  purpose  would  be  to  watch  and  study 
national  and  state  laws  that  might  be 
detrimental  to  the  practice  of  medicine  in 
Tennessee?  This  committee  must  be  com- 
posed of  men  of  such  integrity  and  hold  such 
power  that  its  decisions  will  be  accepted  by 
all  the  physicians  in  the  state. 


DEATHS 


John  Alexander  Steward,  M.D. 

John  Alexander  Steward,  M.D.,  Chatta- 
nooga; University  of  Pennsylvania  School 
of  Medicine,  Philadelphia,  1926  ; aged  forty- 
seven;  in  service  from  September,  1942, 
to  December,  1944;  retired  because  of  ill- 


health  ; died  at  St.  Mary’s  Hospital,  Tuc- 
son, Arizona,  July  7,  1945,  of  cardiac  fail- 
ure. 


James  Henry  Keeling,  M.D. 

James  Henry  Keeling,  M.D.,  Knoxville; 
New  York  Medical  College,  Flower  and 
Fifth  Avenue  Hospitals,  New  York,  1914; 
aged  fifty-five;  died  September  2,  1945. 


Samuel  Tillman  Brumley,  M.D. 
Samuel  Tillman  Brumley,  M.D.,  Greene- 
ville;  Chattanooga  Medical  College,  Chat- 
tanooga, 1909 ; aged  sixty-one ; died  March 
15,  1945. 


Henry  Akin  Nesbitt,  M.D. 

Henry  Akin  Nesbitt,  M.D.,  Clarksville; 
Vanderbilt  University  School  of  Medicine, 
Nashville,  1900;  aged  seventy-seven;  died 
September  23,  1945. 


RESOLUTIONS 


Alexander  Steward,  M.D. 

Dr.  Alexander  Steward  met  a most  un- 
timely death  on  July  7 at  Tucson,  Arizona. 
He  was  the  son  of  Colonel  and  Mrs.  C.  S. 
Steward  of  Chattanooga,  Tennessee. 

He  received  his  early  education  at  Mc- 
Callie  School  and  entered  the  University 
of  Virginia  in  1914,  but  enlisted  in  the 
Army  Air  Force  before  completing  his' 
course  there. 

At  the  time  of  his  discharge  in  1919, 
he  was  a pilot  and  held  the  rank  of  first 
lieutenant.  He  then  returned  to  the  Uni- 
versity of  Virginia  to  complete  his  work. 

Following  this  he  received  his  medical 
degree  from  the  University  of  Pennsyl- 
vania. Doctor  Steward  was  awarded  a 
surgical  fellowship  at  Mayo  Clinic,  and 
during  his  stay  there  took  postgraduate 
work  at  the  University  of  Minnesota,  where 
he  received  his  Master’s  degree  in  surgery. 

Immediately  after  this  he  entered  the 
practice  of  medicine  in  Chattanooga.  He 
was  a surgeon  of  skilled  ability;  one  who 
never  took  his  responsibilities  lightly  nor 
impersonally.  He  was  the  first  doctor  to 
introduce  thoracoplastic  surgery  in  the 
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treatment  of  tuberculosis  in  Chattanooga. 
His  success  in  this  particular  field  was  of 
infinite  value. 

He  volunteered  his  services  at  the  be- 
ginning of  World  War  II  and  Major  Stew- 
ard was  honorably  discharged  in  January, 
1945,  because  of  ill-health. 

He  was  guest  speaker  at  the  Surgeons 
Club  in  February,  and  in  his  inimitable  way 
recounted  his  experiences  and  the  advance- 
ment of  surgery  during  this  war. 

It  is  with  sorrow  that  we  accept  his 
death.  He  will  be  missed  in  both  a profes- 
sional and  personal  way. 

In  a professional  way  he  contributed 
much,  but  his  personal  magnetism  will  be 
remembered  equally  as  long  as  his  ability. 
He  truly  was  a friend  to  man  and  his  pass- 
ing away  at  the  height  of  his  career  is  a 
great  loss  to  all. 

Leaves  have  their  time  to  fall 
And  flowers  to  wither  at  the  north  ivind’s 
breath, 

And  stars  a certain  hour  to  set,  but 
Thou  hast  all  seasons  for  thine  own — O, 
death! 

CHATTANOOGA  SURGEONS  CLUB 
Burton  L.  Jacobs,  M.D.,  Chmn. 
Hiram  A.  Laws,  Jr.,  M.D. 

Cecil  E.  Newell,  M.D. 


AND  WE  QUOTE 


My  dear  Doctor  Hardy: 

Enclosed  find  post  card  which  is  an  an- 
nouncement of  the  meeting  of  the  Interna- 
tional College  of  Surgeons,  United  States 
Chapter,  to  be  held  in  Washington,  D.  C., 
December  6,  7,  8,  1945.  I shall  thank  you 
to  give  notice  in  your  Journal  to  this  meet- 
ing. 

Also  the  Home  and  Library  Building  of 
the  Knox  County  Medical  Society  is  now 
nearing  completion,  and  our  Library  Com- 
mittee has  felt  that  the  various  journals 
throughout  the  country  would  be  a valua- 
ble addition  to  our  library.  We  should  be 
very  much  honored  if  you  will  favor  us 
with  a copy  of  the  Tennessee  State  Jour- 
nal each  month,  and  if  there  is  no  fund 


to  absorb  such  subscription,  I shall  be  glad 
to  pay  for  the  subscription  personally. 

The  new  address  will  be  the  Knox  County 
Medical  Society  Home  and  Library,  Wal- 
nut and  Cumberland  Streets,  Knoxville, 
Tennessee. 

Please  be  assured  when  I can  be  of  any 
service  to  you  in  whatever  capacity,  I 
shall  deem  it  a privilege. 

Very  truly  yours, 

(Signed)  Herbert  Acuff,  M.D. 


September  6,  1945. 

To  All  State  Medical  Journals: 

Gentlemen : 

In  the  next  four  months  many  of  our 
national  advertisers  will  be  making  up  their 
1946  advertising  schedules.  This  is  a most 
propitious  time  for  your  members  to  take 
advantage  of  the  samples  and  literature 
offered  by  your  advertisers  because  it  is 
unfortunate  but  true  that  many  advertisers 
still  evaluate  medical  journals  by  the  num- 
ber of  coupons  or  requests  received. 

In  checking  the  September  issues  I find 
the  following  manufacturers  inviting  your 
readers  to  write  for  reference  books,  lit- 
erature, or  samples: 

Ayerst,  McKenna  & Harrison. 

S.  H.  Camp  & Company. 

E.  R.  Squibb  & Sons. 

Pitman-Moore  Company. 

Holland-Rantos  Company,  Inc. 

Schieffelin  & Company. 

Spencer,  Inc. 

It  is  imperative  that  your  readers  co- 
operate with  us  if  we  are  to  continue  our 
present  volume  of  advertising. 

Cordially  yours, 

H.  L.  Sandberg,  Director,  Co- 
operative Medical  Advertising 
Bureau,  American  Medical  As- 
sociation, Chicago. 


NEWS  NOTES  AND  COMMENTS 


Correction 

Last  month’s  Journal  announced  a se- 
ries of  postgraduate  intensive  short  courses 
to  be  given  at  Tulane  University.  The  date 
on  the  pediatric  course  should  have  been 
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December  10-14,  1945,  rather  than  Novem- 
ber 10-14,  1945. 


The  following  physicians  successfully 
passed  the  written  examination  for  Fel- 
lowship in  the  American  College  of  Chest 
Physicians  held  in  June,  1945,  and  will  be 
awarded  their  Fellowship  Certificates  at 
the  next  convocation  of  the  college: 

Robert  L.  McCracken,  M.D.,  Nashville. 
David  H.  Waterman,  M.D.,  Knoxville. 
The  convocations  are  held  in  conjunction 
with  the  annual  meetings  of  the  college 
which  will  again  be  resumed  in  1946. 


Postgraduate  Course  in  Allergy 
The  American  College  of  Allergists  of- 
fers an  intensive,  practical  course  in  allergy 
for  five  and  one-half  days,  November  5 
to  10,  inclusive,  at  Thorne  Hall,  Northwest- 
ern University,  Superior  and  Lakeshore 
Drive,  Chicago,  Illinois.  Men  in  the  serv- 
ice will  be  admitted  free  of  charge,  and  for 
others  the  registration  fee  is  $100. 

Inquiries  should  be  addressed  to  the  Sec- 
retary of  the  American  College  of  Aller- 
gists, 401  La  Salle  Medical  Building,  Min- 
neapolis 2,  Minnesota. 
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Med.  Det. 

606th  Engr.  Camouflage  Bat. 

Camp  Shelby,  Mississippi 

September  6,  1945 
Dear  Doctor  Acuff : 

This  daily  routine  nowadays  of  trying 
to  persuade  dozens  of  perfectly  healthy 
soldiers  that  every  little  ache  and  pain  is 
not  grounds  for  immediate  discharge  from 
the  Army  is  really  a headache  at  times. 
That  about  covers  my  present  activities. 
Since  the  war  ended  there’s  a stampede 
afoot  to  line  up  for  sick  call  every  morn- 
ing and  “backaches”  and  vague  stomach 
complaints  are  described  at  great  length.  I 
was  amazed  to  actually  discover  one  duo- 
denal ulcer  in  the  bunch.  Quite  a few  mild 
psychoneurotics  have  naturally  developed 
during  months  of  service  in  Europe  and 
now  that  the  job  is  done  and  comparative 
inactivity  has  developed  these  fellows  are 


344 


NEWS  FROM  AND  ABOUT  TENNESSEE  PHYSICIANS 


October,  1945 


sure  feeling  sorry  for  themselves.  I believe 
release  from  military  service  will  cure  most 
of  the  present  complainers. 

While  I was  in  France  and  Germany  I 
had  an  opportunity  to  visit  several  civilian 
hospitals.  The  General  Hospital  at  Rouen, 
France,  is  a beautiful  modern  building 
which  was  completed  just  before  the  Ger- 
man Army  arrived.  Of  course,  it  served  as 
a German  hospital  till  the  Americans  took 
over.  It  is  now  the  American  79th  General 
Hospital.  Each  floor  is  really  a complete 
hospital  in  itself,  a novel  setup,  to  say  the 
least,  but  the  French  do  things  that  way. 
The  unscreened  sidewalk  urinal  beside  the 
entrance  adds  its  charm  to  the  picture. 
Don’t  believe  the  nurses  appreciate  it,  how- 
ever. 

In  Gutersloh,  Germany,  I acquired  a Bel- 
gian refugee  obstetrical  patient.  A forceps 
delivery  was  performed  at  a near-by  Ger- 
man krankenhaus  with  a German  surgeon 
helping  and  a Flemish  nurse  giving  the 
anesthetic.  Just  to  complete  the  interna- 
tional aspect  of  the  affair  the  baby  was 
named  Regina  Elizabeth.  The  hospital  had 
been  using  some  substitute  for  alcohol  for 
quite  a while,  it  seems,  and  their  rubber 
gloves  were  repeatedly  patched  and  of  very 
poor  quality.  The  library  of  the  hospital 
did  not  have  a book  in  it  by  any  other  than 
German  authors.  For  this  limitation  the 
German  apologized  and  blamed  it  on  the 
Nazis.  His  associate  was  at  the  time  a Nazi 
prisoner  of  the  Americans. 

In  Gutersloh  my  medical  detachment’s 
main  job  was  to  operate  first-aid  stations 
in  the  factories  our  battalion  was  operating, 
using  German  labor.  We  used  captured 
German  drugs  and  equipment  almost  en- 
tirely and  the  diagnostic  problems  arising 
through  using  a Hollander  interpreter  were 
often  amazing.  When  we  found  a Ger- 
man practical  nurse  to  interrogate  women 
patients,  our  number  of  “cramps”  cases 
decreased  remarkably.  She  merely  told 
them  to  work  as  usual  or  they  would  lose 
their  jobs  and  that  did  the  trick.  We  had 
about  two  thousand  women  employees  mak- 
ing camouflage  nets. 

It  was  sure  a real  pleasure  to  be  in  Knox- 
ville in  July  to  visit  my  family  and  to  also 
see  and  talk  to  you  and  other  Knoxville 


doctors  again.  Getting  the  Bulletin  regu- 
larly sure  helps  a fellow  feel  like  he  is  still 
a part  of  home  town  activities.  It  helps  to 
dispel  that  “socialized”  feeling  the  Army 
creates. 

Sincerely  yours, 

Bob  Patterson,  Jr., 
Captain,  M.  C.,  U.  S.  A. 


Team  No.  1,  366th  Med.  Sv.  Det. 
c/o  74th  Field  Hospital 
APO  No.  902,  c/o  Postmaster 
San  Francisco,  California 
Dr.  Herbert  Acuff 
Suite  No.  402,  Medical  Arts  Bldg. 
Knoxville,  Tennessee  „ 

Dear  Doctor  Acuff : 

I wish  to  express  my  appreciation  for  the 
method  you  have  organized  by  which  the 
professional  men  of  our  society  have  been 
able  to  keep  in  contact  with  and  inform 
each  other  of  their  activities.  It  has  always 
been  a great  pleasure  to  receive  the  society 
bulletins  and  read  the  society  program,  to- 
gether with  the  experiences  of  my  associ- 
ates. Following  your  established  proce- 
dure, I would  like  to  submit  a brief  ac- 
count of  what  I have  been  doing  these  past 
three  and  three-fourths  years  in  the  Army. 
My  experiences  have  been  varied  and  my 
travels  extensive. 

I started,  what  I almost  feel  to  be  my 
odyssey,  with  an  assignment  at  Fort  Jack- 
son,  South  Carolina.  Here  I served  for 
five  months  as  surgical  examiner  on  the 
induction  team  and  two  and  one-half 
months  as  assistant  chief  of  obstetrical  and 
gynecological  service.  While  here,  I had 
the  pleasure  of  visiting  Lieutenant  Colonel 
Wilien  both  socially  and  professionally. 

From  there  I was  ordered  overseas  to 
the  Island  of  Oahu  in  Hawaii.  For  eight 
months  I functioned  as  a battalion  sur- 
geon with  an  infantry  outfit  in  training 
on  this  very  beautiful  island.  I cannot 
say  that  many  of  us  became  engrossed  in 
the  beauty  of  this  island  during  our  fifteen- 
or  twenty-mile  marches. 

My  next  move  took  me  to  a remote  out- 
post in  the  Pacific  for  one  year.  Though 
distant,  the  post  was  fairly  pleasant.  As 
I was  the  only  medical  officer  there,  I had 
to  assume  the  duties  entailed  in  medicine, 
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surgery,  and  sanitation.  We  had  a well- 
equipped,  adequate  hospital  where  I did 
my  professional  work.  It  was  my  pleasure 
while  there  to  make  the  acquaintance  of 
Dr.  Theodore  Ambrose,  noted  surgeon  of 
Perth  Australian  College  of  Surgeons.  We 
spent  many  an  enjoyable  hour  discussing 
medical  and  surgical  cases  and  problems 
of  the  island. 

I was  fortunate  in  my  next  assignment 
which  carried  me  back  to  Oahu  as  a mem- 
ber of  the  orthopedic  staff  in  a general 
hospital.  For  one  year  I served  under  the 
skillful  guidance  of  three  members  of  the 
orthopedic  boards.  Their  teaching,  plus 
the  abundance  of  work,  gave  me  an  ade- 
quate background  for  my  subsequent  work 
on  our  orthopedic  surgical  team  that  came 
to  Okinawa  via  Leyte,  Philippine  Islands. 
We  came  ashore  the  second  day  of  the  inva- 
sion of  Okinawa — began  to  work  within 
three  days  and  continued  at  an  unbeliev- 
able pace  throughout  the  campaign.  Our 
team,  consisting  of  a major,  myself,  and 
three  EM  surgical  technicians,  has  func- 
tioned primarily  with  field  hospitals  doing 
the  greater  volume  of  orthopedic  surgery. 
Unfortunately,  neither  time  nor  energy  al- 
lowed us  to  keep  any  detailed  account  of 
the  number  and  type  of  cases  done.  Work- 
ing sixteen  to  eighteen  hours  a day  allows 
for  little  besides  much-needed  rest. 

I cannot  help  but  feel  that  my  training 
as  intern  and  resident  of  Knoxville  General 
Hospital  helped  inestimably  in  my  work 
here,  and  I have  always  been  grateful  for 
the  skillful  teaching  of  each  and  every 
member  of  the  staff.  It  would  please  me 
if  through  this  medium  you  would  extend 
my  sincerest  regards  to  all  members  of  the 
society. 

What  my  next  move  will  be  is  unknown 
to  me,  but  undoubtedly  clear  to  much  higher 
authorities.  “United  States”  would  be  a 
welcome  assignment. 

Again,  many  thanks  and  best  regards. 

Sincerely, 

Captain  John  0.  Kennedy,  M.  C. 


MEDICAL  SOCIETIES 


The  Consolidated  Medical  Assembly  of 
West  Tennessee 

The  Consolidated  Medical  Assembly  of 
West  Tennessee  met  in  regular  session  at 
the  New  Southern  Hotel,  Tuesday  night, 
September  4,  1945,  for  dinner. 

Dr.  E.  Smith  presided  over  the  meeting, 
and  the  minutes  of  the  June  5 meeting  were 
read  by  the  secretary  and  approved. 

Doctor  Rosenbloom  made  ah  announce- 
ment to  the  society,  urging  the  doctors  to 
become  members  of  the  Executive  Club. 

The  secretary  was  instructed  to  write 
letters  to  the  secretaries  of  the  societies 
in  regard  to  surrendering  their  charters 
and  applying  for  a charter  in  the  Consoli- 
dated Medical  Assembly  of  West  Tennessee. 

Dr.  Charles  Andrews  delivered  a most- 
interesting  talk  on  “Recent  Advances  in 
Benign  and  Malignant  Lesions  of  the  Skin.” 

Dr.  R.  M.  Poole  also  gave  an  interesting 
talk  on  “Surgery  in  Infancy  and  Child- 
hood.” Both  of  these  subjects  were  widely 
discussed  by  all  present. 

Visitors  present  were:  Dr.  Charles  An- 
drews, Memphis,  Tennessee,  and  Dr.  R.  M. 
Poole,  Memphis,  Tennessee. 

Members  present  were:  Drs.  Leland 
Johnston,  Helen  Johnston,  Huntsman,  C. 
F.  Webb,  C.  H.  Webb,  West,  Powers,  Span- 
gler, Hawkins,  P.  D.  Jones,  Hughes,  Con- 
ger, Massey,  Morris,  Anderson,  G.  Jones, 
Curry,  Walcott,  Rosenbloom,  Crook,  Bur- 
rus,  Stanton  Jones,  Mabry,  H.  Herron, 
Pierce,  Morris,  and  S.  Herron. 


Davidson  County: 

October  2— The  Nashville  Academy  of 
Medicine  and  Davidson  County  Medical  So- 
ciety held  a dinner  meeting  at  the  Belle 
Meade  Club.  A number  of  men  in  uniform 
were  guests  of  the  Society. 

The  speaker  of  the  evening  was  Dr. 
Burnett  W.  Wright  who  read  the  graduat- 
ing thesis  of  his  great  grandfather,  Dr. 
Thomas  Briggs  Wright,  entitled  “The  In- 
fluence of  the  Mind  in  Producing  Health 
and  Disease.”  Submitted  to  the  Examina- 
tion of  the  Trustees  and  Medical  Professors 
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of  Transylvania  University  for  the  degree 
of  Doctor  of  Medicine  on  the  twentieth  of 
February  A.D.,  1835. 


Knox  County: 

September  11 — “Epidural  Abscess  of  the 
Spinal  Cord,”  by  Dr.  Earl  Donathan.  Dis- 
cussion by  Drs.  George  Inge  and  Robert 
Patterson. 

September  25 — “Vomiting  in  Children,” 
by  Dr.  M.  D.  McCulloch.  Discussion  by 
Drs.  W.  R.  Cross  and  Joe  T.  Smith. 


OTHER  MEDICAL  SOCIETIES 


The  Vanderbilt  Medical  Society  held 
its  first  meeting  Friday,  October  5,  1945. 
at  8 :00  P.M.,  Medical  School  Amphitheatre. 

1.  “Case  Reports:  Arachnodactyly  As- 
sociated with  Cardiovascular  Anomalies 
(Marfan’s  Syndrome),”  by  Dr.  Wilbourn 
C.  Shands,  Dr.  Charles  R.  Womack,  and 
Dr.  David  Strayhorn. 

2.  “Pulmonary  Calcification  in  Negative 
Reactions  to  Tuberculin,”  by  Dr.  Amos 
Christie  and  Dr.  J.  C.  Peterson. 

3.  “Studies  on  Conversion  of  Prothrom- 
bin to  Thrombin,”  by  Dr.  Mary  E.  Gray 
and  Dr.  Wm.  F.  Orr,  Jr. 


The  Chicago  Medical  Society  will  hold 
its  Annual  Clinical  Conference  at  the  Pal- 
mer House,  Chicago,  Illinois,  March  5,  6, 
7,  8,  1946.  All  physicians  are  invited  to 
attend  this  conference  and  hear  the  out- 
standing specialists  from  all  sections  of  the 
country  discuss  subjects  of  major  inter- 
est. For  program  write  the  Society,  30 
North  Michigan  Avenue,  Chicago  2,  Illi- 
nois. 


The  meeting  of  the  American  College  of 
Chest  Physicians,  to  be  held  conjointly  with 
the  Southern  Medical  Association,  is  sched- 
uled for  November  11  through  November 
12,  1945,  in  Cincinnati,  Ohio. 

For  copy  of  the  program  write  Dr.  John 
Robert  Phillips,  407  Medical  Arts  Build- 
ing, Houston  2,  Texas. 


The  Tenth  Annual  Victory  Assembly  of 


the  International  College  of  Surgeons, 
United  States  Chapter,  will  be  held  at  the 
Mayflower  Hotel,  Washington,  D.  C.,  De- 
cember 6,  7,  8,  1945. 

The  meeting  in  the  nation’s  capital  will 
be  unique  and  unusual.  Many  speakers  of 
international  reputation  will  be  on  the  pro- 
gram. House  of  Delegates  will  meet  at 
8:00  P.M.,  Thursday,  December  6.  Con- 
vocation will  be  held  on  Friday  night,  De- 
cember 7.  Banquet  on  Saturday  night,  De- 
cember 8. 

Make  hotel  reservations  early  through 
Dr.  Custis  Lee  Hall,  general  convention 
chairman,  1801  Eye  Street,  N.  W.,  Wash- 
ington, D.  C. 
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OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


Studies  on  the  Distribution  of  Penicillin  in  the  Eye  and 
Its  Clinical  Application.  G.  C.  Struble  and  J.  G. 
B Hows.  American  Journal  of  Ophthalmology,  Au- 
gust, 1945. 

In  dogs  and  rabbits  it  was  found  that  the  con- 
centration of  penicillin  in  the  tissues  of  the  eye, 
after  large  intravenous  injection,  was  highest  in 
the  extraocular  muscles,  then  in  decreasing  order 
in  sclera,  conjunctiva,  tears,  chorioretinal  layer, 
aqueous,  vitreous,  and  cornea.  Concentration  rose 
rapidly  in  the  first  hour,  particularly  in  the  rela- 
tively vascular  tissues,  then  dropped  precipitously, 
barely  a trace  remaining  at  the  end  of  three  hours. 
Penicillin  administered  intravenously  and  intra- 
muscularly in  amounts  comparable  to  therapeutic 
doses  reached  such  slight  concentrations  in  the  eye 
as  to  be  immeasurable  by  ordinary  methods.  After 
subconjunctival  injection,  very  high  concentrations 
were  reached  in  the  cornea,  iris  with  ciliary  body, 
conjunctiva  and  sclera.  A moderate  amount  was 
present  in  the  aqueous  and  vitreous.  The  lens  and 
the  posterior  half  of  the  chorioretinal  layer  showed 
negative  results.  After  constant  corneal  baths  of 
penicillin,  20,000  units  to  the  cubic  centimeter,  sim- 
ilar results  were  obtained,  but  the  concentrations 
were  even  higher  except  in  the  conjunctiva  and 
sclera,  where  they  were  lower. 

The  clinical  results  of  local  application  of  peni- 
cillin in  external  ocular  disease  are  encouraging. 
But  in  a few  cases  of  deeply  situated  inflammatory 
lesions  of  the  eye,  little  improvement  is  noted  de- 
spite massive  intravenous  injections. 
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PROCTOLOGY 

By  O.  C.  Gass,  M.D. 

Medical  Arts  Building,  Chattanooga 


Liver  Embolus  Following  Hemorrhoidectomy.  E.  G. 

Martin,  M.D.,  and  J.  F.  Wenzdel,  M.D.,  Detroit, 

Michigan.  American  Journal  of  Surgery,  Vol.  LXIX, 

No.  2,  pp.  272-273,  August,  1945. 

Although  liver  embolism  is  included  as  a com- 
plication of  hemorrhoidectomy  in  the  standard 
textbooks  on  proctology,  the  authors  did  not  find 
such  a case  reported  in  the  literature. 

The  criteria  for  diagnosis  in  their  case  were: 
(1)  sudden  upper  abdominal  distress  gradually 
localizing  to  the  right  costal  margin;  (2)  chill, 
followed  by  a sharp  rise  in  temperature  and  pulse; 
(3)  nausea;  (4)  liver  enlargement  with  pain  on 
percussion  or  body  movement;  and  (5)  marked 
leucocytosis. 

Case  Report 

On  February  12,  1943,  a forty-three-year-old 
white  male  was  admitted  to  the  hospital  for  hem- 
orrhoidectomy. He  had  experienced  prolapsing 
internal  hemorrhoids  with  bleeding  for  two  years, 
and  during  the  past  eighteen  months  he  had  been 
under  treatment  for  tabes  dorsalis.  His  Kahn  re- 
action was  four-plus.  The  laboratory  work,  phys- 
ical examination,  and  history  was  otherwise  that  of 
a healthy  individual. 

Since  the  patient  had  tabes,  caudal  anesthesia 
was  substituted  for  the  routine  fifty-milligram  pro- 
caine spinal  administration.  The  hemorrhoids  were 
removed,  using  the  composite  technic  of  placing 
a plain  catgut  ligature  above  each  hemorrhoidal 
area  followed  by  excision,  using  no  sutures  for 
approximation. 

The  immediate  postoperative  course  was  un- 
eventful and  the  patient  was  discharged  on  the 
fourth  day  in  good  condition.  At  9:30  P.M.  of  the 
same  day,  he  was  seized  with  constant,  severe, 
generalized  upper  abdominal  pain  followed  by  a 
chill  and  recurrent  nausea.  There  was  no  rectal 
pain.  The  next  morning  on  the  fifth  postoperative 
day  he  returned  to  the  hospital  by  ambulance. 

Examination  on  admission  disclosed  a tempera- 
ture of  101.5,  pulse  ninety,  and  respiration  twenty- 
seven.  The  slightest  body  motion  caused  acute 
distress.  There  was  point  tenderness  in  the  right 
upper  quadrant  in  the  nipple  line  three  centi- 
meters below  the  costal  margin.  The  abdomen  was 
too  tender  for  deep  palpation.  The  leucocyte  count 
was  12,250. 

On  the  sixth  postoperative  day  the  temperature 
was  103;  the  liver  was  enlarged  one-finger  breadth 
below  the  costal  margin  and  was  tender  to  per- 
cussion. The  leucocyte  count  had  risen  to  25,800 
and  a few  red  blood  cells  were  recovered  from  the 
urine.  The  blood  culture  was  negative  and  the 
icteric  index  was  normal. 


Medical  and  surgical  consultations  agreed  on  a 
diagnosis  of  “infectious  hepatitis,  probably  em- 
bolic.” Routine  sulfathiazole  therapy  was  started, 
and  after  five  days  the  temperature,  pulse  rate, 
and  respirations  were  normal.  A secondary  rise 
in  temperature  accompanied  by  a chill  and  rise  of 
icteric  index  to  seven  occurred  on  the  twelfth  post- 
operative day,  at  which  time  the  sulfathiazole  was 
discontinued.  The  liver  enlargement  and  pain  had 
disappeared  by  the  thirteenth  day  and  four  days 
later  the  temperature,  pulse,  respiration,  and  blood 
picture  were  again  back  to  normal. 

The  remaining  convalescence  was  uneventful. 
The  patient  recovered  and  was  discharged  on  the 
twenty-fourth  postoperative  day. 


ROENTGENOLOGY 

By  J Marsh  Frere.  M.D. 

Newell  and  Newell  Sanitarium,  Chattanooga 


Bone  Lesions  of  Congenital  Syphilis  in  Infants  and 
Adolescents:  Report  of  Forty-Six  Cases.  P.  E.  Russo, 
M.D.,  and  L.  F.  Shryock,  M.D.,  Oklahoma  City, 
Oklahoma.  Radiology,  May,  1945,  Vol.  44,  No.  5, 
p.  477. 

Bone  lesions  of  forty-six  syphilitic  children  were 
studied  in  order  to  evaluate  their  roentgenological 
findings.  The  ages  ranged  from  the  newborn 
child  up  to  nineteen  years.  Twenty-six  patients 
were  younger  than  one  year,  and  of  these,  twenty 
were  less  than  five  months.  Of  the  forty-six  cases, 
periostitis  could  be  detected  in  forty-two  cases, 
osteochondritis  in  twenty-one,  osteitis  in  seventeen, 
and  osteomyelitis  in  eleven.  There  were  five  path- 
ological fractures  in  the  series. 

Osteochondritis  is  the  pathognomonic  lesion  seen 
on  roentgen  examination  in  syphilitic  infants  less 
than  one  year.  It  is  usually  at  the  ends  of  the 
bone,  and  when  it  is  severe  the  destruction  is  so 
extensive  that  pathological  fractures  occur. 

Periostitis  may  occur  in  young  babies  as  well 
as  older  children.  A thin  linear  shadow  may  be 
seen  on  the  long  bone  or  in  the  more  extensive 
lesions;  several  thick  layers  are  present.  If  any 
type  of  osteochondritis  is  present  with  a symmet- 
rically distributed  periostitis,  congenital  syphilis 
is  the  most  probable  diagnosis. 

Osteomyelitis  is  found  in  older  children.  The 
pathologic  process  consists  of  invasion  and  replace- 
ment of  osseous  elements  by  granulation  or  fibrous 
tissue. 

Osteitis  is  found  in  older  children  and  is  usually 
bilateral  in  distribution.  The  tibia  is  the  most 
frequently  involved.  The  cortical  bone  is  thickened 
and  has  an  increased  density.  As  a result  of 
softening,  there  is  an  anterior  bowing. 
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SURGERY 

By  Richard  G.  Waterhouse,  M.D. 
Medical  Arts  Building,  Knoxville 


Evolution  of  Sphincter  Muscle  Preservation  and  Re- 
establishment of  Continuity  in  the  Operative  Treat- 
ment of  Rectal  and  Sigmoidal  Cancer.  Harry  E. 
Bacon,  M.D.,  F.A.C.S.  Surgery,  Gynecology,  and  Ob- 
stetrics, p.  113,  Vol.  81,  No.  2,  August,  1945. 

A review  of  the  literature  from  1833  to  1932, 
when  W.  Wayne  Babcock  published  his  series  of 
thirty  cases  of  proctosigmoidectomy  without  colos- 
tomy, is  given  of  various  operations  for  preserva- 
tion of  the  sphincter  function  in  cases  requiring 
removal  of  the  lower  sigmoid  or  rectum. 

The  writer  agrees  with  J.  S.  Horsley  that 
“Something  more  than  mere  existence  should  be 
included  in  the  objectives  of  surgery  ...  if  the 
patient  can  be  made  more  comfortable  and  life 
is  made  to  seem  more  worth  while  after  a pro- 
cedure that  offers  about  equal  chances  of  cure  of 
the  cancer  as  other  operations,  it  is  obvious  that 
the  technique  should  be  adopted.” 

The  work  of  Westhues,  later  concurred  in  by 
Gabriel,  Dukes,  and  Bussey,  is  cited  in  which  it  was 
found  that  cancerous  connective  tissue  and  lymph- 
node  metastases  are  situated  at  the  level  of  the 
carcinoma  and  above  it.  Lateral  or  downward 
lymphatic  spread  is  only  found  in  a late  stage  of 
the  disease  when  the  hemorrhoidal  lymphatics  are 
blocked  by  metastases.  Coller  found  no  evidence 
of  retrograde  metastases  to  nodes  situated  five 
centimeters  below  the  primary  site,  although  Gil- 
christ and  David  noted  four  such  instances. 

It  is  pointed  out  that  only  10.2  per  cent  of  lesions 
occur  within  the  5.5  centimeters  of  bowel  above 
the  anal  margin  and  19.1  per  cent  within  the 
distal  eight  centimeters,  so  that  80.9  per  cent  of 
cancers  or  those  above  this  level  may  be  removed 
without  sacrifice  of  the  sphincter  muscles. 

Technical  factors  are  discussed  at  length  and  the 
routine  preoperative  and  postoperative  methods  for 
controlling  fluid,  caloric,  nitrogen,  and  electrolyte 
balance. 

The  operative  technique  is  well  described  and 
illustrated  in  color. 

The  author  concludes:  “Finally,  the  physiologic 
derangement  of  patients  with  rectal  cancer,  in 
whom  extirpation  is  contemplated,  is  deserving 
of  cai’eful  consideration,  and,  therefore,  special 
attention  should  be  directed  toward  the  mainte- 
nance of  the  fluid,  caloric,  nitrogen,  and  acid- 
base  balance. 


OBSTETRICS 

By  Milton  Smith  Lewis.  M D. 
Bennie-Dillon  Building.  Nashville 


Rupture  of  the  Uterus  in  Labor.  Donald  G.  TolLfson, 
Los  Angeles,  California.  Western  Journal  of  Sur- 
gery, 53:  54-61,  February,  1945. 

Rupture  of  the  uterus  during  labor  as  observed 


by  the  author  in  fourteen  cases  was  attributed  to 
induction  of  labor  in  one  case,  to  an  oxytocic  in 
three  cases,  to  an  oxytocic  and  operative  interfer- 
ence in  two  cases,  to  cephalopelvic  disproportion 
in  three  cases,  to  breech  extraction  with  undilated 
cervix  in  two  cases,  to  cauterization  of  the  cervix 
in  one  case,  while  in  two  cases  the  rupture  ap- 
peared to  be  spontaneous,  since  no  cause  could  be 
demonstrated. 

Diagnosis  was  made  immediately  in  eight  cases 
and  later  in  two  cases.  Couvelaire  uterus  and 
placenta  previa  were  diagnosed  for  rupture  in 
two  patients.  Two  patients  were  not  operated 
upon;  both  died.  Twelve  had  hysterectomies,  five 
of  which  followed  deliveries  from  below.  Outside 
physicians  and  midwives  were  entirely  responsible 
for  eight  of  these  ruptures  and  partially  for  three 
others.  In  two  cases  rupture  was  not  preventable. 
Errors  in  judgment  are  excusable.  Delays  are 
costly  and  should  be  prevented.  Combining  this 
series  with  the  cases  reported  by  McNeil  and  Mc- 
Burney  makes  a total  of  fifty-five  ruptures  of  the 
uterus  with  twenty  maternal  and  thirty-eight  fetal 
deaths.  Expressed  in  percentage,  the  maternal 
mortality  was  thirty-six  per  cent.  In  the  sectioned 
group  of  twenty-one,  there  were  three  maternal 
deaths,  and  in  the  nonsectioned  series  of  thirty- 
four,  there  were  twenty-three  deaths.  Eaidy  diag- 
nosis of  dystocia  and  proper  choice  of  procedure 
with  more  frequent  use  of  Caesarean  section  in 
multiparous  patients  will  prevent  most  uterine 
ruptures. 

In  the  presence  of  shock  or  hemorrhage  or  sud- 
den sharp  pain  during  labor,  or  in  the  third  stage, 
the  diagnosis  of  this  accident  should  be  considered. 
Careful  examination  of  the  abdomen  for  easily 
palpated  fetus,  fetal  heart  tones  and  changes  in 
contour,  and  sterile  vaginal  examination  to  deter- 
mine the  location  of  presenting  part  should  be  done 
immediately.  After  every  delivery  the  cervix 
should  be  inspected  for  lacerations  as  a routine 
procedure,  and  it  should  be  considered  neglectful 
if  it  is  not  done  after  forceps  operation  and  breech 
extractions.  In  version  the  entire  uterus  should 
be  explored.  An  early  diagnosis  will  insure  prompt 
treatment.  Ruptures  should  be  suspected  in  de- 
livered patients  with  ileus,  progressive  anemia, 
and  pain  in  the  lower  abdomen.  These  incomplete 
ruptures  observed  after  delivery  are  so  situated 
that  a hematoma  develops  between  the  layers  of 
the  broad  ligament  or  in  the  retroperitoneal  space. 
Many  are  not  diagnosed  because  they  are  confused 
with  sepsis,  and  vaginal  examination  is  not  done 
because  of  the  fear  of  spreading  infection. 

The  most  important  single  factor  is  the  imme- 
diate treatment  of  shock  with  blood  transfusions 
and  preparation  for  laparotomy.  Delay  means  fur- 
ther shock  and  hemorrhage.  The  operative  proce- 
dure is  usually  a quick  hysterectomy.  In  some 
instances  the  lacerations  may  be  repaired,  but  the 
danger  of  infection  is  great,  and  once  there  has 
been  a rupture  future  pregnancies  carry  with  them 
an  even  greater  danger  of  recurrence  of  the  acci- 
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dent.  Drainage  is  optional.  Use  of  sulfanilamide 
in  the  peritoneal  cavity  should  be  routine. 


UROLOGY 

By  Burnett  W.  Wright,  M.D. 
Doctors  Building,  Nashville 


Urological  Aspects  of  Filariasis.  W.  J.  Martin.  From 

the  Department  of  Urology,  Creighton  University 

School  of  Medicine,  Omaha,  Nebraska.  Journal  of 

Urology,  pp.  62-74,  Vol.  54,  No.  1,  July,  1945. 

Few  American  civilian  urologists  have  had  the 
opportunity  to  see  filariasis  in  its  early  stage. 
With  the  return  to  this  country  of  our  armed  forces 
it  is  probable  that  many  of  these  men  will  be 
seen  by  us,  either  because  they  come  directly  to 
us  seeking  relief  or  because  we  will  be  called  in 
on  these  patients  to  aid  the  family  physician  in 
making  a differential  diagnosis. 

The  literature  has  many  articles  on  the  late 
stages  of  the  disease,  but  it  has  few  descriptions 
of  the  stage  seen  in  our  military  personnel. 

Because  of  military  restrictions,  very  little  has 
been  written  until  lately  on  the  subject  of  filariasis 
in  our  armed  forces.  Gradually  in  the  Army  and 
Naval  Medical  Bulletins  there  have  been  published 
interesting  and  authoritative  accounts  of  this  dis- 
ease as  encountered  by  the  Army  and  Navy  med- 
ical corps. 

In  order  to  get  firsthand  knowledge  of  the 
disease,  the  author  visited  many  of  the  Navy, 
Army,  and  Marine  hospitals  scattered  over  the  mid- 
western  and  western  part  of  the  United  States. 

Filariasis  is  the  result  of  human  infestation  of 
a nematode  worm  found  in  tropical  and  semi- 
tropical  areas.  There  are  two  species  of  mosquitoes 
which  are  known  to  have  been  the  vectors  of 
filariasis  in  the  areas  where  our  servicemen  have 
been  stationed.  They  are  the  Culex  fatigans  and 
the  Aedes  variegatus.  It  has  been  discovered  that 
these  mosquitoes  are  not  long-distance  flyers. 
They  rarely  get  two  hundred  yards  from  the  na- 
tive villages.  In  fact,  most  of  them  rarely  fly 
more  than  seventy-five  yards  from  the  villages. 
Before  the  present  war  with  Japan  it  was  unusual 
to  find  a white  man  in  the  Pacific  Islands  with 
filariasis.  In  fact,  it  was  thought  by  most  non- 
medical persons  that  filariasis  was  a native  disease. 
However,  this  false  premise  was  established  be- 
cause the  foreign  population  did  not  live  in  close 
communication  with  the  native  population.  Of 
necessity  our  servicemen  who  were  sent  to  the 
South  Pacific  were  permitted  to  mingle  with  the 
natives  a great  deal.  As  a result  filariasis  invaded 
our  men. 

The  commonest  pathological  changes  caused  by 
the  adult  filariae  which  produce  clinical  manifes- 
tations are  progressive  lymphatic  obstruction  with 
inflammation  and  fever. 

In  his  presentation  the  author  takes  cognizance 
of  the  fact  that  the  urological  manifestations  of 
filariasis,  as  all  of  us  know  it,  are  those  of  its  late 


stages,  huge  scrotal  tumors  and  chyluria.  He  be- 
lieves that  we  in  the  United  States  will  rarely  see 
a patient  with  chyluria,  elephantiasis,  or  huge 
scrotal  tumors  as  a result  of  filariasis. 

The  disease  filariasis  seems  to  run  a different 
course  in  the  men  of  our  armed  forces  and  in  the 
native.  The  native  is  exposed  to  the  bite  of  the 
infected  mosquitoes  from  birth.  The  older  he 
grows  the  greater  is  the  accumulation  of  parasites 
in  his  lymphatic  system.  He  is  infected  and  re- 
infected time  and  again.  He,  therefore,  has  many, 
many  adult  worms  to  block  his  lymphatics.  With 
lack  of  cleanliness  beta-hemolytic  streptococci  may 
invade  his  person  and  add  to  the  production  of 
lymphangitis  which  eventually  results  in  the  ele- 
phantiasis or  in  chyluria,  as  a result  of  blockage 
of  the  renal  lymphatics,  the  thoracic  duct,  or  of 
the  pelvic  lymphatics.  The  last  may  cause  lymph 
varices  above  or  below  the  interureteric  bar  with 
rupture  and  resultant  chyluria  originating  in  the 
urinary  bladder. 

Our  servicemen  have  become  infected  after 
reaching  maturity.  They  have  acquired  few  para- 
sites because  they  are  moved  out  of  an  endemic 
area  as  soon  as  symptoms  of  filariasis  appear.  It 
is  highly  probable  that  we  will  find  the  early  stages 
only  of  filariasis  in  our  armed  forces. 

The  earliest  symptom  of  filariasis  is  recurrent 
lymphadenitis  with  lymphangitis  (Buxton).  There 
may  or  may  not  be  a concomitant  febrile  response, 
with  or  without  nausea,  malaise,  pallor,  and  anx- 
iety. Chilliness,  conjunctivitis,  and  photophobia 
may  or  may  not  occur.  Periorbital  edema  has 
been  noted — particularly  in  the  upper  eyelid.  The 
lymphangitis  usually  follows  swelling  and  tender- 
ness of  lymph  nodes.  The  lymphangitis  is  of  a 
retrograde  or  descending  type  and  is  commonly 
now  termed  centrifugal  lymphangitis  which  is  in 
contrast  to  the  common  inflammatory  type.  Bux- 
ton noted  this  syndrome  which  occurred  in  Euro- 
peans within  a few  months  after  arriving  in  the 
Samoan  Islands.  He  called  this  condition  “mumu,” 
which  is  the  native  term.  It  is  the  Samoan  word 
for  red.  In  affected  areas  the  skin  becomes  red 
and  neighboring  structures  beneath  become  swol- 
len, tender  with  a varying  amount  of  pain.  Some 
investigators  believe  that  this  is  an  allergic  re- 
sponse to  products  released  by  the  degenerating 
filarial  worms.  The  lymph  channels  are  visible 
sometimes  as  longitudinal  palpable  thickenings. 

It  is  generally  agreed  that  the  scrotal  structures 
are  the  most  common  sites  of  involvement  in  those 
affected  during  the  present  world  war.  Funiculitis, 
epididymitis,  orchitis  with  or  without  edema  of  the 
scrotal  skin  are  the  scrotal  structures  commonly 
involved. 

Surgical  procedures  are  not  advisable  on  any  of 
the  early  forms  of  scrotal  filariasis.  More  harm 
than  good  is  accomplished.  Attempts  at  therapy 
with  antimony  compounds  have  been  disappointing. 
Lithium  antimony  thiomalate  has  shown  some  ad- 
vantage, according  to  Brown.  Burhans  has  been 
getting  encouraging  results  with  X-ray  therapy. 
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Hendricks  claims  that  the  use  of  thirty-three  and 
one-third  per  cent  calomel  ointment  rubbed  below 
the  alfected  lymph  nodes  has  given  improvement 
in  the  majority  of  patients  upon  whom  this  method 
has  been  tried. 

Treatment  of  all  patients  with  lymphadenitis 
and  lymphangitis  consists  of  bed  rest,  elevation 
of  affected  parts,  and  cold  applications.  This  clears 
up  the  attacks  in  a few  days  to  several  weeks. 

Filariasis  has  infected  thousands  of  our  armed 
forces  located  in  the  Pacific  area.  The  disease  in 
these  men  is  characterized  by  episodes  of  lymphan- 
gitis and  lymphadenitis  with  the  majority  of  the 
patients  showing  genital  (scrotal)  involvement. 

Civilian  urologists  will  be  confronted  with  the 
problems  of  differential  diagnosis  of  intrascrotal 
pathological  changes  caused  by  filariasis  as  well 
as  intrascrotal  pathological  changes  usually  en- 
countered in  the  United  States. 

There  are  many  members  of  our  armed  forces 
who  have  filariasis  and  fear  the  onset  of  elephanti- 
asis despite  attempts  of  medical  officers  to  dispel 
their  fears.  We  can  do  a great  deal  to  ease  these 
patients’  minds  by  educating  them  on  the  char- 


acteristics of  the  disease.  There  is  no  specific  drug 
in  the  treatment  of  filariasis.  Removal  of  the  pa- 
tient to  a temperate  climate  and  away  from  the 
chance  of  more  infection  is  most  important. 

Rest,  elevation  of  the  affected  parts,  and  cold 
applications  is  the  treatment  of  choice  in  episodes 
of  exacerbations  of  the  disease. 

Research  on  the  treatment  of  filariasis  is  con- 
stantly being  carried  out  by  very  competent  med- 
ical personnel  of  the  Army  and  Navy.  Excellent 
results  of  this  work  may  be  reported  in  the  litera- 
ture soon. 

Much  will  be  added  to  the  knowledge  of  the 
pathology  of  early  filariasis  when  and  if  complete 
post-mortem  examinations  can  be  done  on  patients 
who  have  filariasis,  or  who  give  a history  of  having- 
had  filariasis  at  some  time  during  their  life. 

Filariasis  will  not  become  a public  health  prob- 
lem in  the  United  States.  Permanent  disability  as 
a result  of  filarial  infestation  among  our  armed 
forces  will  be  a rarity. 

The  Army  and  Navy  Medical  Corps  have  pro- 
gressed rapidly  toward  eradicating  this  disease. 
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BACKGROUND 

Three  Decades  of  Clinical  Experience 


f | ’HE  use  of  cow’s  milk,  water,  and  carbohydrate  mixtures  repre- 
sents the  one  system  of  infant  feeding  that  consistently,  for 
three  decades,  has  received  universal  pediatric  recognition.  No 
bohydrate  employed  in  this  system  of  infant  feeding  enjoys  s 
and  enduring  a background  of  authoritative  clinical  experi 
Dextri-Maltose. 


DEXTRI-MALTOSE  No.  1 (with  2%  sodium  chloride),  for  normal  babies. 
DEXTRI-MALTOSE  No.  2 (plain,  salt  free),  permits  salt  modifications  by  the  phys 
DEXTRI-MALTOSE  No.  3 (with  3%  potassium  bicarbonate),  for  constipated  babies. 


These  products  are  hypo-allergenic 


DEXTRI-MALTOSE 

Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  vroaucts  to  cooverate  in  preventing 
their  reaching  unauthorized  persons.  Mead  Johnson  & Company.  Evansville.  Ind..  U.  S.  A. 
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subcutaneously  or  intramuscularly,  ADRENALIN 
provides  rapid  symptomatic  relief  in  asthmatic 
paroxysms;  is  useful  in  the  prevention  and  treat- 
ment of  other  allergic  reactions;  localizes  and 
prolongs  the  action  of  local  anesthetics.  Intra- 
venously, it  is  used  in  shock  and  anesthesia 
accidents. 


BY  APPLICATION 


for  its  vasoconstrictor  action  in  hemorrhage, 
ADRENALIN  permits  better  visualization  of  the 
field,  and  aids  in  the  diagnosis  and  treatment 
of  certain  conditions  encountered  in  ear,  nose 
and  throat  practice. 


BY  INSTILLATION 


into  the  nasal  passage,  ADRENALIN  produces 
prompt  decongestion;  in  the  eye  ADRENALIN 
decreases  vascular  congestion,  and  aids  in  the 
location  of  foreign  bodies. 


BY  INHALATION 


orally,  ADRENALIN  relieves  severe  attacks  of 
bronchial  asthma  by  relaxing  the  bronchial 
muscles. 
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REVIEW  OF  CHOLECYSTECTOMIES  DONE  AT  A GENERAL  HOSPITAL  FROM 
16  NOVEMBER  1943  TO  I JANUARY  1945 


MAJOR  BEN  H.  MARSHALL,  Medical  Corps,  Ward  F2A 


A review  of  the  cases  of  cholecystectomy 
done  at  this  hospital  since  its  opening  on 
16  November  1943  is  being  presented  from 
the  standpoint  of  three  interesting  obser- 
vations— namely,  (1)  age  incidence;  (2) 
symptomatology;  (3)  reliable  and  conclu- 
sive X-ray  diagnosis. 

Our  best  textbooks  of  medicine  and  sur- 
gery state  that  the  clinical  manifestations 
of  gallstones  are  observed  much  more  com- 
monly after  the  age  of  forty,  although  they 
are  frequently  encountered  in  young  women 
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who  have  had  one  or  more  pregnancies. 
While  it  is  probable  that  gallstones  usually 
produce  symptoms  within  a few  months 
after  their  formation,  there  are  many  in- 
stances encountered  at  autopsy,  in  which 
no  symptoms  had  been  noted  during  life. 
This  fact  makes  it  difficult  to  establish  the 
time  of  formation  of  gallstones,  and  im- 
possible, therefore,  to  correlate  them  with 
age  in  any  exact  way.  Chiefly  because  of 
pregnancy,  perhaps  also  because  of  dietary 
factors,  obesity,  and  sedentary  habits,  the 
percentage  is  much  higher  among  women 
than  men.  However,  from  a study  of  the 
sixteen  cholecystectomies  done  here,  rang- 
ing from  twenty-two  to  forty-one  years  of 
age,  it  is  found  that  thirteen,  or  81.2  per 
cent,  had  gallstones,  that  ten  of  the  cases 
were  young  adult  males  under  the  age  of 
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thirty  years,  and  that  all  except  two  of  the 
ten  under  thirty  had  gallstones. 

I regret  that  we  do  not  have  records  of 
the  clinical  symptoms  on  all  of  these  cases 
— unless  it  was  recorded  in  the  operative 
notes  it  is  not  now  available — but  in  a 
series  this  small  and  with  only  a few  sur- 
geons doing  them  we  have  been  impressed 
by  the  lack  of  typical  symptoms  in  the 
younger  individuals.  From  a glance  at  the 
chart  it  can  be  readily  seen  that  the  usual 
typical  symptoms  are  present  in  the  older 
group,  but,  however,  that  the  pathological 
findings  are  equally  as  severe  in  the  young. 

The  technique  of  cholecystography  used 
by  our  X-ray  department  has  been  as  fol- 
lows: the  patient  is  given  a high,  fatty 
diet  at  the  regular  evening  meal,  the  reason 
for  this  being  that  if  the  gall  bladder  is 
full  of  bile,  which  it  presumably  is,  it  will 
be  much  less  likely  to  concentrate  enough 
of  the  dye  for  visualization  than  it  would 
be  if  it  has  been  physiologically  emptied  be- 
fore the  dye  is  given.  One  hour  follow- 
ing the  meal  three  and  one-half  grams  of 
tetraiodophenolphthalein  is  given  by  mouth. 
(This  is  an  average  and  adequate  dosage 
of  the  dye  and  should  the  patient  vomit, 
it  may  be  repeated  in  four  divided  doses 
at  half-hour  intervals.)  Following  this 
nothing  by  mouth  is  given  except  water 
until  notified  by  the  radiologist.  The  pa- 
tient is  sent  to  X-ray  at  11:00  o’clock  the 
following  morning,  sixteen  to  eighteen 
hours  after  administration  of  the  dye.  This 
too  is  important  because  considerable  dye 
may  be  concentrated  even  after  twelve 
hours.  Two  films  are  made,  one  with  pa- 
tient flat  on  stomach  and  one  with  patient 
in  the  oblique  position,  thus  giving  two 
planes.  These  films  are  developed  imme- 
diately, and  if  the  gall  bladder  is  visualized, 
the  radiologist  notifies  the  ward  to  imme- 
diately give  the  patient  a high,  fat  liquid 
meal  and  return  him  to  X-ray  in  one  hour 
(a  liquid  meal  is  used  here  because  it  can 
be  quickly  taken  and  is  readily  absorbed). 
Repeat  films  are  then  made  which  may 
yield  valuable  information  because  if  the 
gall  bladder  is  functioning,  by  contracting 


any  suspicious  shadow  in  that  area,  should 
it  be  inside  the  gall  bladder  will  have 
changed  its  position  from  the  previous 
films,  as  well  as  the  amount  of  emptying 
being  an  index  of  the  gall  bladder’s  ability 
to  function.  If  the  gall  bladder  is  not 
visualized  on  the  first  films,  the  procedure 
is  repeated  in  a similar  manner  on  the  fol- 
lowing day.  If  there  is  still  no  concentra- 
tion of  dye  in  the  gall  bladder,  the  X-ray 
department  feels  that  this  is  conclusive 
proof  of  a nonfunctioning  gall  bladder,  pro- 
viding, of  course,  there  is  no  clinical  evi- 
dence of  hepatitis.  During  this  period  of 
time  a total  of  218  gall  bladder  series  have 
been  done,  thirty-three  were  reported  ab- 
normal, and,  as  previously  stated,  thirteen 
cases  showed  stones,  so  that,  as  the  chart 
shows,  slightly  less  than  fifty  per  cent  of 
the  abnormal  cases  were  operated.  The 
seventeen  cases  of  reported  “nonfunction- 
ing” gall  bladders  are  accounted  for  by 
the  high  incidence  of  hepatitis  in  this  thea- 
tre. In  100  per  cent  of  the  operated  cases 
the  gross  and  microscopical  pathological 
findings  have  corroborated  the  X-ray  find- 
ings. 

Although  this  is  a very  small  -series  of 
cases,  I have  been  impressed  by  the  severity 
of  pathology  found  in  the  total  series,  and 
particularly  in  the  young  men.  1 am  cer- 
tain that  in  the  past  I have  overlooked 
cholecystitis  in  young  men  manifested  by 
vague  indefinite  digestive  and  various  other 
symptoms,  simply  by  not  suspecting  it, 
and  by  not  having  had  cholecystographic 
studies  made.  Therefore,  I have  presented 
these  cases  to  bring  to  the  attention  of  all 
of  “the  fair,  fat,  and  forty”  and  that  it  is 
well  worth  while  to  ever  be  on  the  outlook 
for  it  in  any  adult  presenting  vague  in- 
definite and  undiagnosed  symptoms.  The 
present  method  of  cholecystography  makes 
it  easy  to  either  rule  in  or  to  rule  out  gall- 
bladder disease,  and  certainly  the  young 
have  a far  better  chance  of  complete  cure 
from  the  indicated  surgery  than  they  would 
have  if  it  is  not  done  until  the  disease  has 
become  clinically  typical  with  possibly  re- 
sultant permanent  liver  damage. 
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Introduction 

Bronchiectasis  is  referred  to'  as  the  sec- 
ond most  common  chronic  pulmonary  in- 
fection, being  outranked  only  by  tuber- 
culosis. However,  in  the  army  this  inci- 
dence of  the  two  diseases  has  been  reversed 
by  preinduction  roentgenographic  screen- 
ing which  has  excluded  most  cases  of  pul- 
monary tuberculosis.  Unfortunately,  bron- 
chiectasis is  usually  not  detected  without 
bronchography.  This  explains,  no  doubt, 
why  tuberculosis  is  so  rare  and  bronchi- 
ectasis so  common  in  the  armed  forces. 
That  bronchiectasis  is  far  from  a rare  dis- 
ease in  our  army  has  been  pointed  out  by 
Grier-  and  by  Evans  and  Galinsky.3  That 
it  is  one  of  the  most  frequently  overlooked 
diseases  is  so  axiomatic  as  to  need  no  com- 
ment. Records  of  cases  of  bronchiectasis 
discovered  in  our  hospital  include  that  of 
a young  soldier  who  had  been  hospitalized 
twenty  times  in  Italy  because  of  so-called 
“chronic  bronchitis.”  Such  a case,  ob- 
viously, is  an  exception,  yet  the  history  of 
repeated  hospitalization  without  accurate 
diagnosis  is  so  common  in  bronchiectasis 
that  one  becomes  appalled  in  considering 
the  loss  of  time  and  the  burden  on  medical 
facilities.  The  conclusion  is  inescapable 
that  a low  index  of  suspicion  is  respon- 
sible for  such  errors  in  diagnosis.  The 
purpose  of  this  paper  is  to  increase  the 
understanding  of  this  insidiously  disabling 
condition  by  a brief  and  simplified  presen- 
tation of  the  pathological  physiology  and 
methods  of  diagnosis.  No  attempt  will  be 
made  at  this  time  to  review  the  twelve  cases 
discovered  at  this  station  hospital  in  the 
past  few  months. 

Etiology 

The  causes  of  bronchiectasis  are  numer- 
ous, as  Kornblum4  has  pointed  out  in  his 
thorough  review  of  this  disease.  The  find- 
ing of  bronchiectasis  in  fetuses  and  new- 
born infants  is  convincing  proof  that  the 
condition  can  be  congenital.  In  the  ac- 
quired form,  a wide  variety  of  diseases  may 
initiate  the  infection  which  weakens  the 
bronchial  walls,  and,  likewise,  numerous 


factors  may  play  roles  in  producing  the 
partial  or  complete  bronchial  obstruction 
which  is  almost  invariably  concomitantly 
present.  Bronchial  infection  plus  bronchial 
obstruction  equals  bronchiectasis. 

The  most  common  infections  which  often 
lead  to  bronchiectasis  are  bronchopneu- 
monia, particularly  that  form  complicating 
measles  or  pertussis;  bronchitis  whether 
chemical,  bacterial,  or  allergic ; lobar  pneu- 
monia ; and  sinusitis.  The  relationship  of 
sinusitis  to  bronchiectasis  is  a close  one. 
It  has  long  been  observed  that  bronchiec- 
tasis often  develops  soon  after  the  begin- 
ning of  chronic  sinusitis,  particularly  if 
the  maxillary  sinuses  are  involved,  and  that 
acute  exacerbations  of  sinusitis  light  up 
the  bronchiectasis.  Infection  may  be  car- 
ried from  sinuses  to  bronchi  by  aspiration 
via  the  lymphatics  or  through  the  blood 
stream.  Of  equal  interest  is  that  bron- 
chiectasis often  precedes  sinusitis  and 
seems  to  initiate  the  latter.  This  inter- 
relationship of  involvement  of  such  ana- 
tomically separated  parts  of  the  respiratory 
system  has  led  to  the  coining  of  the  term 
“sino-bronchial”  disease.  Unresolved  pneu- 
monia is  often  unresolved  because  bron- 
chiectasis has  developed  on  a basis  of 
atelectasis.-  Any  fibrosing  pulmonary  dis- 
ease may  exert  such  traction  on  the  bron- 
chial tubes  as  to  lead  to  dilation  thereof. 
This  dilatation  may  be  saccular,  fusiform, 
cylindrical,  or  mixed.  The  sites  of  predilec- 
tion are  the  lower  lobes,  particularly  the  left, 
the  latter  probably  because  the  right  main 
bronchus  is  more  directly  in  the  line  of 
extension  of  the  trachea,  which  affords 
better  drainage  from  the  right.  A wide 
variety  of  infecting  organisms  has  been 
recovered  from  the  purulent  secretions,  but 
none  is  common  to  all  cases. 

Bronchial  obstruction,  which  may  follow 
or  precede  bronchial  infection,  may  be 
caused  by  intrabronchial  factors  such  as 
viscid  secretions,  foreign  bodies,  or  bron- 
choliths  which  partially  or  completely  oc- 
clude the  lumen.  Changes  in  the  bronchial 
wall  itself  which  exert  varying  degrees  of 
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obstruction  consist  of  neoplasms  and  acute 
or  chronic  infections  which  lead  to  mucosal 
hyperplastic  proliferations,  destruction  of 
elastic  fibers  and  bronchial  musculature, 
and  secondary  stenosis  resulting  from 
cicatrization.  The  bronchial  tubes  may  be 
compressed  by  any  thoracic  space  occupy- 
ing lesion  such  as  tumors,  abscesses,  accu- 
mulations of  fluid,  or  enlarged  lymph  nodes. 
Traction  on  weakened  bronchi  caused  by 
fibrosing  pulmonary  infections,  regardless 
of  cause,  introduces  an  additional  peribron- 
chial factor  of  importance. 

Pathological  Physiology 
An  understanding  of  the  mechanics  of 
bronchial  obstruction  is  a prerequisite  to 
a clear  comprehension  of  the  pathological 
physiology  of  bronchiectasis.  Normally,1 
there  exists  on  deep  inspiration  a pressure 
discrepancy  of  approximately  ten  to  twenty 
centimeters  of  water  between  the  negative 
intrapleural  pressure  and  the  positive  in- 
trabronchial  pressure.  This  pressure  alone 
is  insufficient  to  cause  pathological  dila- 
tation of  normal  bronchi.  If  the  bronchus 
to  a lobe  is  occluded  and  atelectasis  is  thus 
produced,  the  collapsed  lobe  then  occupies 
less  thoracic  space.  A train  of  compensa- 
tory phenomena  is  initiated  thereby:  the 
mediastinum  shifts  to  the  affected  side,  the 
diaphragm  on  the  affected  side  elevates,  and 
the  intercostal  spaces  on  the  side  concerned 
become  narrower.  These  phenomena  show 
clearly  that,  as  a result  of  the  collapse  of 
the  lobe,  the  negative  intrapleural  pres- 
sure on  the  affected  side  has  become  more 
negative.  In  such  cases  it  has  been  shown1 
that  a discrepancy  of  as  much  as  forty- 
five  centimeters  of  water  pressure  may 
exist  between  the  negative  intrapleural 
pressure  and  the  positive  intrabronchial 
pressure  on  the  affected  side.  This  degree 
of  pressure  is  sufficient  to  distend  bronchi, 
whether  they  are  infected  or  not.  In  fact, 
if  atelectasis  is  not  relieved,  bronchiec- 
tasis can  develop  in  a matter  of  weeks. 
Anspach"1  and  Hughes  and  Simpson"  and 
others7-  s have  pointed  out  this  intimate 
relationship  between  atelectasis  and  bron- 
chiectasis. If  bronchial  infection  existed 
prior  to  bronchial  obstruction,  the  stage, 
then,  is  set  for  the  tragedy  of  bronchiec- 


PlGURE  1 

Bronchus  Dilates  On  Inspiration 


Inspiration  Expiration 


tasis.  If  obstruction  preceded  infection, 
the  latter  is  not  long  in  arriving  on  the 
scene,  since  the  dammed  up  secretions  in 
the  collapsed  lobe  furnish  excellent  culture 
media  for  bacterial  growth.  This  infection 
can  result  not  only  in  mucosal  changes,  but 
also  in  widespread  bronchial  and  peribron- 
chial changes.  The  ciliated  epithelium  is 
destroyed,  the  elastic  fibers  are  broken,  the 
bronchial  musculature  is  damaged,  and  the 
fine  nerve  endings  which  serve  as  trigger 
mechanisms  for  initiating  the  cough  reflex 
are  disintegrated.  These  pathological  de- 
velopments strip  the  affected  bronchial 
tubes  of  their  three  normal  protective  de- 
vices— namely,  cilia  activity,  bronchial  con- 
tractility, and  the  cough  reflex.  Having 
thus  breached  the  bronchial  defenses,  the 
attacking  infection  can  proceed  to  ad- 
vance relatively  unopposed  and  sometimes 
silently  into  the  peribronchial  regions. 
Here  it  causes  acute  or  chronic  inflamma- 
tory changes  which  ultimately  lead  to  the 
laying  down  of  varying  amounts  of  scar 
tissue  which,  inexorably  and  irregularly 
contracting  over  a period  of  years,  grad- 
ually causes  partial  or  complete  bronchial 
stenosis  to  perpetuate  the  factor  of  ob- 
struction, and,  by  exerting  traction  on 
weakened  bronchial  walls,  initiates  or  in- 
creases permanent  bronchial  dilatation. 

Up  to  this  point  we  have  discussed  main- 
ly the  effects  of  complete  bronchial  ob- 
struction. Of  equal  interest  are  the  con- 
ditions which  cause  great  increase  in  the 
pressure  within  the  bronchi — that  is,  cer- 
tain conditions  causing  emphysema.  Jack- 
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son  and  Jackson,9  chiefly  through  broncho- 
scopic  observations,  have  clarified  the  re- 
spiratory mechanics  of  emphysema  and  of 
atelectasis.  They  describe  four  types  of 
bronchial  obstruction  which  act  as  valves: 
the  by-pass  valve  (Fig.  2)  ; the  stop  valve 
(Fig.  3);  the  check  valve  (Fig.  4);  and 
the  reverse  check  valve  (Fig.  5). 

Figure  2 

The  By-Pass  Valve 
Air  Can  Enter  And  Leave  The  Bronchus 


Inspiration  Expiration 


The  by-pass  valve  (Fig.  2)  is  one  which 
permits  air  to  pass  in  and  out  of  a bronchus 
through  the  narrowed  lumen.  It  is  this 
type  of  valve  which  causes  pulmonary 
wheezing.  It  is  formed  by  the  partial 
stenosis  of  tumefaction,  hyperplastic  mu- 
cosal changes,  peribronchial  pressure,  or 
by  secretions  or  foreign  bodies  which  only 
partially  occlude  the  lumen  during  inspira- 
tion and  expiration. 

Figure  3 

The  5top  Valve 

Air  Can  Not  Enter  Or  Leave  The  Bronchus 


Inspiration  Expiration 

Twc*  Causes  Atelectasis  5eov!V 

The  stop  valve  (Fig.  3)  is  a mechanism 
whereby  air  is  prevented  from  entering  or 
leaving  the  affected  bronchus  in  both  phases 
of  respiration.  Inspissated  secretions,  in- 
flammatory changes,  tumors,  and  foreign 
bodies  can  act  in  this  manner.  The  result 


is  a slowly  developing  atelectasis  due  to 
gradual  absorption  of  the  trapped  air  by 
the  alveolar  blood  vessels. 

Figure  4. 

The  Check  Valve 
Air  Can  Enter  But  NotLeaveThe  Bronchus 


Inspiration  Expiration 


This  Causes  Obstructive  Emphysema 

A check  valve  (Fig  4)  is  one  which  per- 
mits a flow  in  only  one  direction.  The 
Jacksons'-'  emphasized  the  role  which  this 
mechanism  plays  in  rapidly  producing 
emphysema.  In  the  phase  of  expiration 
a bronchus  may  be  occluded  completely  by 
viscid  secretions,  tumors,  foreign  bodies, 
or  mucosal  inflammatory  tissue,  thus  pre- 
venting the  exit  of  air  trapped  in  the  oc- 
cluded bronchus.  But  on  inspiration  the 
bronchi  increase  in  diameter10  (Fig.  4), 
thus  partially  relieving  the  obstruction 
and  permitting  the  entrance  of  more  air 
into  the  affected  bronchial  segment.  This 
air  is  then  trapped  by  narrowing  of  the 
bronchus  in  the  expiratory  phase  as  the 
pathological  mechanism  repeats  itself  with 
the  respiratory  cycles.  This  valvular 
action  results  in  rapidly  developing  em- 
physema as  the  affected  portion  of  the  pul- 
monary tree  is  pumped  up  with  air.  If 
this  occurs  in  a lobe,  the  bronchi  of  which 
are  already  weakened  by  infection,  one 
can  understand  readily  how  bronchial  dila- 
tation can  ensue  or  progress  and  how  actual 
rupture  of  the  infected  bronchi  can  result. 

This  may  lead  to  suddenly  developing 
pneumonitis,  pulmonary  abscess,  hemor- 
rhage, interstitial  emphysema,  pneumotho- 
rax, pyopneumothorax,  or  to  any  combina- 
tion of  these  complications. 

The  check  valve  mechanism  described 
above  may  work  in  a reversed  direction 
(Fig.  5) — that  is,  the  entrance  of  air  into 
a bronchus  may  be  prevented  without  in- 
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Figure  5 

The  Reverse  Check  Calve 
AirCan  Not  Enter  But  Caw  LeaveThe  Bronchus 

If 

Expiration 

This  Causes  Atelectasis  Rapidly 

terfering  with  exit  of  air  from  the  affected 
bronchLis.  A tumor,  a foreign  body,  a piece 
of  diphtheritic  membrane,  or  thick  secre- 
tions may  be  sucked  into  a bronchial  open- 
ing during  inspiration,  thus  occluding  it, 
and  blown  out  of  the  bronchial  opening  dur- 
ing expiration,  allowing  air  to  escape  past 
it.  In  this  manner  a lobe  may  be  emptied 
of  its  air  in  a very  short  time,  resulting 
in  the  rapid  and  often  alarming  type  of 
atelectasis. 

Symptoms 

The  symptoms  of  bronchiectasis  may  or 
may  not  conform  to  the  classical  picture 
of  a chronic  cough  productive  of  abundant 
malodorous  sputum  which  settles  in  three 
layers — fever,  loss  of  weight,  and  clubbing 
of  the  fingers.  Such  a clinical  syndrome 
is  indicative  of  the  advanced  stages  of  the 
disease,  and,  while  it  should  not  be  over- 
looked, the  diagnostic  emphasis  should  be 
placed  on  the  early  manifestations  of  bron- 
chiectasis if  we  are  to  discover  these  cases 
at  a stage  when  they  are  most  likely  to 
be  amenable  to  treatment.  The  presence 
of  a chronic  cough,  whether  productive  or 
nonproductive,  should  lead  a careful  diag- 
nostician to  an  investigation  of  the  bron- 
chial tree  unless  an  adequate  explanation 
is  discovered  elsewhere.  At  our  station 
hospital  we  have  been  surprised  repeatedly 
to  discover  how  scanty  the  daily  sputum 
output  can  be  in  advanced  cases  of  bron- 
chiectasis. The  cough  is  usually  related 
to  change  of  position.  This  is  probably 
due  to  the  spillage  of  secretions  from  in- 
fected bronchi  wherein  the  nerve  endings 
normally  capable  of  initiating  the  cough 
reflex  have  been  destroyed  by  the  infec- 


tion. As  the  secretions  flow  into  normal 
bronchi  a cough  reflex  is  precipitated. 
The  cough  is  almost  invariably  worse  on 
arising,  due  to  the  nocturnal  accumulation 
of  secretions.  It  recurs  on  assuming  the 
prone  position  and  sometimes  when  chang- 
ing position  in  bed.  It  is  not  uncommon 
for  laughter  or  physical  exertion  to  bring 
on  a paroxysm  of  coughing. 

The  quantity  of  sputum  may  be  slight, 
as  in  the  so-called  dry  bronchiectasis,  or 
extremely  abundant.  At  first  it  tends  to 
be  mucoid,  but  as  infection  progresses  it 
becomes  more  purulent.  Due  to  stagna- 
tion and  saprophytic  activity,  liquefaction 
of  tenacious  secretions  occurs,  a process 
which  Jackson  and  Jackson11  likened  to  a 
septic  tank.  In  the  advanced  stages  of  the 
disease  it  tends  to  settle  into  three  layers — 
an  upper  frothy  layer,  a thin  middle  layer, 
and  a heavy  lower  layer — a phenomenon 
which  is  not  pathognomonic,  but  which  is 
shared  by  other  suppurative  pulmonary  dis- 
eases. The  odor  of  the  sputum  varies.  It 
may  be  virtually  odorless,  as  in  most  of 
our  cases ; it  may  even  have  a somewhat 
sweet  aroma ; or  it  may  be  so  nauseatingly 
fetid  as  to  lead  to  social  ostracism ; or,  as 
Churchill1-  has  described,  to  psychological 
disorders.  The  odor  of  the  sputum  of  none 
of  our  cases  has  been  particularly  bad,  a 
finding  which  deserves  emphasis. 

Hemoptysis  has  long  been  recognized  as 
a common  symptom  in  bronchiectasis.  It 
has  been  estimated  to  occur  in  fifty  per  cent 
of  cases.1  The  amount  of  blood  may  vary 
from  slight  oozing  from  an  inflamed  bron- 
chial mucosa  to  an  alarming  or  fatal  hem- 
orrhage of  an  ulcerated  artery. 

Repeated  attacks  of  acute  pulmonary  in- 
fection are  observed  frequently  in  bron- 
chiectasis due  to  the  extension  of  bacteria 
through  the  bronchial  walls  into  the  con- 
tiguous lung  tissue.  Such  acute  infections 
are  all  too  frequently  labeled  primary  bron- 
chopneumonia, lobar  pneumonia,  or,  as 
Grier-  has  shown  recently,  unresolved  pneu- 
monia. These  weakening  acute  complica- 
tions of  bronchiectasis,  plus  the  chronic 
absorption  of  toxic  material  from  diseased 
bronchi,  readily  explain  the  reason  why 
chills,  fever,  loss  of  weight  and  strength, 
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and  lowered  resistance  to  intercurrent  in- 
fections are  so  notoriously  present  in  these 
patients.  Chronic  sinusitis  is  so  commonly 
associated  with  bronchiectasis  that  the 
presence  of  the  former  should  stimulate 
careful  consideration  as  to  the  possibility 
of  the  presence  of  the  latter. 

As  the  vital  capacity  is  gradually  de- 
creased by  progressive  pulmonary  fibrosis, 
dyspnea  develops  and  increases,  and  some- 
times cyanosis,  chronic  cor  pulmonale,  and 
hypertrophic  pulmonary  osteoarthropathy 
ensue.  Lord13,  McCordock14,  and  Rand15 
have  described  the  development  of  brain 
abscess  as  a not  infrequent  complication  of 
bronchiectasis.  Septicemia  may  localize  in 
any  organ.  Amyloidosis  can  occur.  Ter- 
minal pneumonia  is  the  usual  finale. 

Physical  Signs 

It  is  remarkable  how  few  physical  signs 
may  be  detected  in  even  a moderately  ad- 
vanced case  of  bronchiectasis.  We  have 
had  several  husky  soldiers  with  this  dis- 
ease who  have  shown  on  physical  examina- 
tion little  more  than  postnasal  drip  and 
slightly  productive  cough.  If  the  bronchial 
secretions  have  been  evacuated  by  cough- 
ing prior  to  examination  of  the  chest,  one 
may  find  no  abnormalities  on  percussion 
or  auscultation.  It  is  common  to  hear  a 
few  clicking  rales  at  the  base  of  the  affected 
lung  at  the  end  of  inspiration.  We  have 
been  impressed  with  the  frequency  of  ei- 
ther inspiratory  or  expiratory  sibilant  rales 
or  both.  Because  of  this  we  have  begun 
recently  to  perform  bronchography  on  all 
cases  of  bronchial  asthma,  asthmatic  bron- 
chitis, or  chronic  bronchitis,  if  no  contra- 
indication to  the  instillation  of  lipoidal  is 
present.  As  a result  of  this  policy,  sev- 
eral cases  of  bronchiectasis  have  been  found 
masquerading  behind  the  allergic  syn- 
drome. The  physical  signs  of  atelectasis, 
emphysema,  pneumonitis,  frank  pneumonia, 
pulmonary  fibrosis,  clubbed  fingers,  amy- 
loidosis, or  other  conditions  sometimes 
associated  with  bronchiectasis  need  no  dis- 
cussion here. 

Diagnosis 

Although  the  history  and  the  physical 
examination  may  suggest  strongly  that 
bronchiectasis  is  present,  definite  diagnosis 


usually  depends  on  bronchography.  Alex- 
ander,"1 in  a recent  thorough  review  of 
the  management  of  bronchiectasis,  has  set 
forth  a clear-cut  plan  for  conducting  the 
study  of  the  bronchial  tree.  He  advises 
that  before  iodized  oil  is  employed  stereo- 
scopic posteroanterior  films  and  a lateral 
roentgenogram  should  be  taken,  since 
iodized  oil  may  remain  in  the  lungs  for 
months  or  years  and  thus  obscure  the  pul- 
monary fields.  Following  this  a broncho- 
scopic  examination  is  performed.  This 
serves  two  purposes — to  study  the  pathol- 
ogy and  to  prepare  the  bronchi  for  the 
reception  of  the  iodized  oil  by  chemical 
shrinking  of  the  mucosa  and  aspiration  of 
the  secretions.  In  less  than  forty-eight 
hours  after  the  bronchoscopic  examination 
the  oil  is  instilled  in  such  a manner  that 
the  bronchi  of  all  five  lobes  are  coated. 

Rabin17  and  Alexander10  have  called  at- 
tention to  the  difficulty  of  diagnosing  bron- 
chiectasis without  bronchography  and  have 
clarified  the  findings  in  the  plain  roent- 
genograms of  the  chest  which  should  lead 
one  to  suspect  bronchiectasis.  These  find- 
ings are  quite  variable.  The  thickened 
bronchi  when  seen  on  cross  section  in  the 
roentgenogram  cause  ring  shadows ; when 
seen  from  the  side  they  appear  as  in- 
creased bronchial  markings.  Patchy  peri- 


Fig.  6 
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Fig.  7 


bronchial  infiltrations  attract  attention  as 
do  bands  of  fibrous  tissue  traversing  the 
lung  fields  (Fig.  6 and  Fig.  7).  That  the 
presence  of  pleural  adhesions  may  be  sig- 
nificant is  shown  by  one  of  our  cases  of 
bronchiectasis  wherein  the  only  positive 
prebronchographic  roentgenographic  find- 
ing was  moderate  tenting  of  the  right  dia- 
phragm. Anspachls  has  clarified  the  tri- 
angular basal  shadow  sometimes  observed 
when  atelectasis  of  a lower  lobe  is  present. 
Depending  on  the  extent  and  location  of 
the  pathological  process,  one  may  see  vary- 
ing degrees  of  atelectasis,  emphysema,  and 
infiltration.  Many  other  pulmonary  dis- 
eases may  cause  similar  shadows;  for 
example,  tuberculosis,  bronchogenic  car- 
cinoma, fungus  infections,  and  accumu- 
lations of  fluid.  Primary  or  secondary 
congestive  cardiac  failure  may  confuse  in- 
terpretation. Since  lipoidal  was  introduced 
as  a bronchographic  agent  its  popularity 
has  increased  until  now  it  is  widely  em- 
ployed. It  may  be  instilled  into  the  tracheo- 
bronchial tree  in  a variety  of  ways  after 
suitable  surface  anesthesia.  It  may  be  in- 
jected through  the  nasal  passages,  trickled 
over  the  posterior  surface  of  the  tongue, 
injected  transorally  through  a catheter  or 
cannula,  instilled  through  the  cricothyroid 
membrane  by  a curved  needle,  or  instilled 


through  a bronchoscope.  At  this  hospital 
we  employed  originally  the  simple  tech- 
nique of  injecting  approximately  fifteen 
cubic  centimeters  of  one-half  per  cent 
pontocaine  into  one  nostril  at  the  rate  of 
one  cubic  centimeter  per  minute  with  the 
patient  in  the  sitting  position  leaning  first 
to  one  side  and  then,  when  half  of  the  so- 
lution had  run  in,  to  the  other  side.  The 
tongue  was  held  forward.  To  the  syringe 
containing  the  pontocaine  solution  was  at- 
tached a four-inch  section  of  soft  rubber 
tubing  which  was  slipped  along  the  floor 
of  one  nostril  as  far  posteriorly  as  it  would 
go  easily.  Within  about  ten  minutes  after 
sui'face  anesthesia  had  been  produced,  ten 
cubic  centimeters  of  lipoidal  was  instilled 
in  the  same  manner  into  one  side  of  the 
chest.  Lateral  and  posteroanterior  roent- 
genograms were  taken.  Then  ten  addi- 
tional cubic  centimeters  of  the  iodized  oil 
was  instilled  into  the  opposite  side  of  the 
tracheobronchial  tree  in  a similar  manner. 
An  oblique  roentgenogram  and  another 
posteroanterior  roentgenogram  were  then 
taken.  While  bronchiectasis  is  predomi- 
nantly a lower  lobe  disease,  and  this  tech- 
nique will  undoubtedly  demonstrate  most 
cases,  nevertheless,  it  is  mentioned  to  be 
condemned  because  of  its  failure  to  outline 
the  bronchi  of  all  lobes.  It  is  just  as  simple 
to  perform  the  procedure  using  the  same 
quantities  of  the  same  drugs  with  the  pa- 
tient lying  first  on  one  side  and  then 
on  the  other  while  the  surface  anesthetic 
and  finally  the  oil  is  being  instilled.  We 
have  found  that  this  almost  invariably 
coats  the  bronchi  of  all  lobes  satisfactorily. 
Rarely,  the  left  upper  lobe  bronchi  fail  to 
fill.  Two  per  cent  butyn  may  be  employed 
as  a surface  anesthetic  in  the  manner  de- 
scribed above  combined  with  cocainization 
of  the  pharynx.  The  patient  omits  the  meal 
before  the  test,  is  given  one  grain  of 
codeine  sulphate  by  hypodermic  injection 
approximately  a half  hour  before  bron- 
chography, and  is  not  permitted  to  attempt 
to  swallow  water  or  food  until  at  least 
four  hours  after  the  procedure.  We  have 
been  careful  not  to  perform  bronchography 
soon  after  an  acute  pulmonary  infection. 
Postural  drainage  will  facilitate  expectora- 
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tion  of  most  of  the  oil.  We  have  used 
fluoroscopic  control  in  none  of  our  cases. 

Within  a few  hours  of  this  procedure 
iodism  sometimes  occurs.  Three  out  of 
forty-one  patients  upon  whom  we  per- 
formed bronchography  developed  saliva- 
tion, lacrimation,  urticaria,  and  mild  an- 
gioneurotic edema,  but  recovered  quickly. 
We  have  observed  no  reactions  to  the  sur- 
face anesthetics  employed. 

Treatment 

The  dawn  of  thoracic  surgery  has  thrown 
new  light  on  the  treatment  of  bronchiec- 
tasis. The  successful  removal  of  a bron- 
chiectatic  lobe  by  lobectomy  offers  the  pa- 
tient a reasonable  chance  for  a rapid  and 
complete  cure.  The  mortality  from  such 
an  operation,  formerly  almost  prohibitive,11' 
has  been  lowered  to  less  than  five  per  cent 
by  such  men  as  Alexander,16  Churchill,20 
and  Edwards.21  Medical  management  of 
this  disease  has  not  presented  results  even 
comparable  to  these.  The  eventual  mor- 
tality of  bronchiectasis  per  se  is  far  greater 
than  the  mortality  of  lobectomy  in  skilled 
hands,  not  to  mention  the  years  of  mor- 
bidity. In  weighing  the  risks  of  operation 
it  is  well  to  remember  that  it  has  been 
stated1  that  approximately  twenty-six  per 
cent  of  nonsurgically  treated  cases  of  bron- 
chiectasis die  in  less  than  five  years.  No 
attempt  will  be  made  here  to  review  in 
detail  the  rapid  advances  which  have  been 
made  in  the  surgical  management  of  bron- 
chiectasis. Suffice  it  to  say  that  every  pa- 
tient suffering  from  this  disease  should 
be  evaluated  carefully  in  regard  to  the 
feasibility  of  removing  the  offending  tissue. 

If  surgical  attack  upon  the  disease  is 
not  feasible,  all  is  not  necessarily  lost. 
Careful  medical  management  may  do  much 
if  persisted  in  over  a period  of  years.  Since 
repeated  respiratory  infections  often  cause 
bronchial  exacerbations,  a warm,  dry  cli- 
mate may  exert  a salutary  effect.  Proper 
rest,  attention  to  diet,  and  all  other  meas- 
ures which  tend  to  raise  the  patient’s  re- 
sistance to  infection  should  not  be  neglected. 
Postural  drainage  performed  correctly  and 
frequently  and  over  a prolonged  period  of 
time  is  definitely  indicated.  Repeated  bron- 
choscopy serves  the  threefold  function  of 


evacuation  of  infected  secretions,  relief  of 
obstructing  mechanisms,  and  observation 
of  the  focal  course  of  the  disease. 

Summary 

1.  Bronchiectasis  is  not  a rare  disease. 

2.  Bronchial  infection  plus  bronchial  ob- 
struction equals  bronchiectasis. 

3.  The  symptoms  and  physical  signs  of 
this  disease  are  variable  and  often  do  not 
reflect  accurately  the  degree  of  bronchial 
pathology  present. 

4.  While  plain  thoracic  roentgenograms 
may  suggest  the  presence  of  bronchiec- 
tasis, the  exact  diagnosis  can  be  made  only 
by  bronchography. 

5.  The  technique  of  bronchography  here- 
in described  is  simple  and  effective. 

6.  Every  case  of  bronchiectasis  should 
be  bronchoscoped  for  diagnostic  purposes 
to  relieve  obstructing  mechanisms  which 
may  be  present  and  for  aspiration  of  in- 
fected secretions. 

7.  The  treatment  of  choice  is  usually  sur- 
gical, but  medical  management  has  much 
to  offer. 
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A CLINICAL  STUDY  OF  TETANUS:  AN  ANALYSIS  OF 
ONE  HUNDRED  TWENTY-ONE  CASES  OF  TETANUS 

C.  N.  GESSLER,  M.D.,  Nashville 


“Tetanus  is  probably  at  least  as  old  as 
the  human  race,  the  infecting  spores  not 
being  dependent  for  their  perpetuation 
upon  the  presence  of  a host  and  capable  of 
lying  dormant  in  the  earth,  if  need  be,  for 
centuries.”1  The  oldest  record  of  tetanus  is 
from  the  Edwin  Smith  Surgical  Papyrus, 
written  about  1500  B.C.,  and  probably 
copied  from  an  older  manuscript  dating 
back  to  3,000  B.C.  The  ancient  records 
contain  many  reports  of  the  disease;  they 
believed  tetanus  was  due  to  “wind  in  the 
wound.”  There  was  little  increase  in  the 
knowledge  of  tetanus  until  the  eighteenth 
century,  when  the  etiological  significance 
of  contamination  of  wounds  began  to  be 
recognized.  At  this  time  there  was  im- 
provement in  the  handling  of  cases  both 
prophylactically  and  therapeutically.  This 
improvement  reached  its  height  in  the  early 
part  of  the  twentieth  century  after  the 
value  of  tetanus  antitoxin  became  well  es- 
tablished. There  has  been  little  improve- 
ment in  the  mortality  record  in  recent 
years. 

A recent  loss  of  a case  of  tetanus  led  to 
this  study  of  the  disease  in  order  to  eval- 
uate, if  possible,  the  factors  which  influ- 
ence the  prognosis  as  well  as  to  evaluate 
the  type  of  management  of  the  disease 
which  is  most  satisfactory.  The  records 
of  121  cases  of  tetanus  were  obtained  from 
four  hospitals;  these  hospitals  are  Vander- 
bilt University  Hospital,  Protestant  Hospi- 
tal, Nashville  General  Hospital,  and  St. 
Thomas  Hospital,  all  of  Nashville,  Tennes- 
see. The  121  cases  are  unselected  cases 
which  appeared  in  the  last  twelve  years 
(1933  through  1944). 

Table  I 

RESULTS  OF  121  CASES  OF  TETANUS 
Recovered  56  43.6% 

Died  65  53.7% 

Total  121 

As  shown  in  Table  I,  there  was  a mor- 
tality rate  of  53.7  per  cent  in  this  series. 
This  figure  is  comparable  to  numerous  re- 
ports in  the  literature. 


Table  II 

COMPARISON  OF  INCUBATION  PERIODS  IN  CASES 
WITH  RECOVERY  AND  DEATH 

Incubation  Period  in  Days 
Varied  Between  Avg. 

47  Cases  Recovered  5-120  16.44 

58  Cases  Died  2-60  10.24 

Sixteen  cases  incubation  period  unknown. 

In  this  series  the  average  incubation  pe- 
riod of  those  who  recovered  is  16.44,  while 
it  was  10.24  days  in  those  who  died.  It 
has  been  long  recognized  that  the  incuba- 
tion period  has  been  an  important  factor 
in  determining  prognosis,  the  short  incu- 
bation period  providing  poor  prognosis. 
While  this  is  generally  true,  it  is  also  true 
that  in  dealing  with  an  individual  case,  one 
cannot  formulate  a definite  idea  as  to 
prognosis  from  the  incubation  period,  for, 
as  is  shown  above,  many  cases  which  re- 
covered had  a shorter  incubation  period 
than  many  cases  which  did  not.  The  prog- 
nosis of  tetanus  is  not  proportional  to  the 
length  of  the  period  of  incubation ; but  the 
prognosis  of  tetanus  is  bad  if  the  incuba- 
tion period  is  very  short,  and  good  if  the 
length  of  the  period  is  long.  Table  IIA 
shows  the  spread  of  cases  according  to  in- 
cubation period  in  days. 


Table  IIA 


Length  of  Incubation 
Period 


No.  of  Cases 
Died 


2 days  1 

3 days 

4 days  5 

5 days  1 1 

6 days  4 

7 days  7 

8 days  5 

9 days  3 

10  days  6 

11  days  1 

12  days  3 

12-15  days  8 

16-20  days  1 

20  days  4 


Table  III 


No.  of  Cases 
Recovered 


3 
2 

4 
6 
3 
3 
2 
3 
9 
3 
9 


COMPARISON  OF  STAGES  OF  THE  DISEASE 


Cases  Recovered 
Cases  Died 


IB 

Q 3 


OD.C 
IB  M 
s-  3 
V o 
> s- 

< m 


3.45 

2.38 


IB 

O 


O 

2 c 

ID  O 


O0  : 


<Q 

9.92 


IB 


Q a 


< j 


22.45 

5.20 
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Serious  cases  reach  the  hospital  sooner 
than  mild  cases  of  tetanus.  In  this  series 
the  cases  which  died  reached  the  hospital 
on  the  second  day  of  the  disease,  and  died 
on  the  fifth  day  of  the  disease.  The  cases 
which  recovered  averaged  getting  to  the 
hospital  three  and  a half  days  after  having 
symptoms  of  tetanus,  were  “on  critical’’ 
for  an  average  of  almost  ten  days,  and 
were  able  to  leave  the  hospital  an  average 
of  twenty-two  and  a half  days  after  symp- 
toms started. 

Table  IV 

COMPARISON  OF  THE  RESULTS  OF  PROPHYLACTIC 
TREATMENT 


No  First  Aid 

First  Aid 

Prophylactic 

Antitoxin 

No. 

Per 

No. 

Per 

No.  Per 

Cases 

Cent 

Cases 

Cent 

Cases  Cent 

Recovered 

40 

71.43 

16 

28.57 

4 7.14 

Died 

41 

63.07 

24 

36.39 

7 10.77 

All  Cases 

81 

66.94 

40 

33.06 

11  9.09 

Table  IV  shows  the  results  of  prophy- 
lactic treatment.  Almost  ten  per  cent  of 
the  wounds  which  eventually  led  to  tetanus 
had  prophylactic  administration  of  tetanus 
antitoxin.  In  this  series  more  cases  got 
well  which  did  not  have  prophylactic  first 
aid  than  those  which  did.  (By  first  aid  is 
meant  any  attempt  to  cleanse  or  debride 
the  wound  by  a competent  person  as  well 
as  could  be  determined  from  the  record.) 
Also  more  cases  which  did  not  have  ad- 
ministration of  prophylactic  antitoxin  got 
well  than  in  those  which  did. 

More  people  in  this  series  got  tetanus 
when  there  was  an  attempt  to  prevent  it 
than  in  those  cases  where  the  wound  was 
unmolested  and  no  prophylactic  injection 
was  given.  One  might  attempt  to  explain 
this  statement  by  saying  that  the  wound 
which  gets  tetanus  is  a different  kind  of 
wound  than  one  which  does  not;  puncture 
wounds  are  more  susceptible  to  infection 
with  Clostridium  tetani.  However,  as 
shown  in  Table  V,  surface  wounds  were 
more  often  the  site  of  infection  than  punc- 
ture wounds. 


Table  V 


CHARACTER  OF  THE 

INITIAL 

LESION 

Surface 

Puncture 

Wound 

Wound 

Lower  Extremity 

33 

40 

Trunk 

8 

2 

Upper  Extremity 

12 

6 

Head 

8 

1 

Total 

61 

49 

(55.45%)  (45.55%) 

In  this  series  of  cases  the  following  in- 
teresting cases  were  found : there  were  four 
cases  of  tetanus  neonatorum,  with  incuba- 
tion periods  of  five,  seven,  nine,  and  ten 
days;  the  latter  case  survived;  the  other 
three  died. 

There  were  five  cases  in  which  an  in- 
dolent ulcer  was  apparently  the  focus  of 
infection.  Clostridium  tetani  was  cultured 
from  one  of  these  cases.  Two  of  these 
cases  died. 

There  were  two  cases  in  which  tetanus 
appeared  puerperally.  One  of  these  fol- 
lowed a criminal  abortion  and  the  other 
followed  a normal  full-term  delivery  which 
apparently  had  good  post-partum  care. 
Both  cases  died. 

There  was  one  death  from  anaphylaxis 
immediately  following  injection  of  intra- 
venous antitoxin. 

Treatment 

Intramuscular  or  intravenous  antitoxin 
was  given  to  most  of  the  cases  studied;  as 
shown  in  Table  VI  the  cases  which  recov- 
ered received  a somewhat  smaller  average 
dosage  initially  than  those  which  died ; this 
may  be  accounted  for  by  virtue  of  the  fact 
that  the  cases  which  died  were  in  a more 
critical  condition  on  presenting  themselves 
to  the  hospital  than  those  which  lived. 
Seventeen  of  the  patients  received  intrathe- 
cal antitoxin ; eleven  of  these  died  and 
six  recovered.  An  equal  number  of  recov- 
ered and  unrecovered  patients  received 
antitoxin  injected  locally  about  the  site  of 
infection.  The  results  of  those  cases  which 
had  debridement  of  the  site  of  infection  on 
admission  to  the  hospital  is  essentially 
equal  as  to  recovery  or  death.  Four  of 
the  cases  studied  received  intravenous  or 


Recovered 

Died 


Table  VI 


COMPARISON  OF  TREATMENT  WITH  ANTITOXIN 


Average  Dose  of  Average  Dose  of 

IV  or  IM  TAT  intrathecal  TAT 

No.  Treated  First  Day  Total  No.  Treated  Total  Amt. 

53  22,264  97,887  6 15,833 

59  42,000  75,000  11  25,000 


Average  Dose  of 
Local  TAT 

No.  Treated  Total  Amt. 
8 12,812 

8 9,187 
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intramuscular  injections  of  one  per  cent 
phenol  in  conjunction  with  antitoxin.  Two 
of  these  died  and  two  recovered. 

Table  VII 

COMPARISON  OF  SURGICAL  TREATMENT 

Had  Debridement 

Cases  Recovered  26  (46.53%) 

Cases  Died  27  (41.54%) 

Conclusions  drawn  from  the  above  fig- 
ures indicate  that  intravenous  or  intramus- 
cular injection  of  tetanus  antitoxin  is  pref- 
erable to  other  routes  of  injection.  An 
adequate  amount  of  antitoxin  would  appear 
to  be  about  25,000  units  for  the  average 
case.  Intrathecal  injection  of  antitoxin  is 
more  hazardous  than  effective.  Local  in- 
jection of  antitoxin  about  the  site  of  in- 
fection, from  this  study,  is  of  no  value. 

Spaeth,4  Kirtley,3  and  others  have  sug- 
gested that  an  initial  dosage  of  40,000  to 
50,000  units  of  tetanus  antitoxin  be  admin- 
istered intramuscularly  or  intravenously  as 
soon  as  the  disease  is  recognized.  The  older 
theory  of  the  ability  of  tetanus  toxin  to 
travel  up  nerve  sheaths  to  reach  the  central 
nervous  system  has  given  away  to  the 
theory  of  blood  stream  circulation  of  the 
toxin.  Hence,  a liberal  surplus  of  anti- 
toxin injected  into  the  circulation  should 
neutralize  the  toxin  being  produced  at  the 
site  of  infection.  Immediate  debridement 
and  local  injection  at  the  site  of  infection 
are  not  of  primary  importance.  Titration 
studies  show  that  antitoxin  injected  into 
the  circulation  remains  at  appreciable  levels 
for  thirty  to  forty  days.  Therefore,  one 
has  plenty  of  time  for  debridement  of  the 
wound,  which,  it  would  seem,  is  of  prime 
importance  only  if  there  is  a foreign  body 
or  deep  abscess  at  the  site  of  infection,  in 
which  case  exteriorizing  of  the  wound  is 


to  be  done  in  the  interest  of  good  surgery, 
and  not  necessarily  for  the  relief  of  tetanus. 

The  use  of  tetanus  toxoid  for  the  pro- 
duction of  active  immunization  may  be 
begun  a few  days  after  the  initial  injection 
of  a surplus  of  tetanus  antitoxin,  and  the 
level  of  antibodies  from  active  immuniza- 
tion will  be  built  up  in  time  to  maintain 
a surplus  before  the  injected  antitoxin  is 
depleted. 

The  patient  must  have  adequate  sedation 
from  the  beginning  of  the  disease,  for,  as 
pointed  out  by  Spaeth,1  “spasms  associated 
with  cyanosis  and  dyspnea  may  cause  as- 
phyxia and  sudden  death.”  The  use  of 
sodium  amytal  and/or  avertin  in  dosages 
to  be  determined  according  to  the  severity 
of  the  spasms  is  satisfactory  in  most  cases. 

Good  nursing  care  is,  of  course,  essential. 

Summary 

One  hundred  twenty-one  cases  of  tetanus 
are  reviewed.  The  mortality  rate  was  53.7 
per  cent.  The  value  of  incubation  period 
in  determining  prognosis  was  studied.  The 
merit  of  prophylactic  treatment  was  studied 
and  found  to  be  disappointing.  Conclu- 
sions as  to  the  optimum  method  of  treat- 
ment were  reached. 
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SUBCOSTOSTERNAL  DIAPHRAGMATIC  HERNIA:  REPORT  OF 
AN  ASYMPTOMATIC  CASE 

MAJOR  PAUL  E.  WYLIE,  Medical  Corps,  Army  of  the  United  States 


In  the  last  fifteen  years,  interest  in  dia- 
phragmatic hernia  has  greatly  increased, 
and  it  was  during  this  period  that  most  of 
the  cases  have  been  reported  in  the  litera- 
ture. The  incidence  of  this  condition  has 
not  materially  increased,  but  there  has 
been  a more  frequent  recognition  of  the 
disease.  This  is  due  to  the  fact  that  more 
and  more  clinicians  are  becoming  aware  of 
the  necessity  of  using  X-ray  facilities  in 
establishing  a diagnosis  in  many  obscure 
pathological  conditions.  Subcostosternal 
hernia  is  the  rarest  form  of  congenital  dia- 
phragmatic hernias.  Morgagni  reported  the 
first  case  in  1769  occurring  in  an  elderly 
patient  who  died  of  other  causes.  It  is  diffi- 
cult to  ascertain  the  actual  incidence  of  this 
particular  hernia,  as  many  cases  reported 
have  not  been  proved  by  any  reliable  means 
of  diagnosis.  From  1930  to  1941  there  were 
twenty-four  cases  reported,  of  which  only 
five  were  proved  by  operations.  Of  253 
cases  of  congenital  diaphragmatic  hernias 
on  which  Harrington1  operated  only  four 
were  found  to  be  passing  through  the 
foramen  of  Morgagni,  which  is  a ratio  of 
one  in  sixty-three.  The  relative  rarity  of 
the  condition  is  further  emphasized  by 
Hodges-  who  reports  only  one  case  in  his 
new  book  on  the  X-ray  diagnosis  of  the 
gastrointestinal  tract.  A case  was  reported 
from  the  Percy  Jones  General  Hospital  by 
P>ell  and  Heublein3  in  the  November,  1944, 
issue  of  Radiology.  Kinzer  and  Cook4  found 
three  cases  of  diaphragmatic  hernias  among 
412,149  chest  roentgenograms  at  an  armed 
forces  induction  station.  Of  these  three, 
only  one  was  subcostosternal  in  location. 
Rives,5  in  his  paper  on  the  anatomy  of 
diaphragmatic  hernia,  does  not  even  men- 
tion this  particular  herniation. 

Gray’s  Anatomy 6 describes  a small  area 
in  the  anterior  portion  of  each  diaphragm 
where  the  muscle  fibers  are  deficient  and 
are  replaced  by  areolar  tissue.  These  aper- 
tures are  covered  above  by  pleura  and  be- 
low by  peritoneum.  They  allow  the  pas- 
sage of  the  internal  mammary  arteries 


through  the  diaphragm  to  form  the  supe- 
rior epigastric  branches.  These  openings 
have  been  rather  generally  designated  as 
foramina  of  Morgagni  or  spaces  of  Lar- 
rey.  However,  Gray'4  does  not  refer  to 
them  by  either  of  these  names.  Of  course, 
they  are  only  potential  until  herniation 
occurs.  Harrington7  describes  the  defect 
as  being  anterior  in  the  middle  leaflet  at 
the  attachment  of  the  diaphragm  to  the 
thoracic  wall.  All  of  the  reported  cases 
have  been  unilateral  and  the  most  of  them 
have  occurred  on  the  right  side  beneath  the 
lower  part  of  the  sternum  and  the  costal 
cartilages.  From  the  anatomical  viewpoint, 
we  must  accept  the  fact  that  the  defects 
are  bilateral  in  distribution,  but  they  may 
fuse  into  one  large  opening.  Herniation 
may  be  through  either  of  these  foramina 
and  may  ascend  on  either  side  of  the 
mediastinum.  The  most  frequent  location 
as  seen  on  the  chest  X-ray  film  has  been  in 
the  right  cardiophrenic  angle.  If  the  her- 
nia is  through  the  left  foramen  and  emerges 
in  the  right  chest,  the  thoracic  surgical 
approach  is  made  more  difficult  by  the 
necessity  of  opening  the  mediastinum. 
Hence,  most  surgeons  repair  these  rup- 
tures through  an  abdominal  incision. 

The  abdominal  organ  usually  involved 
in  these  hernias  is  the  omentum,  or  the 
omentum  and  colon,  enclosed  in  a sac  of 
peritoneum.  Bell  and  Heublein’s3  case  also 
contained  the  upper  portion  of  the  round 
ligament  of  the  liver  which  divided  the  sac 
into  two  compartments.  Harrington7  states 
that  the  round  and  falciform  ligaments  are 
always  involved  and  the  extent  depends 
on  the  size  of  the  hernia.  In  addition,  two 
of  his  four  cases  contained  omentum,  and 
the  other  two,  both  of  which  were  in  men, 
contained  omentum  and  transverse  colon, 
and  omentum,  terminal  ileum,  and  cecum, 
respectively. 

It  is  generally  conceded  that  these  her- 
nias are  congenital  in  origin,  but  there 
have  been  good  arguments  presented  that 
attempt  to  establish  the  fact  that  they 


November,  1945 


SUBCOSTOSTERNAL  DIAPHRAGMATIC  HERNIA— Wylie 


367 


originate  in  later  life.  Calmers8  reported 
a case  in  a seventy-seven-year-old  woman 
whose  symptoms  did  not  develop  until  she 
was  past  forty.  At  autopsy  the  right  mid- 
dle lobe  was  found  to  be  atelectatic  and 
to  contain  a calcified  nodule  and  coal  pig- 
ment. He  suggested  that  the  hernia  must 
have  developed  after  adult  life  for  these 
findings  to  have  been  present. 

Clinical  symptoms  and  signs  rarely  sug- 
gest the  correct  diagnosis.  They  range 
from  none  to  run  the  full  gauntlet  of  car- 
diac, pulmonary,  gastric,  cholecystic,  he- 
patic, and  psychiatric  symptomatology. 
Practically  all  preoperative  diagnoses  have 
been  made  by  roentgenological  means.  The 
tumor  mass  that  is  seen  in  the  cardio- 
phrenic  angle  in  the  chest  X-ray  film  is 
often  confusing.  If  the  hernia  contains  a 
portion  of  the  gastrointestinal  tract,  the 
irregular  areas  of  decreased  density  will 
suggest  the  presence  of  gas  in  the  herniated 
viscus.  This  is  easily  confirmed  by  X-ray 
examination  after  the  ingestion  of  barium 
sulfate.  But  if  the  hernia  contains  only 
omentum  and  presents  a solid  tumor  in 
the  chest,  then  the  diagnosis  is  rendered 
much  more  difficult  or  impossible  to  make. 
One  of  Harrington’s1  cases  that  had  been 
diagnosed  as  a mediastinal  tumor  was  con- 
firmed only  at  the  operating  table.  Also 
he  opened  a case  of  mediastinal  tumor  that 
was  diagnosed  as  being  hernia.  Calmers’8 
patient  was  thought  to  have  had  incapsu- 
lated  interlobar  fluid,  the  paracentesis  of 
which  might  have  proved  fatal. 

Any  hernia  is  simply  an  anatomical  de- 
fect that  can  be  repaired  only  by  surgery. 
There  are  various  opinions  as  to  the 
proper  time  for  surgical  intervention.  If 
the  lesion  is  found  in  infancy,  the  general 
consensus  of  opinion  is  that  surgery  should 
be  performed  immediately.  Among  infants 
with  congenital  diaphragmatic  hernias  sev- 
enty-five per  cent  do  not  survive  for  more 
than  a few  weeks,  while  the  operative  mor- 
tality is  much  lower  than  this  figure.  If 
the  diagnosis  is  not  made  until  later  in 
life,  some  surgeons  decline  to  operate  until 
there  is  a definite  indication.  They  say 
that  the  patient  has  lived  this  long,  why 
subject  him  to  the  hazards  of  a rather 


formidable  operation.  However,  due  to  the 
frequency  with  which  subcostosternal  her- 
nia is  complicated  by  intestinal  obstruction, 
most  surgeons  advise  surgical  repair  as 
soon  as  the  diagnosis  is  definitely  estab- 
lished. When  the  patients  are  obese,  the 
operation  should  be  postponed  if  possible 
until  a reduction  in  weight  has  been  accom- 
plished. 

Report  of  Case 

The  patient  was  admitted  to  another 
army  hospital  on  October  27,  1944,  because 
of  sudden  swelling  of  the  left  knee  asso- 
ciated with  moderate  pain  on  motion.  He 
had  no  fever  and  the  swelling  gradually 
subsided  in  about  ten  days.  During  his 
stay  in  that  hospital,  he  received  a routine 
X-ray  examination  of  his  chest,  the  report 
of  which  was  the  basis  for  his  transfer  to 
this  hospital  on  December  1,  1944.  On  ad- 
mission his  general  condition  and  appear- 
ance were  good  and  he  had  no  complaints. 
He  is  a mechanic  by  occupation ; has  had 
no  tropical  service ; and  smokes  and  drinks 
moderately.  He  has  had  no  operations  and 
the  only  illness  was  at  the  age  of  three 
when  he  had  pneumonia.  His  father, 
mother,  and  one  brother  were  living  and 
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well  the  last  time  he  heard  from  them.  He 
denies  having  had  any  venereal  disease. 
In  1939,  he  had  a motorcycle  accident,  re- 
ceiving excoriations  and  contusions  about 
the  face,  at  which  time  he  was  unconscious 
for  about  an  hour.  He  has  had  no  cough, 
fever,  loss  of  weight,  dyspnea  or  hema- 
tosis.  Neither  has  he  had  constipation  or 
other  complaints  relative  to  the  gastroin- 
testinal tract. 

His  initial  laboratory  work  showed  a 
negative  Kahn,  5.000,000  red  cells  and 
8,900  white  cells  in  each  cubic  centimeter 
of  blood,  with  sixty-four  per  cent  poly- 
morphonuclearcvtes  and  thirty-six  per  cent 
lymphocytes.  The  sedimentation  rate  was 
eighteen,  hematocrit  forty-nine,  which  cor- 
rected to  twenty-one  millimeters  in  an  hour, 
but  subsequent  rates  were  found  to  be 
normal.  Urinalysis  was  negative.  Elec- 
trocardiographic tracings  were  found  to 
be  normal  except  for  right  axis  deviation. 

On  physical  examination  the  patient  was 
a well-developed  and  well-nourished  white 
male  who  appeared  older  than  his  chrono- 
logical age  would  indicate.  The  examina- 
tion revealed  no  abnormalities  except  for 
reducible  bilateral  inguinal  hernias.  The 
chest  was  negative  to  percussion  and  aus- 
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cultation  and  there  were  equal  movements 
on  respiration.  The  knees  were  symmet- 
rical and  there  was  no  tenderness  or  limi- 
tation of  motion. 

X-ray  examination  of  the  chest  on  De- 
cember 5 (Fig.  1)  showed  a large,  dense, 
circumscribed  mass  in  the  right  cardio- 
phrenic  angle  about  the  size  of  the  heart, 
but  less  dense.  On  December  6 additional 
views  (Fig.  2)  of  the  chest  were  made  and 
the  following  report  rendered : “There  is  a 
round,  well-circumscribed,  cystic  tumor 
mass  in  the  region  of  the  lower  anterior 
portion  of  the  right  middle  lobe.  This  mass 
measures  approximately  ten  centimeters 
in  diameter.  The  parietal  pleura  appears 
to  be  reflected  over  the  mass.  The  dense 
area  is  contiguous  with  the  soft  tissues  of 
the  anterior  chest  wall,  but  the  sternum 
and  ribs  are  normal.  There  are  several 
areas  of  irregularly  shaped  decreased  den- 
sities which  are  visualized  in  the  mass  and 
below  and  anterior  to  it.  Impression : an- 
terior diaphragmatic  hernia  (suggest  gas- 
trointestinal series  to  confirm).”  Then  on 
December  9 the  patient  was  further  exam- 
ined in  the  screen  room  after  ingestion  of 
barium  sulfate,  and  under  the  fluoroscope 
the  esophagus,  stomach,  and  duodenum 


Fig.  2 — Subcostosternal  Diaphragmatic  Hernia 
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Fig.  3 — Subcostosternal 


were  negative.  The  previously  described 
mass  in  the  chest  was  noted  to  move  on 
respiration.  Fluoroscopic  examination  of 
the  colon  during  the  injection  of  a barium 
enema  showed  the  right  transverse  colon, 
along  with  the  hepatic  flexure,  to  be  in  an 
anterior  diaphragmatic  hernia.  There  was 
no  evidence  of  intestinal  obstruction.  The 
colon  and  terminal  ileum  were  seen  in  their 
normal  positions.  The  appendix  was  not 
visualized.  Examination  of  X-ray  films 
(Fig.  3)  made  following  the  fluoroscopic 
procedure  confirmed  the  diagnosis  of  sub- 
costosternal diaphragmatic  hernia. 

Comments 

This  case  is  of  interest  because  of  the 
rarity  of  the  condition  and  the  patient’s 
lack  of  symptoms.  The  presence  of  bilat- 
eral inguinal  hernias  must  be  considered 
as  being  incidental,  yet  it  places  the  pa- 
tient in  a hernia  diathesis.  Even  though 
it  is  unlikely,  it  is  impossible  to  prove  that 
the  hernia  did  not  occur  as  a result  of  the 
patient’s  motorcycle  accident  in  1939.  This 
case  further  emphasizes  the  importance  of 
roentgenological  examination  in  the  diag- 
nosis of  such  conditions. 

Summary 

1.  Incidence,  anatomy,  etiology,  diag- 


Diaphragmatic Hernia 


nosis,  and  treatment  of  subcostosternal 
diaphragmatic  hernia  are  discussed. 

2.  A case  of  asymptomatic  subcostoster- 
nal diaphragmatic  hernia  is  presented. 
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FIFTY  YEARS  OF  NEUROSURGERY* 

COBB  PILCHER,  Nashville 

Introduction 

It  is  singularly  appropriate,  in  so  far  as 
neurosurgery  is  concerned,  that  this  so- 
ciety should  be  celebrating  its  fiftieth  an- 
niversary and  that  this  symposium  should 
cover  progress  in  medicine  during  this  pe- 
riod, for  it  happens  that  the  past  fifty  years 
closely  approximate  the  life  span  of  modern 
neurosurgery  as  a special  field  of  medicine. 

Fifty  years  ago  the  medical  world  was 
shaking  its  head  incredulously  over  three 
events  of  the  recent  years.  The  first  was 
the  successful  treatment  of  a series  of  brain 
abscesses  by  William  Macewen  in  the 
1880’s;  the  second  was  the  first  successful 
removal  of  a brain  tumor  by  W.  W.  Keen 
of  Philadelphia  in  1888;  and  the  third  was 
the  first  removal  of  a spinal  cord  tumor 
by  Sir  Victor  Horsley  in  the  same  year. 
Further,  in  1896,  Jonnesco  performed  the 
first  cervicothoracie  sympathectomy. 

With  these  three  events,  neurosurgery 
had  its  real  beginning.  But  it  remained 
for  Harvey  Cushing,  beginning  at  the  turn 
of  the  century,  to  create  the  surgical  spe- 
cialty of  neurosurgery;  to  develop  a refined 
and  specialized  operative  technic ; to  train 
or  influence  virtually  all  others  who  have 
entered  this  difficult  field  and  to  make  in- 
numerable other  contributions  to  it  as  we 
shall  see. 

In  the  development  of  this  specialty,  as 
in  its  earliest  beginning,  its  history,  until 
quite  recently,  is  the  history  of  a relatively 
few  men  led  by  Cushing.  They  made  the 
pioneering  steps  and  slowly  and  painfully 
laid  the  groundwork  for  the  advanced  and 
successful  surgery  of  the  nervous  system 
as  we  know  it  today.  I have,  therefore, 
chosen  to  trace  the  story  of  neurosurgery, 
in  its  several  periods,  through  the  contri- 
butions of  these  men  and  their  outstand- 
ing pupils. 


*Read  before  the  One  Hundredth  Semiannual 
Meeting  of  the  Middle  Tennessee  Medical  Associa- 
tion, Nashville,  Tennessee,  November  9,  1944. 

fFrom  the  Department  of  Surgery,  Vanderbilt 
University  School  of  Medicine,  Nashville,  Tennes- 
see. 


Modern  Neurosurgery  Begins 

In  1894,  Harvey  Cushing  was  preparing 
to  graduate  from  the  Harvard  Medical 
School  (in  1895).  After  being  a house- 
officer  in  the  Massachusetts  General  Hos- 
pital, he  continued  his  training  under 
Halsted  at  the  Johns  Hopkins  Hospital 
until  1900,  when  he  went  abroad  for  fur- 
ther study.  Largely  influenced  by  Kocher, 
he  returned  determined  to  devote  his  life 
to  the  surgery  of  the  nervous  system. 

Painfully,  he  struggled  with  early  tumor 
cases,  with  their  uncontrollable  hemor- 
rhage, their  dreadful  cerebral  fungi,  their 
unknown  pathology,  and  gradually  over  the 
years  he  learned  the  technical  answers  to 
the  questions  that  vexed  him : the  osteo- 
plastic flap,  the  subtemporal  decompres- 
sion, the  careful  closure  of  the  galea  apo- 
neurotica  with  fine  silk  stitches,  the  use 
of  silver  clips  and  muscle  stamps  for  hemos- 
tasis. An  early  interest  in  pituitary  tu- 
mors became  a lifelong  study  with  him  and 
his  first  book,  published  in  1909,  was  on 
this  subject. 

In  1912,  Cushing  went  to  Harvard  to 
become  surgeon  in  chief  of  the  new  Peter 
Bent  Brigham  Hospital,  whence  a steady 
stream  of  pioneering  papers  on  brain  tu- 
mors continued  to  flow  from  his  pen. 

During  this  same  early  period  three  other 
American  surgeons  entered  the  field. 
Ernest  Sachs,  who  had  studied  with  Hors- 
ley in  London,  went  to  the  new  Washington 
University  in  St.  Louis  and  built  a large 
and  productive  neurosurgical  service.  An 
important  study  of  the  functions  of  the 
thalamus  and  many  other  contributions 
emanated  from  his  clinic. 

Meantime,  Charles  Frazier,  at  the  Uni- 
versity of  Pennsylvania,  had  begun,  with  the 
neurologist,  Spiller,  the  development  of  the 
various  operations  for  trigeminal  neural- 
gia, culminating  in  the  still-used  differen- 
tial section  of  the  posterior  root.  His 
studies  of  spinal  cord  localization  also  led 
to  the  development  of  anterolateral  chor- 
dotomy  for  the  relief  of  intractable  pain. 

Charles  Elsberg,  in  New  York,  became 
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the  ranking  authority  on  spinal  cord  tu- 
mors as  well  as  making  many  contribu- 
tions to  cerebral  surgery. 

Except  for  the  continuing  studies  of 
Horsley,  European  neurosurgery  lagged  far 
behind  in  this  period.  Fedor  Krause  and 
von  Bergmann  of  Germany  were  the  out- 
standing men  on  the  continent. 

The  First  World  War 
The  advent  of  war  in  1914  led,  of  course, 
to  concentration  of  interest  in  traumatic 
neurosurgery.  Cushing  served  with  the 
British  Army  prior  to  the  arrival  of  Amer- 
ican troops  in  France,  when  he  became 
chief  neurological  consultant  to  the  A.E.F. 
His  two  great  papers  on  the  treatment  of 
penetrating  wounds  of  the  brain  put  this 
subject  on  a vastly  improved  surgical  foot- 
ing and  left  little  to  be  added  until  the 
beginning  of  the  present  war.  His  prin- 
ciples of  early  operation,  complete  debride- 
ment, and  cleansing  by  the  catheter-suction 
technic  and  meticulous  closure  reduced  the 
hitherto  appalling  mortality  rate  to  the 
then  low  figure  of  twenty-eight  per  cent. 
This  use  of  suction  was  also  destined  to 
be  an  exceedingly  important  adjunct  in 
civilian  neurosurgery. 

In  this  country  outstanding  advances 
were  made  in  peripheral  nerve  surgery  by 
two  groups— one  under  Frazier  and  Cole- 
man at  Cape  May,  New  Jersey;  the  other 
under  Huber  and  Stookey  at  the  University 
of  Michigan. 

In  England,  Head  and  Holmes  made  im- 
portant neurophysiologic  observations  on 
patients  with  cerebral  wounds  and,  in  Aus- 
tria, Barany  made  his  famous  studies  of 
labyrinthine  and  vestibular  function.  In 
France,  the  greatest  contribution  was  the 
introduction  of  local  anesthesia  into  neu- 
rosurgery by  de  Martel. 

An  important  result  of  the  war  was  a 
great  extension  of  interest  in  neurosurgery 
due  to  the  training  of  numerous  surgeons 
to  meet  the  demand  for  military  neurosur- 
geons. Many  of  these  men  continued  in 
this  field  and  attained  positions  of  out- 
standing prominence. 

The  Twenties  and  Thirties 
With  the  end  of  the  first  world  war, 


neurosurgery  began  a mushroomlike  growth 
and  the  next  two  decades  saw  it  attain 
full  rank  as  an  established  specialty  with 
able  neurosurgeons  in  all  university  cen- 
ters and  most  large  cities.  Young  men 
were  trained  in  ever-increasing  numbers 
in  Boston,  New  York,  St.  Louis,  Chicago, 
San  Francisco,  Montreal,  and  elsewhere. 
A host  of  prominent  contributors  arose,  of 
whom  only  a few  can  be  mentioned  here. 

Cushing  continued  as  the  accepted  leader 
in  the  field  and  devoted  his  interest  again 
largely  to  brain  tumors,  culminating  in  his 
monograph  detailing  the  results  of  opera- 
tions on  2,000  tumors. 

With  Percival  Bailey  and  later  with  Lou- 
ise Eisenhardt,  he  studied  the  pathology 
and  life  histories  of  the  various  tumors, 
bringing  order  out  of  pathologic  chaos.  His 
books  on  the  gliomas  and  on  the  vascular 
tumors  (with  Bailey)  and  the  meningiomas 
(with  Eisenhardt)  are  monuments  to  his 
knowledge  and  industry.  It  should  be  men- 
tioned that  these  contributions  to  pathology 
were  made  possible  by  the  fundamental 
neurologic  researches  of  the  Spanish  school 
of  Ramon  y Cajal  and  his  brilliant  pupils, 
del  Rio  Hortega  and  Achucarro. 

Cushing’s  pupils  not  only  spread  over 
this  country,  but  became  the  neurosur- 
gical leaders  of  Europe.  Among  the  latter 
are  Hugh  Cairns  of  London  and  Oxford, 
Norman  Dott  of  Edinburgh,  Herbert  Olive- 
crona  of  Stockholm,  Clovis  Vincent  of 
Paris,  and  George  Schaltenbrandt  of  Ham- 
burg. Each  of  these,  in  his  turn,  has  de- 
veloped outstanding  pupils. 

The  contributions  of  Walter  Dandy  of 
Johns  Hopkins  are  too  numerous  to  give 
in  detail.  Most  important  were  the  de- 
velopment of  pneumoventriculography  and 
pneumoencephalography,  the  posterior  ap- 
proach to  the  fifth  cranial  nerve,  eighth 
nerve  section  for  Meniere’s  disease,  opera- 
tions for  hydrocephalus,  and  numerous 
works  on  brain  tumors  and  aneurysms. 

Howard  Naffziger  of  San  Francisco,  an- 
other outstanding  leader,  first  described 
the  lateral  “shift”  of  the  calcified  pineal 
gland  due  to  brain  tumor  and  developed 
the  important  new  operation  of  orbital  de- 
compression for  malignant  exophthalmos. 
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Wilder  Penfield  of  New  York  and,  more 
recently,  Montreal,  has  made  invaluable 
advances  in  two  fields.  His  many  neuro- 
pathologic  studies  reached  their  culmina- 
tion in  his  monumental  “Cytology  and  Cel- 
lular Pathology  of  the  Nervous  System.” 
His  interest  in  the  epilepsy  problem  has 
led  to  a far  better  understanding  of  the 
focal  origin  and  surgical  possibilities  of 
many  cases  previously  thought  to  be  hope- 
less and  his  book  on  the  subject  (with 
Theodore  Erickson)  is  a major  contribu- 
tion to  neurosurgery. 

The  surgery  of  the  sympathetic  nervous 
system,  revived  by  Hunter  and  Royle  in 
Australia,  has  brought  notable  advances, 
particularly  by  Leriche,  Adson,  Peet, 
Smithwick,  and  White.  Tried  with  great 
enthusiasm  in  many  conditions,  sympa- 
thetic surgery  has  proved  to  have  real  value 
in  Raynaud’s  disease  and  related  circula- 
tory disturbances  of  the  extremities,  in 
essential  hypertension,  in  hyperhydrosis, 
in  some  cases  of  angina  pectoris,  and  in 
the  hypersensitive  carotid  sinus  syndrome. 

The  redirection  of  interest  by  Mixter 
and  Barr  to  the  syndrome  of  the  protruded 
intervertebral  disc,  now  recognized  as  the 
most  common  cause  of  sciatic  pain,  brought 
a new  syndrome  to  the  fore  and  resulted 
in  innumerable  contributions,  especially  by 
Love,  Spurling  and  Grantham  and  Dandy. 

The  problems  of  closed  head  injuries  and 
"cerebral  edema”  are  particularly  associ- 
ated with  the  names  of  Weed,  Munro,  Fay, 
White,  Massermann,  and  Pilcher,  and  the 
cerebral  circulation  has  been  the  subject 
of  a valuable  series  of  studies  by  Stanley 
Cobb  and  his  associates. 

The  syndrome  of  hyperinsulinism  was 
first  described  by  Seale  Harris  of  Birming- 
ham and  has  proved  the  explanation  of 
many  obscure  convulsive  and  syncopal  syn- 
dromes. 

Otfried  Foerster  of  Breslau,  a neurosur- 
geon with  physiologic  interests,  has  made 
many  contributions  to  our  knowledge  of 
cerebral  and  spinal  cord  functions  and  his- 
tology. 

The  electric  action  potential  current 
emanated  by  the  cerebral  cortex  was  first 
described  by  Berger  and  knowledge  of  it 
was  rapidly  advanced  by  Adrian  and  Mat- 


thews in  England  and  Gibbs  in  this  coun- 
try. As  a result,  electroencephalography 
has  taken  its  place  in  the  diagnostic  arma- 
mentarium of  neurosurgery  as  well  as  in 
the  experimental  laboratory  of  neurophysi- 
ology. Its  particular  clinical  value  lies  in 
demonstration  of  abnormal  cerebral  waves, 
especially  in  the  various  forms  of  epilepsy. 

Another  diagnostic  method  of  importance 
is  cerebral  arteriography,  described  first 
by  Egas  Moniz  of  Lisbon.  By  the  method 
the  cerebral  arterial  and  venous  trees  can 
be  visualized  in  X rays  after  injection  of 
an  opaque  medium  into  the  carotid  artery. 

The  Second  World  War 

The  plunging  of  the  world  again  into  a 
state  of  war  has  once  more  led  to  rapid 
acceleration  of  advances  in  all  fields  of 
medicine. 

Of  greatest  importance,  perhaps,  has 
been  the  development  of  chemotherapy. 
The  use  of  the  sulfonamides  and  of  peni- 
cillin has  done  much  to  overcome  the  haz- 
ards of  necessary  delay  in  military  neuro- 
surgery and  has  reduced  the  incidence  of 
serious  infection  in  cerebral  wounds  to  an 
almost  unbelievable  minimum.  In  this  de- 
velopment, the  names  of  Cairns,  Ascroft, 
Eden,  and  Spurling  are  outstanding.  Ex- 
perimental investigations  of  chemotherapy 
in  intracranial  infections  have  been  carried 
out  by  Rammelkamp  and  Keefer,  Watt  and 
Alexander,  Russell  and  Falconer,  Ingra- 
ham, and  in  our  laboratory. 

In  the  laboratories  of  the  Department  of 
Physical  Chemistry  at  the  Harvard  Medi- 
cal School,  the  fractionation  of  human  blood 
has  led  to  the  production  of  a number  of 
valuable  by-products.  Among  these  are 
fibrin  foam  and  thrombin.  The  former, 
when  dry,  is  a porous  friable  substance 
which  may  be  cut  into  thin  pledgets.  When 
soaked  in  a solution  of  thrombin,  it  may 
be  placed  on  certain  otherwise  uncontrolla- 
ble bleeding  points  in  the  brain.  The 
thrombin  produces  hemostasis  and  the 
fibrin  may  be  left  in  place,  since  it  is  read- 
ily absorbable.  This  method  of  hemostasis, 
first  described  by  Ingraham  and  Bailey, 
is  an  almost  revolutionary  technical  contri- 
bution to  neurosurgery. 

John  Burch  and  Henry  Carney  of  Nash- 
ville were  the  first  to  introduce  tantalum 
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into  surgery  and  its  greatest  value  has 
proved  to  be  in  the  neurosurgical  field.  An 
inert,  nonirritating  and  malleable  metal, 
tantalum  may  be  molded  into  plates  for  the 
repair  of  skull  defects  as  employed  by 
Pudenz,  Spurling,  Woodhall,  and  others,  or 
may  be  cut  into  a fine  pliable  wire  for  the 
suture  of  nerves  and  other  tissues. 

The  long-controversial  problems  of  cere- 
bral concussion  have  been  extensively 
studied,  with  the  yielding  of  much  valuable 
fundamental  information  by  Dennv-Brown 
and  Russell,  Windle,  Walker,  and  by  Clark 
and  Ward. 

Following  the  first  world  war,  the  sub- 
ject of  peripheral  nerve  injuries  received 
scant  attention  until  the  present  war  be- 
gan. Recently,  however,  a number  of  im- 
portant advances  have  been  made. 

Young  and  Medawar,  in  England,  de- 
vised a method  of  “nerve-glue”  suture  with 
a clot  of  plasma.  Tarlov,  in  New  York, 
has  greatly  improved  the  method  and  it 
is  being  used  to  some  extent  in  the  mili- 
tary services.  When  there  is  little  tension 
between  divided  nerve  ends  and  particu- 
larly with  small  nerves,  the  method  is  quite 
satisfactory. 

Weiss  of  Chicago  has  advocated  the  en- 
closure of  nerve  sutures  in  cuffs  of  tanta- 
lum foil  and,  more  recently  of  collagen,  in 
order  to  present  the  ingrowth  of  fibrous 
tissue.  There  is  not  yet  full  agreement 
regarding  the  value  of  this  method. 


Tantalum  wire  has  been  extensively  used 
for  nerve  suture  in  the  Army  and  Navy 
and  has  the  advantage  of  being  demonstra- 
ble in  X-ray  films  so  that  separation  of 
the  suture  line  can  sometimes  be  discovered 
in  this  way. 

It  cannot  yet  be  said  that  nerve  grafts 
offer  a satisfactory  method  of  repair  of 
defects  which  prevent  end-to-end  suture  of 
nerves.  However,  much  work  is  being  done 
in  this  field,  particularly  by  Weiss,  Tarlov, 
and  a number  of  military  neurosurgeons. 

Very  important  are  the  electrophysiolog- 
ical  studies  of  nerve  injuries  and  nerve 
regeneration.  Outstanding  among  these 
are  the  skin  resistance  tests  of  Richter  and 
Hinsey,  the  electromyographic  studies  of 
Jasper  and  others,  the  galvanic  tetanus 
ratio  of  Pollock  and  Weddell,  the  action 
potential  observations  of  E danger  and 
Gasser,  and  the  nerve  stimulation  obser- 
vations of  Bronk. 

Conclusion 

Thus,  with  an  all  too  hasty  review,  we 
see  that  fifty  years  have  witnessed  the 
rise  of  neurosurgery  from  the  status  of  an 
occasional  desperate  procedure  undertaken 
with  little  hope,  scant  knowledge,  and  some- 
time foolhardy  courage  to  a well-recognized 
specialty,  with  standardized  technics,  based 
on  wide  experience,  sound  scientific  knowl- 
edge, and  a background  of  ever-increasing 
success  in  a widening  field.  Who  can  proph- 
esy its  future? 
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THAYER  S.  WILSON,  M.D.,  Gordonsville 

For  the  past  few  years  our  section  of 
Middle  Tennessee  has  been  literally  flooded 
with  a certain  brand  of  quackery  which 
has  been  able  to  quack-quack  quite  loudly. 
Much  to  our  professional  consternation  our 
Legislature  legalized,  in  part,  this  off-brand 
practice  and  thus  turned  loose  on  a long- 
suffering  and  unsuspecting  public  a flood 
of  charlatanism,  “the  likes  of  which”  is 
seldom  seen.  We  have  seen  the  way  they 
go  about  quacking;  we  know  lots  of  their 
results.  We  have  seen  the  consequences 
of  some  of  their  ignorant,  hit-or-miss  ther- 
apy and  ministrations.  This  brings  about 
a certain  sense  of  research  in  our  mind  as 
to  just  what  circumstances,  what  course  of 
events,  what  processes  of  the  human  mind 
could  bring  all  this  to  pass  and  culminate  in 
the  present  situation.  In  other  words,  why 
a quack,  what  a quack,  when  a quack, 
where  a quack?  Old  McDonald’s  farm  had 
nothing  on  some  parts  of  our  section  with 
a quack-quack  here  and  a quack-quack  there 
and  so  on. 

But  first,  let  us  look  at  the  situation  in 
Middle  Tennessee,  particularly  in  our  sec- 
tion. As  soon  as  the  law  allowed  it,  new 
faces  appeared  in  certain  localities.  Usu- 
ally two  seem  to  be  associated,  evidently 
feeling  there  is  strength  in  numbers.  They 
put  signs  on  their  doors  and  cars  and  Rxs. 
so  closely  resembling  M.D.  that  lots  of  peo- 
ple have  told  me  they  never  noticed  the 
difference. 

In  a county  adjoining  mine,  as  of  April 
28,  1945,  seventy-two,  count  them,  seventy- 
two  men  and  women  are  registered  as  doc- 
tors. This  county,  I might  say,  is  one  of 
our  most  sparsely  settled  rural  communi- 
ties. 

Unfortunate  instances  arising  from  this 
influx  of  the  “great  unwashed”  in  the  med- 
ical field  are  legion.  Just  recently  they 
were  the  subject  of  a legal  investigation 
by  the  local  attorney  general.  To  quote 
from  a letter  received  by  me  from  a med- 
ical friend  on  the  scene : 


"Presidential  address  read  before  the  Middle 
Tennessee  Medical  Society,  Shelbyville,  May  10, 
1945. 


“H — convinced  the  family  that  he  cured 
her  of  cancer,  so  they  tried  to  get  a neigh- 
bor with  cancer  of  the  lip  to  take  the  same 
injections,  describing  which,  the  daughter 
of  the  afflicted  woman,  a schoolteacher  by 
certificate,  said  was  radium  in  the  vein 
that  would  go  right  up  to  the  edge  of  the 
growth  and  stop  bleeding.” 

Then  to  quote  further : 

“The  worst  thing  they  have  done  is  giv- 
ing oxygen  under  the  skin  to  patients  with 
pulmonary  tuberculosis.” 

In  the  experience  of  my  own  practice 
and  that  of  neighboring  colleagues  very 
similar  instances  have  occurred.  For  in- 
stance, I saw  a woman  on  the  eighth  day 
of  her  illness  who  had  had  all  the  signs 
and  symptoms  and  history  sufficient  to 
justify  diagnosis  of  intestinal  obstruction 
for  the  past  six  days.  She  was  being 
treated  for  indigestion.  She  died  in  a few 
hours.  When  I asked  the  only  son  why  he 
called  the  local  quack,  he  replied : 

“I  didn’t  know  the  difference.  He  called 
himself  a doctor.  My  God,  do  you  mean 
to  tell  me  I am  going  to  lose  my  mother 
because  I called  the  wrong  kind  of  a doc- 
tor? Why  do  you  regular  doctors  let  things 
like  that  happen?  Why  don’t  you  let  us 
people  know  about  these  quacks?” 

Somehow  or  other  I felt  guilty  for  my- 
self and  my  profession  that  such  a thing 
could  happen  in  a so-called  civilized  com- 
munity. 

Another  instance:  an  infant  was  born 
to  a tubercular  mother,  delivered  by  a reg- 
ular physician  of  wide  experience.  When 
several  weeks  of  age  it  developed  convul- 
sions. The  quack  opened  the  vagina  “to 
let  the  poisons  out,”  saying  that  the  other 
doctor  had  grossly  neglected  his  duty.  The 
infant  died  more  promptly. 

Having  presented  some  evidence  of 
quackery  existing  in  our  midst,  let  us  go 
into  the  what,  the  where,  the  when,  and, 
lastly,  the  why  of  quackery. 

What  is  quackery?  It  seems  to  derive 
from  the  Dutch  word  Iv-W-A-C-K-E-N,  re- 
flecting the  gabble  or  gibberish  of  the  duck. 
Quacks  were  described  in  1654  by  Dr.  Rid- 
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hard  Whytlock  of  England  as  worse  than 
counterfeiters  who  corrupt  and  deface  Cae- 
sar’s image,  but  these  the  image  of  God 
himself.  Quackery  in  medicine  may  be  de- 
fined as  a mixture  of  some  of  the  sound 
principles  of  medical  practice  with  the  most 
ridiculous,  unscientific,  asinine,  incompat- 
ible, unreasonable  procedures  the  human 
mind  can  conjure  up,  with  the  latter  so  far 
dominating  the  mixture  that  what  good  a 
magnifying  glass  of  investigation  might 
reveal  is  so  infinitestimally  small  as  to  be 
absolutely  inconsequential. 

Where  is  quackery?  Anywhere,  every- 
where, but  more  particularly  among  poor, 
ignorant  suffering  humanity,  but  not  here 
alone,  please  remember.  It  has  existed  in 
all  climes,  in  all  places,  among  all  peoples 
from  time  immemorial.  For  the  purposes 
of  this  discussion  the  where  of  quackery 
is  right  here  among  us.  Here  in  Middle 
Tennessee. 

When  is  quackery?  All  the  time,  any 
time,  every  time  the  medical  profession 
goes  to  sleep,  fails  to  keep  on  its  toes,  gets 
too  many  ideas  of  self-importance,  loses 
its  humility  and  realization  that  it  is  not 
and  cannot  be  perfect  and  fails  to  take  into 
consideration  the  intricacies  of  the  human 
mind  toward  disease. 

Having  at  least  touched  on  the  what,  the 
where,  the  when  of  quackery,  what  about 
the  biggest  question  mark  of  all — namely, 
the  why  of  quacks  and  quackery? 

We  must  admit  that  quacks  do  attract 
people;  they  do  have  lots  of  enthusiastic 
followers;  they  do  cure  lots  of  people  we 
have  failed  with ; they  do  get  by  with  all 
kinds  of  unscientific  and  unreasonable  pro- 
cedures and  treatments.  Now  instead  of 
“damning”  our  people  for  ignorant  fools 
why  not  go  into  the  why  of  the  thing  as  a 
whole?  Why  do  quacks  attract  people,  why 
do  they  have  lots  of  enthusiastic  followers, 
why  do  they  cure  lots  of  patients  we  fail 
on?  We  should  and  absolutely  must  un- 
derstand these  principles  before  we  can 
do  anything  about  it.  We  must  readjust 
our  thinking  and  educate  our  profession 
and  the  laity  to  face  the  facts.  We  must 
realize  that  we  can  and  probably  have  gone 
so  far  on  the  scientific  side  that  we  have 
lost  sight  of  the  human  side.  We  all  know 


this  is  a common  indictment  of  our  pro- 
fession and  perhaps  rightly  so. 

The  quack  is  interested  in  the  patient 
primarily;  we  are  interested  in  the  dis- 
ease. Quacks  realize  that  many  patients 
do  not  want  to  get  well,  certainly  for  a 
long  time.  Patients  rarely  hold  rancor 
against  the  quacks.  The  quack  is  always 
certain,  never  at  a loss  for  a diagnosis  or 
a treatment  and  the  prognosis  is  always 
favorable.  Too  often  we  tell  the  patient 
his  ills  are  imaginary  and  this  is  like  a 
red  rag  to  a bull,  so  to  speak.  We  propose 
to  tell  the  patient  what  is  the  matter  with 
him.  The  quack  encourages  the  patient  to 
tell  the  doctor.  The  quacks  get  the  pa- 
tients when  they  get  dissatisfied  with  reg- 
ular doctors,  and  here  is  where  the  point  of 
medical  education  comes  in.  We  are  proud 
of  the  scientific  achievements  of  medical 
education,  we  recognize  the  fact  that  med- 
ical education  has  developed  rapidly,  that 
it  is  much  better  than  it  was  when  we 
were  medical  students.  But  there  are  im- 
provements to  be  made  in  medical  educa- 
tion yet. 

The  young  medical  student  of  today  is 
fixed  in  a rigid  mold.  Rarely  is  he  taught 
the  why  of  quackery.  Why  quacks  continue. 
Why  that,  all  through  practice,  we  deal 
with  the  intricacies  of  the  human  mind. 
It  is  hard  for  a young  man  to  understand 
that  his  material  living,  his  prosperity, 
his  mental  growth,  his  power  to  do  good 
and  even  his  professional  standing  will 
depend  on  his  ability  to  understand  the 
manifestations  of  these  intricacies.  The 
wish  to  understand  his  patients’  dilemmas, 
the  desire  to  help  through  this  understand- 
ing is  the  open  sesame  to  the  regular  phy- 
sicians’ success. 

Most  recent  graduates  are  at  their  best 
in  the  treatment  of  infectious  diseases  and 
at  their  worst  when  called  on  to  treat  the 
great  mass  of  people  with  ill-defined  symp- 
toms which  have  no  organic  basis.  Emo- 
tions can  and  do  produce  all  kinds  of 
human  suffering  and  even  death.  Shrewd 
and  appreciative  interest  in  human  nature 
is  the  real  why  behind  the  quack’s  success. 
Dr.  Alvarez  of  the  Mayo  Clinic  says: 

“Nervous  persons,  chronic  invalids,  and 
so-called  incurables  supply  most  of  the 
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quack’s  patients.  The  quack  does  something 
at  each  visit.” 

A wrong  prognosis  is  just  as  bad  as  a 
wrong  diagnosis.  One  is  probably  justified 
in  combining  psychotherapy  with  injec- 
tions of  different  kinds  for  the  effect  on  the 
minds  of  the  patients.  Quackery  persists 
today  because  it  fits  in  with  many  of  man’s 
inherited  beliefs  and  because  the  intelli- 
gence of  the  average  man  and  woman  is 
low.  To  quote  Dr.  Oliver  Wendell  Holmes: 

‘‘There  is  nothing  that  humans  will  not 
do,  nothing  they  have  not  done  to  recover 
their  health,  and  to  save  their  lives.  They 
have  submitted  to  be  half  drowned  in 
water  and  half  choked  with  gases  and  to 
be  buried  up  to  their  chins  in  earth,  to  be 
scored  with  hot  irons  like  galley  slaves,  to 
be  crimped  with  knives  like  codfish,  to 
have  needles  thrust  into  their  flesh,  to  have 
bonfires  kindled  on  their  skins,  to  swallow 
all  sorts  of  abominations,  and  to  pay  for  all 
this  as  if  to  be  singed  and  scalded  were 
a costly  privilege,  as  if  blisters  were  a bless- 
ing and  leeches  a luxury.” 

Our  medical  students  have  so  much  sci- 
entific food  to  digest  it  would  seem  unwise 
perhaps  to  feed  them  more,  but  perhaps  a 
little  exposure  to  some  everyday  food  of 
medical  practice  might  help  their  under- 
standing of  a lot  of  whijs  of  medicine  be- 
sides the  why  of  quackery.  Why  not  have 
several  successful  general  practitioners  of 
medicine  give  a series  of  lectures  on  the 
whys  of  medical  practice  and  the  relation- 
ship of  the  doctor  and  the  patient  as  a 
human  being  rather  than  as  a biological 
specimen  afflicted  with  certain  patholog- 
ical phenomena.  Then  we  would  be  mak- 
ing a start  toward  developing  the  kind  of 
medical  man  it  takes  to  understand  quack- 
ery and  to  be  able  to  combat  its  evils  in 
a practical  as  well  as  a scientific  way.  To 
quote  Doctor  Alvarez  again : 

“What  we  need  is  a group  of  practitioners 
who,  to  begin  with,  are  generously  en- 
dowed with  gifts  of  leadership,  intelligence, 
friendliness,  kindliness,  sympathy,  under- 
standing, and  good  judgment.  Next  they 
must  be  well  grounded  in  all  branches  of 
medicine  in  order  that  they  will  not  become 
lopsided  and  faddish  and  finally  must  have 
training  in  psychiatry,  neurology,  and  so- 
cial service.” 


We  are  told  we  can  educate  most  any- 
thing into  or  out  of  the  human  mind.  This 
seemed  to  be  the  underlying  principle  of 
the  late,  unlamented  Hitler  and  his  Nazi 
philosophy.  And  it  is  taking  and  has  taken 
the  combined  efforts  of  the  whole  civilized 
world  to  combat  this  idea,  and  we  will 
probably  be  combatting  it  for  years  to 
come.  Our  American  people  like  to  think 
of  themselves  as  having  to  be  shown,  as 
ready  and  willing  to  be  educated  along 
any  line,  but  must  first  be  shown  the  ne- 
cessity. During  the  late  struggle  in  our 
Legislature  for  the  enactment  of  certain 
much-needed  antiquack  legislation,  every- 
one interested  in  this  phase  of  our  pro- 
fession must  have  realized  the  woeful  ig- 
norance or  lack  of  information  existing 
among  our  legislators.  When  I contacted 
my  local  representative,  I was  appalled  at 
his  lack  of  understanding  of  the  situation 
and  he  was  frank  to  admit  it.  Just  last 
week  he  told  me  that  the  legislative  body 
as  a whole  had  no  conception  of  what  our 
profession  was  after,  but  that  when  in- 
formed many  were  amazed  at  the  state  of 
affairs  existing.  Now,  if  our  lawmakers 
confess  to  such  a lack  of  understanding, 
we  surely  cannot  expect  the  laity  as  a whole 
to  be  any  better  informed.  This  throws 
the  whole  thing  back  into  the  lap  of  our 
profession.  Requoting  the  man  whose 
mother  was  dying  of  intestinal  obstruction  : 
‘‘Why  don’t  you  doctors  do  something  about 
it?”  Well  what  can  we  do? 

We  can  and  we  must  educate  the  laity 
about  quackery  in  general  and  certain 
branches  of  it  in  particular.  The  public 
is  not  sufficiently  informed  as  to  judge  the 
merits  or  demerits  of  the  claims  made  by 
advertisements  of  patent  medicine  and 
quack  doctors.  The  words  propaganda,  ad- 
vertise, etc.,  do  not  fit  in  with  our  past 
conceptions  of  ethical  standards  and  yet 
we  are  proud  of  our  departure  from  some 
of  our  past  scientific  deeds  and  thoughts. 
We  certainly  are  not  going  to  stoop  to  the 
level  of  some  propagandists  and  advertise, 
but  we  must  fight  fire  with  fire.  The  whole 
question  of  quackery,  socialized  medicine, 
and  all  our  existing  medical  evils  must  be 
recognized  before  they  can  be  combatted. 

Just  how  can  we  educate  the  laity?  Let 
us  do  some  professional  advertising  and 
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propagandizing.  Let  us  first  let  the  laity 
know  the  accomplishments  of  regular  med- 
icine. Let  us  teach  them  that  the  great 
increase  in  the  span  of  human  life,  the 
great  decrease  in  infant  mortality  and  the 
immunization  programs  which  have  added 
so  much  to  human  happiness  have  come 
from  regular  medicine  and  not  the  fads 
and  quackery  some  so  fondly  adore. 

How  can  we  do  this?  Radio  by  far  has 
shown  itself  the  best  medium  for  public 
education.  Someone  says  we  are  using  the 
. radio.  Yes,  but  not  like  we  should.  The 
program.  “The  Doctors  Talk  It  Over,”  will 
be  given  every  Friday  night  in  May,  1945, 
at  9 :30,  Central  Standard  Time,  over  WSIX 
in  Nashville.  But  I ask  you  how  many 
people  will  hear  it  at  that  time?  Unfor- 
tunately, the  wave  length  of  that  station 
is  so  jammed  it  will  not  consistently  reach 
out  very  far  from  Nashville.  Then,  too, 
the  speakers  are  unknown  to  the  local  lis- 
teners. Friday  night.  May  11,  Dr.  Alan 
Gregg,  director  of  the  Medical  Sciences  of 
the  Rockefeller  Foundation,  will  address 
the  radio  public  over  WSIX  at  9:30  on 
“Trends  in  Medical  Education.”  I hoped  to 
get  a copy  of  this  address  and  wrote  to 
Doctor  Gregg.  In  a communication  from 
him  under  date  of  May  2,  1945,  he  says: 
“The  broadcast  to  which  you  refer  is 
arranged  by  the  Lederle  Laboratory  people 
and  until  released  by  them  its  disposition 
is  entirely  at  their  discretion.” 

It  seems  we  must  get  the  laboratory 
people  to  do  our  radio  work  for  us.  To 
the  profession  Doctor  Gregg  represents  a 
lot  of  the  best  thought  in  medicine.  But 
to  the  laity  of  Middle  Tennessee  some 
local  doctor  would  mean  more.  We  will 
not  and  must  not  advertise  an  individual 
doctor,  but  we  must  and  finally  will  get  to 
the  point  where  we  can  point  out  the  ad- 
vantages of  regular  medicine  over  quack- 
ery. Let  us  have  more  local  radio  programs 
sponsored  by  local  medical  organizations 
and  using  local,  ethical,  respected,  well- 
known  doctors  of  medicine.  Let  us  call 
names.  Let  radio  station  QQQ  tell  the  peo- 
ple of  the  town  of  Shangri  La  that  the  reg- 


ular doctors,  representing  the  regular  med- 
ical profession,  are  the  ones  to  consult 
when  in  need  of  medical  aid.  Let  us  tell 
them  that  doctors  one,  two,  three,  and  so 
on  are  members  of  the  regular  profession 
and  can  be  depended  on.  Let  us  not  leave 
this  part  of  our  duty  to  some  broadcaster 
in  New  York — excellent  though  he  may 
be — and  to  some  laboratory  using  us  as  a 
means  of  advertising  their  products — ex- 
cellent though  they  be. 

Of  course,  numerous  other  methods  exist 
which  can  be  utilized  for  this  purpose. 
Newspaper  articles  are  excellent,  but  not 
read  by  everybody.  School  programs  have 
been  used  by  the  totalitarian  governments 
to  indoctrinate  the  principles  of  the  vari- 
ous isms  into  the  very  soul  of  the  young. 
Why  not  do  some  indoctrinating  ourselves? 
This  is  what  is  meant  by  lay  education. 

It  is  not  expected  that  everyone  will 
agree  with  the  foregoing  suggestions  and 
certainly  some  will  not  feel  like  the  medical 
profession  is  yet  ready  for  advertising  and 
propagandizing.  But  we  must  all  agree 
that  the  evils  of  quackery  go  hand  in  hand 
with  ignorance,  both  professional  and  lay 
ignorance.  Doctors,  as  a whole,  are  always 
slow  about  accepting  new  ideas.  We  are 
so  frequently  accused  of  this.  The  ideas 
of  puerperal  sepsis,  surgical  asepsis,  and 
immunizations  were  rejected  by  some  of 
the  best  medical  minds  of  the  ages  in  which 
these  revolutionary  ideas  arose,  yet  today 
we  accept  them  unhesitatingly. 

The  whole  question  of  quackery,  social- 
ized medicine,  and  medical  progress  is 
linked  up  with  the  question  of  medical  edu- 
cation and  lay  education. 

We  all  agree  that  something  must  be 
done  about  it.  But  what  to  do  is  the  ques- 
tion. The  partial  solution  offered  here  may 
be  a part  of  the  answer.  Certainly  we  all 
want  to  look  forward  to  a better  world 
after  this  present  threat  to  our  civilization 
has  passed.  We  all  know  that  in  this  better 
world,  regular,  scientific  medicine  can  stand 
and  look  back  on  magnificent  achievements 
of  the  past  and  look  forward  to  hitherto 
unthought-of  achievements  for  the  future. 
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The  Veteran  Physician 

Every  physician  who  is  discharged  from 
the  armed  services  is  compelled  to  make 
a number  of  decisions  about  his  future 
work. 

In  the  minds  of  a number  of  these  men 
there  is  no  doubt  what  is  to  be  done.  For- 
tunate is  he  whose  office  and  practice  is 
waiting  for  him  in  the  old  home  town.  He 
may  not  realize  the  problems  which  many 
of  his  brother  officers  face.  He  may  not 
realize  that  things  back  home  have  changed 
and  he  may  be  called  upon  to  make  some 
readjustments,  but  even  so  he  is  fortunate. 

In  some  cases  the  returning  physician 
may  desire  to  change  his  location  and  he 
may  have  already  made  definite  plans. 
Many  others  may  be  desiring  to  go  to  other 
locations,  but  have  no  definite  location  in 
mind. 

Another  large  group  is  composed  of  the 
recent  graduates  who  entered  the  Army 
from  internship  or  residency.  They  have 
no  practice  calling  them  to  return.  They 
do  not  know  where  their  services  are  most 
needed.  They  may  desire  further  hospital 
training.  They  may  want  a location  with 
or  without  an  older  man.  We  know  some 
of  these  boys  cannot  answer  any  of  these 
questions.  They  must  do  something,  but 
they  do  not  know  the  what  or  the  where. 


Knowing  that  these  conditions  would 
exist,  the  Association  appointed  a commit- 
tee to  study  postwar  planning  with  the 
hope  that  the  profession  could  help  the 
returning  veteran.  At  a recent  meeting  of 
the  Board  of  Trustees  this  committee  was 
enlarged.  Those  wanting  advice  are  re- 
ferred to  the  committee  as  published  in 
each  issue  of  the  Journal.  All  parts  of  the 
state  are  represented  on  the  committee,  and 
those  wanting  advice  are  referred  to  the 
part  of  the  committee  in  his  grand  divi- 
sion of  the  state. 

The  problem  of  the  committee  is  that 
little  advice  can  be  given  until  it  is  known 
what  the  veteran  wants  and  what  commu- 
nities need.  When  these  factors  are  known, 
the  committee  may  be  able  to  render  a real 
service  to  both  parties. 

In  an  effort  to  obtain  this  information, 
we  are  carrying  a column  in  the  Journal 
in  which  we  will  publish  any  communica- 
tion from  men  or  communities  or  corpora- 
tions. These  letters  may  be  signed  by  the 
writer  or  given  a key  number  by  us.  They 
should  state  the  qualifications  of  the  man 
who  wants  a new  location.  They  should 
state  the  kind  of  a man  a community  wants 
and  what  it  can  offer.  This  service  will 
be  without  cost  to  those  who  use  it. 


Report  of  the  Called  Meeting  of  the 
House  of  Delegates 

Upon  receipt  of  the  stenographic  report 
the  proceedings  of  the  called  meeting  will 
be  published  in  more  detail.  The  purpose 
of  this  report  is  to  inform  the  member- 
ship of  the  actions  taken  on  October  20 
and  21.  1945. 

1.  The  House  thought  that  final  decision 
should  not  be  made  at  this  time  on  the 
question  of  a prepaid  medical  service  plan. 
Further  study  of  such  plans  is  needed  be- 
fore deciding  whether  it  is  wise  to  attempt 
to  create  such  an  organization  or  to  decide 
definitely  against  such  a policy. 

2.  The  amendment  to  the  by-laws  to  in- 
crease the  1946  dues  to  $15.00  was  adopted. 

3.  The  House  went  on  record  as  approv- 
ing the  employment  of  a full-time  secretary- 
editor.  The  Trustees  were  instructed  to 
find  a suitable  person. 
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4.  Upon  approval  of  the  Council,  the 
West  Tennessee  Medical  Assembly  was  cre- 
ated by  combining  twelve  county  societies. 
The  societies  which  had  surrendered  their 
charters  and  applied  for  admission  to  the 
Assembly  were  Benton,  Carroll,  Chester, 
Crockett,  Decatur,  Fayette,  Gibson,  Harde- 
man, Haywood,  Henderson,  Madison,  and 
McNairy. 

5.  The  invitation  of  Knox  County  Medi- 
cal Society  brought  to  the  meeting  by  Dr. 
Kyle  C.  Copenhaver  to  hold  the  1946  meet- 
ing in  Knoxville  was  accepted.  The  date 
of  the  meeting,  as  set  by  the  constitution, 
is  April  9,  10,  11,  1945. 

6.  The  Postwar  Planning  Committee  was 
instructed  to  aid  discharged  medical  offi- 
cers in  reestablishing  or  relocating  them- 
selves in  practice. 


We  take  great  pleasure  in  reproducing 
letters  from  Senator  Tom  Stewart  and  Rep- 
resentative Albert  Gore,  in  -which  these 
gentlemen  express  their  opinions  of  the 
Wagner-Murray-Dingell  Bill.  S.  1050.  With 
these  two  letters  the  poll  of  the  Tennessee 
delegation  is  completed. 

We  have  a booklet  containing  all  of  the 
letters  from  the  delegation  and  we  shall 
be  glad  to  supply  anyone  with  a copy. 

United  States  Senate 

October  11,  1945. 
“My  dear  Doctor  Hardy: 

“In  June,  when  you  wrote  me  about 
S.  1050,  a bill  which  proposes  to  set  up  na- 
tion-wide socialized  medicine,  I was  in  Eu- 
rope with  a group  of  senators  from  the 
Military  Affairs  Committee,  and  Brainerd 
Cheney  replied  to  you  for  me,  stating  that 
I would  write  you  upon  my  return.  I find 
that  I have  neglected  to  so  write  you,  stat- 
ing my  stand  on  this  proposed  legislation. 

“This  letter  is,  therefore,  to  advise  you 
that  I am  opposed  to  the  enactment  of  any 
legislation  that  will  hamper,  limit,  or  re- 
strict the  right  of  physicians  to  practice 
their  profession  independently  among  the 
people  they  serve.  I am  likewise  opposed 
to  any  legislation  that  would  destroy  their 
enterprise  and  individual  initiative  or  pre- 


vent the  individual  and  family  from  em- 
ploying a doctor  of  their  own  choice. 

“The  medical  profession  in  America  has 
made  greater  strides  than  any  other  pro- 
fession, and  they  have  done  it  largely  be- 
cause they  have  enjoyed  individual  initia- 
tive and  unhampered  activity  in  their  pro- 
fession. The  tradition  of  the  family  doctor 
is  one  of  the  greatest  institutions  in  Amer- 
ica, and  I do  not  propose  to  see  this  insti- 
tution destroyed  if  it  is  in  my  power  to 
prevent  it.  You  can  count  on  me  to  be 
on  ‘your  side  of  the  fence.’ 

“With  high  personal  regards,  I am 
Sincerely  yours, 

“Tom  Stewart.” 


PWurth  District 

November  6,  1945. 

“Dear  Doctor  Hardy: 

“In  answer  to  your  inquiry  of  my  views 
on  the  Wagner-Dingell  bill,  please  be  ad- 
vised that  I am  opposed  to  the  bill  in  its 
present  form.  I have  no  way  of  knowing, 
however,  to  what  extent  the  bill  might  be 
amended  before  it  reaches  the  floor  of  the 
House  for  a vote,  if  it  ever  advances  that 
far. 

“In  general,  I am  strongly  opposed  to  any 
restriction  which  would  deny  me  the  privi- 
lege of  seeking  the  services  of  the  doctor 
of  my  choice  or  which  would  deny  the  right 
of  a doctor  to  engage  in  the  private  prac- 
tice of  medicine. 

“This  does  not  mean,  however,  that  I am 
satisfied  with  either  the  state  of  the  peo- 
ple’s health  or  the  adequacy  and  avail- 
ability of  health  services.  I am  not.  I 
want  to  see  not  only  improvements  in  the 
science,  but  a vast  broadening  of  avail- 
ability of  health  services. 

“I  would  like  to  quote  you  a paragraph 
from  a letter  which  I have  just  received 
from  a reputable  citizen  in  the  Congres- 
sional district  that  I represent: 

“ ‘Here  is  Macon  County’s  situation  brief- 
ly. We  have  only  three  licensed  physicians 
in  the  county.  The  youngest  of  these  is 
Doctor  Howser,  who  is  past  sixty-six  years 
of  age  and  in  a poor  state  of  health,  having 
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spent  several  months  of  the  past  year  in  a 
Nashville  hospital.  Doctor  Allen  has,  for 
many  weeks,  been  confined  to  his  home,  is 
well  past  eighty,  and  will  apparently  never 
be  able  to  practice  again.  Doctor  Kirby  is 
nearly  seventy  and  tells  me  he  is  doing  only 
a limited  practice.  Two  other  unlicensed 
but  practicing  doctors  are  both  past  sev- 
enty and  able  to  do  very  little.’ 

“If  the  Tennessee  State  Medical  Associa- 
tion has  some  plan  to  improve  situations 
like  the  above,  I would  appreciate  it  if 
you  would  communicate  with  me. 

Sincerely  yours, 

Albert  Gore,  M.C.” 


RELOCATIONS 


A doctor  practicing  in  a town  of  five  hun- 
dred near  a large  army  installation  in 
Middle  Tennessee  plans  to  leave  the  state. 
Will  sell  complete  office,  equipment,  and 
residence.  An  excellent  opportunity  for  a 
young  man  desiring  a country  practice. 

Write  No.  1,  care  Tennessee  State  Med- 
ical Association,  508  Doctors  Building, 
Nashville  3,  Tennessee. 


A 1941  graduate  who  entered  the  Army 
after  rotating  in  internship  is  interested 
in  general  practice  where  he  can  give  spe- 
cial attention  to  obstetrics  and  pediatrics. 
Will  be  available  after  pediatric  residency. 

Address  No.  2,  care  Tennessee  State  Med- 
ical Association,  508  Doctors  Building, 
Nashville  3,  Tennessee. 


Several  health  officers,  county,  full  time, 
are  needed  in  each  grand  division  of  the 
state.  Salary  dependent  on  experience 
and  training.  Beginning  at  $3,600. 

Address  Dr.  R.  II.  Hutcheson,  Commis- 
sioner, Tennessee  Department  of  Health, 
420  Sixth  Avenue,  North,  Nashville  3,  Ten- 
nessee. 

Epidemiologist  is  needed  in  one  of  the 
larger  cities  of  the  state.  State  experience 
and  give  reference. 

Address  No.  3,  care  Tennessee  State  Med- 
ical Association,  508  Doctors  Building, 
Nashville  3,  Tennessee. 


Full-time  man  in  venereal  control  is 
needed  by  one  of  the  larger  cities.  Very 
attractive  offer  for  the  right  man. 

Address  No.  4,  care  Tennessee  State  Med- 
ical Association,  508  Doctors  Building, 
Nashville  3,  Tennessee. 


RESOLUTIONS 


Dr.  James  H.  Keeling 

Know  ye  that  it  hath  pleased  Almighty 
God  to  call  from  his  labors  his  servant, 
our  colleague,  James  Henry  Keeling,  on  the 
thirty-first  day  of  August,  1945,  in  the 
fifty-fifth  year  of  his  life. 

In  the  lives  of  his  bereft  family  there  is 
left  an  aching  void  at  the  loss  of  a devoted 
husband  and  father. 

In  the  hearts  of  his  many  friends  there 
is  the  emptiness  left  by  one  who  was  ever 
generous,  ever  faithful,  rich  in  humor, 
quick  in  sympathy,  freely  giving  of  his 
time  and  effort. 

In  the  ranks  of  his  professional  brothers 
a staunch  comrade  hath  passed  away,  whose 
loyalty  hath  never  wavered,  whose  inter- 
est hath  never  lagged,  whose  place  will  be 
hard  to  fill. 

Therefore,  let  the  deep  sympathy  of  the 
Knox  County  Medical  Society  be  conveyed 
to  the  grief-stricken  family  in  the  form 
of  these  resolutions,  and  let  a copy  of  this 
instrument  be  incorporated  in  the  minutes 
of  this  society  forever. 

(Signed)  George  L.  Inge,  M.D.,  Chmn. 
H.  Dewey  Peters,  M.D. 

J.  B.  Naive,  M.D. 


AND  WE  QUOTE 


Secretary,  Tennessee  State  Medical  Asso- 
ciation 

Doctor  Herron  and  the  other  local  phy- 
sicians here  are  deeply  gratified  over  the 
completion  of  the  effort  to  have  our  newly- 
organized,  hyphenated  medical  organiza- 
tion of  twelve  counties  made  an  integral 
part  of  the  State  Medical  Association.  It 
is  true  that  we  have  to  sacrifice  three  or 
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four  delegates,  but  we  will  still  have  three, 
as  we  have  over  one  hundred  members. 

The  meetings  which  we  have  in  Jackson 
are  well  attended,  and  there  is  much  en- 
thusiasm by  a large  group  of  doctors.  I 
think  we  will  be  able  to  secure  the  best 
medical  and  surgical  talent  for  our  pro- 
grams. We  have  practically  resurrected 
several  of  the  county  medical  societies 
which  were  in  a comatose  state  due  to 
lack  of  interest  and  lack  of  members,  and 
I think  our  district  meetings  here  will  be 
of  great  service  to  the  physicians  of  West 
Tennessee  contiguous  to  Jackson. 

The  local  paper  through  its  editor,  Mr. 
Harris  Brown,  has  always  shown  the  great- 
est interest  in  our  profession,  and  he  is 
always  glad  to  publish  editorials,  or  any 
other  articles,  requested  by  me. 

I am  enclosing  two  clippings,  one  from 
last  Friday’s  paper  and  one  from  Sunday’s 
paper,  which  show  that  Mr.  Brown  is  keep- 
ing up  with  what  we  are  doing. 

The  broadcasting  station  is  likewise  avail- 
able whenever  I desire  to  use  it  for  medi- 
cal programs. 

Yours  truly, 

Jere  L.  Crook,  M.D. 


Dear  Doctor  Hardy: 

Doctors  are  so  negligent ! Many  who 
will  not  work  under  the  Wagner  bill  will 
not  take  time  to  fill  out  and  return  these 
blanks.  I wish  you  had  a representative 
to  visit  every  doctor  in  the  state,  get  his 
signature,  and  a contribution  for  educa- 
tional work. 

(Signed)  “R.  C.  K.” 


The  Editor  of  Tennessee  State  Medical 
.Journal 
Dear  Sir : 

I note  that  the  Army  is  automatically 
discharging  medical  officers  over  forty- 
eight  years  of  age,  irrespective  of  how 
many  “points”  they  have. 

The  Navy  has  no  such  provision  for  the 
discharge  of  their  medical  officers.  This 
is  manifestly  unfair.  I wonder  if  you  will 
use  your  influence  to  get  the  Navy  to  adopt 
the  same  over-age  rule  and  in  1945? 

Trusting  to  hear  from  you  soon. 

Yours  very  truly, 


What  They  Might  Find  Out! 

On  investigation,  newspapers  and  courts 
might  find  out  a number  of  irregularities. 
To  list  a few,  they  might  find  out  about : 
1.  A chiropractic  criminal  abortionist. 
— Journal  of  the  Tennessee  State  Medical 
Association,  page  267,  August,  1945. 


Chiropractor  Booked  on  Abortion 
Charge 

NASHVILLE  GIRL  ACCUSES  I)R.  B.  D. 
AUSBROOKS — RACKET  BEING 
PROBED 

Memphis  Commercial- Appeal  headline, 
October  21,  1945. 
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Dr.  Alvin  E.  Keller  announces  the  open- 
ing of  his  offices,  613  Doctors  Building, 
Nashville,  for  the  practice  of  general  medi- 
cine. 

The  Postgraduate  Course  in 
Gynecology 

The  course  in  gynecology  being  taught 
by  Dr.  J.  R.  B.  Branch,  who  is  so  well 
known  to  all  physicians  in  Tennessee,  is 
just  being  completed  in  Northwest  Ten- 
nessee. This  includes  the  centers  of  Dyers- 
burg,  Union  City,  McKenzie,  and  Trenton. 
This  will  complete  the  fourth  circuit,  but 
Doctor  Branch  has  found  it  necessary  to 
postpone  for  a short  period  his  tenth  lec- 
ture to  this  circuit  by  reason  of  the  crit- 
ical illness  of  his  only  son,  who,  on  Satur- 
day, October  13,  was  flown  by  army  trans- 
port from  Okinawa  via  Guam  and  San 
Francisco  to  Ivennedy  General  Hospital  at 
Memphis.  The  committee  and  all  of  the 
many  friends  of  Doctor  Branch  among  the 
profession  join  with  him,  we  are  sure,  in 
hoping  for  the  recovery  of  his  son  who  was 
a bombardier  and  was  wounded  in  the  Pa- 
cific. 

Doctor  Branch  will  open  with  the  fifth 
circuit,  which  is  composed  of  different 
groups  each  night,  including  the  colored 
physicians’  group,  the  Army  and  Navy 
groups  in  the  vicinity  of  Memphis,  and 
the  Shelby  County  group.  The  last  group 
is  to  meet  in  the  Methodist  Hospital  and 
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already  has  143  registrations.  It  is  ex- 
pected that  this  group  will  reach  200  or 
more  registrations.  The  course  in  gynecol- 
ogy by  Doctor  Branch  has  proved  a most 
popular  one.  The  following  letter  of  ap- 
preciation has  just  been  received  from 
Johnson  City,  Tennessee,  and  is  quoted 
herewith : 

Mountain  Home,  Tennessee 
October  4,  1945 
Postgraduate  Committee 
Tennessee  State  Medical  Association 
4 South  Dunlap  Street 
Memphis,  Tennessee 
Gentlemen : 

At  the  last  meeting  of  the  Washington, 
Carter,  and  Unicoi  Counties  Medical  So- 
ciety the  members  unanimously  voted  to 
have  the  secretary  write  and  express  our 
appreciation  for  the  recent  postgraduate 
course  conducted  in  Johnson  City.  It  is 
the  opinion  of  all  who  attended  that  we 
gained  a great  deal  of  useful  information 
from  the  lectures  so  well  prepared  and 
presented  by  Doctor  Branch. 

Very  truly  yours, 

(Signed)  H.  W.  Crouch,  M.D., 

Secretary  and  Treasurer. 


NEWS  FROM  AND  ABOUT 
TENNESSEE  PHYSICIANS  IN 
THE  MILITARY  SERVICE 


Sheppard  Field,  Texas 

Dear  Dr.  Acuff: 

The  Society’s  Bulletin  is  awaited  with 
anticipation  each  two  weeks.  They  allow 
us  service  physicians  a chance  to  write  and 
receive  news  from  all  our  former  Knox- 
ville colleagues.  The  letters  to  date  have 
given  an  excellent  idea  as  to  what  is  being 
done,  medically  speaking,  in  the  various 
theatres  of  operation. 

I am  sure  that  every  doctor  who  is  now 
in  the  service  will  be  heartily  in  favor  of 
a home  and  library  for  our  Medical  Society. 
It  is  with  pleasure  that  I read  of  new 
hospital  facilities,  and  it  is  hoped  that  some- 
one is  farsighted  enough  to  insist  on  office 
space  in  connection  with  this  project.  It 
is  hoped  that  we  will  be  allowed  to  use  such 
space  in  the  not  too  distant  future. 


My  Army  career  to  date  has  not  been 
complicated  by  moves.  Three  years  ago  I 
came  to  Sheppard  Field,  and  have  out- 
stayed nine  post  surgeons  and  numerous 
other  medical  officers.  There  is  only  one 
other  medical  officer  who  has  been  on  the 
post  for  a longer  period.  I have  been  in 
charge  of  the  Ophthalmology  Department. 

Our  hospital  census  has  varied  from  450 
to  2,600.  We  now  have  approximately 
1,200.  The  number  of  patients  depends 
upon  the  troops — i.  e.,  whether  they  are 
seasoned,  raw  recruits,  or  returnees.  There 
are  four  men  assigned  to  the  service.  In 
addition  to  our  ward  work,  operations,  and 
clinics,  we  examine  on  the  sixty-four  line — 
i.  e.,  for  combat  crewmen  (pilots,  naviga- 
tors, bombardiers,  and  gunners)  and  on  the 
sixty-three  line,  which  qualifies  men  for 
overseas  duty.  This  is  a regional  hospital, 
receiving  patients  from  fifteen  or  twenty 
satellite  stations.  An  unlimited  number 
of  cases  with  both  acute  and  chronic  con- 
ditions are  available  for  diagnostic  study 
and  treatment.  During  the  first  two  years 
surgery  was  plentiful,  but  lately  we  have 
been  limited  to  some  extent  by  regulations. 

Best  regards  to  all  the  doctors. 

Very  truly  yours, 

John  L.  Montgomery, 
Major,  Medical  Corps. 

(Reprinted  from  the  Knox  County  Med- 
ical Society  Bulletin,  October  23,  1945.) 


13  October  1945 

Tennessee  State  Medical  Association 
Nashville,  Tennessee 
Gentlemen : 

This  is  to  advise  you  that  I have  just 
been  released  from  the  Army  and  have  es- 
tablished myself  in  practice  in  Omaha. 

It  is  my  understanding  that  during  the 
war — that  is,  during  my  time  in  the  service, 
my  membership  in  the  State  Association 
was  maintained  without  charge  and  I wish 
to  thank  you  for  the  courtesy.  I have  ap- 
plied to  the  Omaha-Douglas  County  Med- 
ical Society  for  membership  and  through 
it  to  the  Nebraska  State  Medical  Associa- 
tion. It  will  take  some  time  for  my  ap- 
plication to  be  acted  upon,  as  it  is  the  policy 
here  to  wait  several  months  before  tak- 


November,  1945 


MEDICAL  SOCIETIES 


383 


ing  final  action.  It  would  be  greatly  ap- 
preciated, therefore,  if  you  could  continue 
my  membership  for  the  balance  of  the  year. 

With  many  thanks,  I am 

Sincerely  yours, 

(Signed)  Maurice  L.  Pepper,  M.D. 

P.  S. : Got  to  Okinawa  for  that  entire 
campaign,  during  which  was  promoted  to 
major ; war  ended  while  I was  home  on 
emergency  leave,  and  here  I am. 

M.  L.  P. 


31st  General  Hospital 
A.  P.  O.  70 
care  Postmaster 
San  Francisco,  California 
2 October  1945 

Dear  Sirs: 

Please  change  my  address  on  your  list 
to  the  above. 

I left  Madigan  General  Hospital,  Fort 
Lewis,  Washington,  in  July  and  am  now 
on  surgical  service  at  this  hospital,  which 
is  located  at  San  Fernando,  La  Union. 
Luzon,  Philippine  Islands. 

Naturally  we  all  want  to  get  back  to 
the  good  old  U.  S.  A.,  but  there  are  a lot 
of  men  ahead  of  me  on  the  list. 

Thank  you. 

Sincerely, 

Moore  J.  Smith,  Jr., 
Major,  Medical  Corps. 

(On  October  22,  1945,  we  received  no- 
tice that  the  new  address  for  Major  Smith 
is  now  211  West  Brow  Road,  Lookout 
Mountain,  Tennessee.) 


Station  Hospital 
Gowen  Field 
Boise,  Idaho 

Dear  Dr.  Acuff : 

Thanks  for  the  opportunity  to  write  a 
letter  for  the  Knox  County  Medical  Bul- 
letin. I will  be  unable  to  give  the  interest- 
ing experiences  lots  of  the  fellows  are 
sending,  as  my  Army  life  has  been  limited 
to  the  Battle  of  Boise  (Idaho).  This  has 
been  my  first  permanent  assignment. 

As  for  my  duties  here,  they  consist  of 
several  things:  am  on  the  surgical  staff, 
run  two  surgical  wards,  in  charge  of  the 
overseas  examining  and  immunization  of- 


fice as  well  as  head  of  the  anesthesia  serv- 
ice. So  most  of  the  time  I am  very  busy. 
We  have  a swell  hospital  here  as  well  as  a 
swell  base.  As  for  the  fellows,  they  cannot 
be  beat.  I have  met  and  made  some  very 
good  friends  since  being  in  the  Army.  My 
only  regret  is  that  I have  never  been  with 
any  doctors  from  home  or  near  by.  I 
would  like  to  see  a Knoxville  doctor  show 
up  at  Gowen  Field. 

As  for  the  country  around  here,  it  is 
ideal  the  year  round.  I have  been  over 
the  most  of  it  on  pleasure  trips  and  also 
on  searching  parties  looking  for  lost  planes. 
1 was  on  one  last  month  in  the  mountains 
of  Nevada  and  was  out  on  pack  horses  for 
five  days  and  in  snow  as  deep  as  seven 
feet.  This  is  really  a paradise  for  hunting 
and  fishing.  We  just  enjoyed  a good  rain- 
bow trout  supper  tonight  as  a result  of 
yesterday’s  fishing.  (Don’t  ask  who  caught 
them.) 

I am  leaving  tonight  for  Bushnell  Gen- 
eral Hospital,  Brigham  City,  Utah,  for  a 
four-day  surgical  conference. 

After  all,  I will  be  glad  when  the  day 
comes  for  me  to  return  to  Knoxville  and 
practice  medicine  again.  Will  really  be  a 
great  and  happy  day. 

Keep  the  Bulletin  going  and  always  re- 
member me.  I really  enjoy  it.  Give  all 
the  fellows  my  regards  and  if  any  ever 
pass  my  way  hope  they  will  save  time  to 
spend  a while  with  me. 

With  best  of  luck  and  regards  to  you 
and  all  of  the  Knox  County  Medical  So- 
ciety, I am  as  ever, 

Yours  truly, 

Chas.  W.  Armstrong, 
Captain,  Medical  Corps. 

(Reprinted  from  the  Knox  County  Med- 
ical Society  Bulletin,  October  23,  1945.) 
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November  6 — “Evaluation  of  Aids  in 
Diagnosis  of  Ectopic  Gestation,”  by  Dr. 
Lucius  E.  Burch.  Discussion  by  Dr.  R.  S. 
Duke. 
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Knox  County: 

October  23 — Dr.  James  H.  Hutton  of 
Chicago,  Illinois,  was  the  guest  speaker  for 
the  meeting.  Subject,  “Office  Management 
of  Endocrine  Disorders.” 


OTHER  MEDICAL  SOCIETIES 


The  Vanderbilt  Medical  Society  met  Fri- 
day, November  2,  and  the  following  papers 
were  read : 

“Arteriovenous  Fistula:  Its  History  and 
a Sound  Recording  of  Its  Murmur,”  by 
Dr.  Barney  Brooks. 

“Impressions  from  a Health  Survey  in 
the  American  Zone  of  Occupation  in  Ger- 
many,” by  Dr.  Rudolph  H.  Kampmeier. 


The  West  Virginia  State  Medical  Asso- 
ciation will  hold  its  seventy-ninth  annual 
meeting  at  the  Hotel  Prichard  in  Hun- 
tington, West  Virginia,  May  13,  14,  15, 
1946. 


The  one  hundred  fifth  annual  meeting 
of  the  Illinois  State  Medical  Society  will 
be  held  at  the  Palmer  House,  Chicago,  on 
May  14,  15,  16,  1946. 


Middle  Tennessee  Medical  Association 

The  one  hundred  second  semiannual  meet- 
ing of  the  Middle  Tennessee  Medical  As- 
sociation was  held  at  Columbia,  Thursday, 
November  8,  1945.  The  following  essays 
were  scheduled : 

“Synopsis  of  General  Combat  Surgery 
in  the  European  War  from  November, 
1943,  to  March,  1944,”  by  Dr.  A.  F.  Rus- 
sell, Nashville.  To  discuss:  Dr.  B.  H. 
Woodard,  Spring  Hill ; Dr.  Arthur  Suther- 
land, Nashville. 

“Possible  Chemical  Cure  of  Functional 
Neuroses,”  by  Dr.  R.  J.  DeFord,  Savannah. 
To  discuss:  Dr.  W.  H.  Avery,  Shelbyville; 
Dr.  Frank  Luton,  Nashville. 

“Some  Causes  of  Superficial  Glossitis,” 
by  Dr.  Wm.  J.  Darby,  Nashville.  To  dis- 
cuss: Dr.  James  Wallace  Wilkes,  Columbia; 
Dr.  Edgar  Jones,  Nashville. 

“The  Epidemiology  of  Rheumatic  Fever,” 
by  Dr.  A.  E.  Keller,  Nashville.  To  discuss: 


Dr.  Sam  J.  Fentress,  Goodlettsville ; Dr. 
W.  H.  Witt,  Nashville. 

“Postoperative  Treatment,”  by  Dr.  John 
C.  Burch,  Nashville.  To  discuss : Dr.  Geo. 
C.  Williamson,  Columbia;  Dr.  M.  B.  Davis, 
Nashville. 

“Colies  Fractures,”  by  Dr.  Duncan  Eve, 
Nashville.  To  discuss:  Dr.  C.  D.  Walton, 
Mt.  Pleasant;  Dr.  Geo.  K.  Carpenter,  Nash- 
ville. 

Luncheon — Guests  of  the  Maury  County 
Medical  Association. 

Presidential  Address — “Medicine  Looks 
at  the  Whole  Man,”  by  Dr.  Beverly  Doug- 
las, Nashville. 

“The  Surgical  Treatment  of  Pulmonary 
Tuberculosis,”  by  Dr.  Rollin  Daniel,  Nash- 
ville. To  discuss:  Dr.  W.  S.  Rude,  Ridge- 
top  ; Dr.  Hollis  Johnson,  Nashville. 

“Pulmonary  Calcification  in  Tuberculin 
Negative  Children,”  by  Drs.  Amos  Christie 
and  J.  C.  Peterson,  Nashville.  To  discuss: 
Dr.  R.  S.  Gass,  Nashville;  Dr.  M.  L.  Con- 
nell, Wartrace. 

“Reiter’s  Disease,”  by  Drs.  J.  C.  Pen- 
nington and  G.  John  Buddingh,  Nashville. 
To  discuss:  Dr.  Howard  King,  Nashville; 
Dr.  C.  S.  Thomas,  Nashville. 

“Use  of  Quinine  in  Cramping  Nocturnal 
Leg  Pain,”  by  Dr.  Edgar  Jones,  Nashville. 
To  discuss:  Dr.  T.  A.  Patrick,  Fayette- 
ville ; Dr.  Owsley  Manier,  Nashville. 
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INTERNAL  MEDICINE 

By  R.  B.  Wood,  M.D. 

By  D.  R.  Thomas,  M.D. 

Medical  Arts  Building,  Knoxville 


Meningococcic  Meningitis  Treated  with  Sulfadiazine 
and  Sulfamerazine : A Three- Year  Study.  Sweet, 

Dumoff-Stanley  and  Dowling.  Annals  of  Internal 
Medicine,  September,  1945. 

The  authors  report  207  cases  treated  in  the 
period  of  October  20,  1941,  to  October  31,  1944. 

Routine  procedures  carried  out  were  as  follows: 
On  admission  immediate  spinal  puncture  was  done. 
Examinations  done  on  the  spinal  fluid  were  cell 
count  Pandy  test,  smears  of  centrifuged  sediment, 
Neufeld  typing  attempted  if  meningococcic  thought 
seen,  culture  planted  and  quantitative  dextrose 
determination  made.  If  presumptive  diagnosis  was 
made  and  a blood  culture  obtained,  treatment  was 
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begun.  Initial  oi'al  dose  of  six  grams  of  sulfadia- 
zine or  sulfamerazine  was  followed  by  one  gram 
every  four  hours  in  adults,  a proportional  smaller 
dose  was  given  to  children.  For  severely  ill  pa- 
tients, those  too  stuperous  to  swallow  or  those  who 
were  vomiting  excessively,  the  initial  dose  and  a 
varying  number  of  subsequent  doses  were  given 
as  five-tenths  to  one  per  cent  solution  of  the  so- 
dium salt  of  the  drug  intravenously  or  subcuta- 
neously. The  sulfonamide  drug  was  continued 
until  the  patient  was  afebrile  for  approximately 
seven  days  unless  indications  for  earlier  cessation 
appeared.  Frequent  hemograms,  urinalysis,  blood 
urea  nitrogen,  and  blood  sulfonamide  determina- 
tions were  done  during  sulfonamide  administration. 

Follow-up  lumbar  punctures  were  done  on  the 
second  hospital  day  and  when  discharge  was  con- 
templated. If  cell  count  had  not  fallen  to  thirty 
cells  per  cubic  millimeter,  the  puncture  was  re- 
peated weekly  until  this  level  was  reached.  Each 
spinal  fluid  was  examined  as  was  the  original. 
The  patient  was  allowed  out  of  bed  when  cell  count 
was  thirty  per  cubic  millimeter. 

Patients  who  responded  poorly  to  this  regime  in 
the  first  twenty-four  to  forty-eight  hours  were 
considered  candidates  for  serum  therapy,  or,  dur- 
ing 1944,  for  penicillin.  Serum  was  given  intra- 
venously if  indicated.  Penicillin  was  given  intra- 
thecally  in  doses  of  10,000  to  20,000  units  in  a con- 
centration of  1,000  units  per  cubic  centimeter  and 
repeated  every  twelve  to  twenty-four  hours  until 
satisfactory  improvement  was  noted. 

Case  fatality  was  twenty-one  deaths  in  207  pa- 
tients, or  10.1  per  cent.  This  varied  with  age.  In 
the  group  of  nine  years  or  less  there  were  no 
deaths.  None  of  these  were  fulminating,  only  ten 
were  less  than  two  years  of  age,  and  none  were  in 
coma  on  admission. 

In  the  second  group,  comprising  the  second, 
third,  and  fourth  decades,  the  fatality  rate  ranged 
from  5.4  to  9.3  per  cent.  The  last  or  third  group 
consisted  of  those  over  forty  years  of  age.  The 
death  rate  for  the  whole  group  was  twenty-four 
per  cent  and  varied  from  eighteen  to  thirty-two 
per  cent. 

Coma  or  delirium  greatly  affected  the  outcome. 
In  ninety-four  patients  with  coma  or  delirium  on 
admission,  death  rate  was  21.3  per  cent,  while  in 
113  patients  without  these  only  one  patient  or 
nine-tenths  per  cent  died,  and  this  one  had  a ful- 
minating infection  with  the  Waterhouse-Friderich- 
sen syndrome.  In  patients  who  had  been  in  coma 
twenty-four  hours  or  more  fatality  rate  was  35.5 
per  cent.  Coma  or  delirium  were  present  more  fre- 
quently in  the  older  age  groups  and  the  older  age 
groups  respond  less  well  than  younger  groups. 

Spinal  fluid  dextrose  below  ten  milligrams  per 
100  cubic  centimeter  or  large  number  of  meningo- 
coccic  in  the  centrifuged  sediment  coincided  with 
increased  mortality  rate  in  comatose  or  delirious 
patients. 

Neither  presence  or  absence  of  petechial  or  bac- 


teremia nor  height  of  leukocyte  count  in  the  spinal 
fluid  had  any  bearing  in  prognosis  in  this  series. 

There  was  no  relationship  between  the  sulfona- 
mide concentration  in  the  blood  and  the  outcome 
in  the  series. 


OBSTETRICS 

By  Milton  Smith  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


Aquinone  During  Labor:  Its  Effect  on  the  Prothrombin 
Level  of  the  Newborn  Infant.  Herbert  E.  Schmitz, 
M.D.,  and  George  Baba,  M.D.  American  Journal 
of  Obstetrics  and  Gynecology,  Vol.  50,  No.  3,  Sep- 
tember, 1945. 

A review  of  the  literature  brings  out  conflicting 
views  regarding  the  value  of  vitamin  K in  obstet- 
rics. Parks  and  Sweet  conclude  that  it  has  no  evi- 
dent effect  in  reducing  the  incidence  of  neonatal 
hemorrhage.  Heilman  and  his  associates,  on  the 
other  hand,  contend  that  the  incidence  of  hemor- 
rhage in  the  nonvitamin  K group  is  too  striking 
to  be  mere  coincidence.  Maumenee  and  associates 
report  a greater  incidence  of  retinal  hemorrhage 
in  the  nonvitamin  K group  than  in  the  vitamin  K 
group. 

For  a proper  evaluation  of  any  antihemorrhagic 
factor,  it  is  important  that  all  variables  be  con- 
sidered. Thus,  according  to  Howell’s  theory  of  the 
clotting  of  blood,  prolonged  bleeding  may  result 
from  deficiencies  of  fibrinogen,  calcium,  thrombo- 
plastin, platelets,  and  prothrombin,  as  well  as  to 
an  excess  of  the  antithrombin  factor  (heparin). 
Even  when  all  the  component  factors  are  quantita- 
tively normal,  bleeding  may  still  be  prolonged  as 
in  the  case  of  a hemophiliac.  Then,  too,  must  be 
considered  such  factors  as  the  degree  and  the 
extent  of  trauma  initiating  bleeding. 

The  role  of  hypoprothrombin  in  the  hemorrhagic 
disease  of  the  newborn  may  best  be  summarized  by 
quoting  Eastman : “Hypoprothrombinemia  intro- 
duces ...  a new  concept  of  hemorrhagic  diathesis 
in  the  newborn.  Far  from  being  a disease  unto 
itself,  it  represents,  simply,  an  extreme  degree  of 
a condition  hypoprothrombinemia,  which  all  new- 
born infants  exhibit  to  a certain  extent  and  in 
various  gradations.  Unless  the  plasma  prothrom- 
bin level  is  extremely  low,  the  hypoprothrombine- 
mia may  be  without  clinical  manifestation.  How- 
ever, if  birth  trauma,  anoxia,  and  other  causes  of 
bleeding  are  superimposed  upon  it,  the  prothrombin 
lack  must  necessarily  play  a part  in  the  duration 
and,  therefore,  the  extent  of  bleeding  . . .” 

Theoretically,  circumstances  tending  to  produce 
fetal  hemorrhage  may  be  present  as  soon  as  labor 
begins.  Should  intrauterine  prothrombinemia  ex- 
ist because  of  inadequate  vitamin  K synthesis  or 
intake,  and  permit  the  operation  of  such  factors  as 
mechanical  pressure,  transient  relative  anoxia,  etc., 
fetal  hemorrhage  might  occur  at  any  time  during 
labor.  Hence,  it  follows  that  the  vitamin  K ad- 
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ministration  should  be  sufficiently  early  to  elimi- 
nate the  role  of  prothrombinemia  in  the  production 
of  hemorrhage. 

There  is  a physiologic  hypoprothrombin  state 
reaching  the  minimum  level  in  most  cases  by  the 
third  postnatal  day. 

Labor  analgesics  in  the  form  of  certain  barbi- 
turates apparently  exert  prothrombinopenic  effect 
on  the  newborn  infants. 

Aquinone  to  laboring  mothers  has  a prophylactic 
effect  against  physiologic  or  induced  prothrombine- 
mia. 

Icterus  of  the  newborn  infant  may  not  be  asso- 
ciated with  hypoprothrombin  state. 

Aquinone  intramuscularly  caused  no  discomfort- 
ing symptoms. 


The  Effect  on  Infant  Mortality  of  Vitamin  K Adminis- 
tered During  Labor.  Edith  L.  Potter,  M.D.,  Pli.D. 

American  Journal  of  Obstetrics  and  Gynecology,  Vol. 

50,  No.  3,  235:  246,  September,  1945. 

Evidence  has  been  produced  by  many  investi- 
gators which  leaves  no  doubt  (1)  that  in  the  ma- 
jority of  infants  the  prothrombin  time  is  prolonged 
during  the  greater  part  of  the  first  week  of  life 
beyond  that  which  is  normal  for  the  adult;  (2) 
that  the  administration  of  vitamin  K to  the  mother- 
prior  to  delivery  or  to  the  infant  after  birth  will 
usually  prevent  the  customary  prolongation;  (3) 
that  after  prolongation  has  once  occurred,  admin- 
istration of  vitamin  K will  usually  cause  a return 
to  normal. 

There  is  no  proof,  however,  that  prolongation  of 
prothrombin  time  is  a direct  cause  of  hemorrhage. 
Many  infants  with  excessively  prolonged  prothrom- 
bin time  show  no  evidence  of  hemorrhage,  while 
others  with  relatively  little  prolongation  bleed  se- 
verely. Since  almost  all  infants  show  some  pro- 
longation of  prothrombin  time  during  the  first 
week,  all  who  bleed  from  any  cause  would  be 
expected  to  show  some  abnormality. 

The  optimistic  prophecies  which  were  made  early 
in  the  study  of  vitamin  K in  regard  to  prevention 
of  hemorrhage  and  reduction  in  mortality  rates 
following  routine  administration  of  vitamin  K do 
not  seem  to  have  materialized.  The  present  study, 
as  well  as  the  investigations  of  Sanford,  et  ah,  and 
Parks  and  Sweet,  indicate  that  in  a carefully 
studied  group  of  infants  anything  which  can  be 
considered  hemorrhagic  disease  is  extremely  rare, 
and  that  the  incidence  of  the  hemorrhages  which 
do  occur  in  this  age  group  is  not  modified  by  ad- 
ministration of  vitamin  K to  the  mother  prior  to 
delivery  or  to  the  infant  after  birth. 

In  the  present  study,  which  was  carried  on  for 
almost  four  years,  6,560  infants  weighing  over 
1,000  grams  were  born  during  the  two  years  in 
which  vitamin  K was  given,  and  6,630  were  born 
d uiing  the  next  twenty-two  months.  The  total 
fetal  and  infant  mortality  rate  of  29.8  for  the  first 
two  years  is  higher  than  that  of  25.8  for  the  last 
two  years  in  spite  of  the  fact  that  no  change  of 


significance  occurred  in  the  incidence  of  primi- 
parity,  premature  delivery,  mode  of  delivery,  or 
other  known  factor.  The  mortality  rates  for  live- 
born  infants  are  identical  in  the  two  series  as  are 
also  the  numbers  of  infants  who  showed  evidence 
of  hemorrhage  on  post-mortem  examination. 

The  conclusion  seems  justified  that  no  decrease 
in  infant  or  fetal  mortality  can  be  expected  to  re- 
sult from  the  routine  administration  of  vitamin  K 
to  all  women  during  labor. 


Rupture  of  the  Uterus:  An  Analysis  of  Fifty-Three 

Cases.  E.  Delfs  and  N.  J.  Eastman,  Baltimore,  Mary- 
land. Canadian  Medical  Association  Journal,  52: 

376-81,  April,  1945. 

From  January  1,  1900,  to  May  15,  1944,  fifty- 
three  cases  of  rupture  of  the  uterus  were  observed 
at  the  Johns  Hopkins  Hospital  during  the  course 
of  53,574  viable  deliveries — a general  incidence  of 
one  in  every  1,000  deliveries.  Eliminating  cases 
of  rupture  of  a Caesarean  section  scar  and  those 
in  which  the  patient  came  under  observation  with 
the  uterus  already  ruptured,  the  incidence  was 
approximately  one  in  2,000  cases.  Traumatic  rup- 
ture was  more  than  twice  as  common  as  the  spon- 
taneous variety  (in  the  non-Caesarean  series).  In 
the  present  series  of  non-Caesarean  ruptures,  the 
great  majority  (thirty-seven  of  the  forty-three 
cases,  or  eighty-six  per  cent)  appeared  to  be  com- 
plete. In  patients  with  previous  classical  Cae- 
sarean sections  with  no  disproportion,  the  like- 
lihood of  rupture  of  the  old  scar  either  in  preg- 
nancy or  labor  is  probably  about  two  per  cent. 
No  trustworthy  criteria  have  been  revealed  by 
which  the  integrity  of  a Caesarean  section  scar 
can  be  determined. 

The  only  constant  signs  and  symptoms  of  rup- 
ture of  a Caesarean  section  scar  are  pain  and  ab- 
dominal tenderness.  Shock  was  present  in  less 
than  half  of  the  cases,  while  vaginal  bleeding  was 
noted  in  only  one  of  the  ten  ruptures.  The  aver- 
age weight  of  the  infants  in  this  series  was  below 
average.  The  location  of  the  placenta  was  not  a 
factor.  Maternal  mortality  from  rupture  of  the 
scar  of  Caesarean  section  is  decidedly  less  than  in 
other  types,  and  in  the  present  series  was  twenty 
per  cent.  The  two  deaths  occurred  in  cases  which 
ruptured  during  pregnancy,  and  both  occurred  post- 
operatively,  one  on  the  fourth  day  of  broncho- 
pneumonia and  the  other  after  a secondary  opera- 
tion for  mechanical  ileus  on  the  sixth  day.  Only 
three  of  the  ten  babies  were  saved. 

An  outstanding  finding  in  the  seventeen  cases 
of  spontaneous  (non-Caesarean)  rupture  of  the 
uterus  was  the  transcendent  role  played  by  age 
and  parity  in  the  causation  of  this  accident.  In- 
creasing age  and  parity  predispose  to  uterine  dis- 
ruption. A second  outstanding  cause  of  sponta- 
neous rupture  in  this  series  was  contraction  of  the 
pelvis,  which  was  present  in  seven,  or  41.2  per  cent, 
of  the  cases.  The  primigravidous  uterus  is  highly 
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resistant  to  spontaneous  rupture,  while  the  mul- 
tiparous organ  is  peculiarly  vulnerable. 

Diagnosis  of  rupture  of  the  uterus  may  be  diffi- 
cult. The  classical  signs  and  symptoms  are  often 
lacking.  As  a diagnostic  adjunct  in  cases  of  sus- 
pected rupture,  the  presence  of  gross  blood  in  the 
urine  is  a helpful  sign.  It  was  observed  in  four 
cases  of  the  present  group  and  in  six  of  the  trau- 
matic series,  representing  one  hundred  and  sixty 
per  cent,  respectively,  of  the  cases  in  which  a 
notation  was  made  as  to  the  urinary  condition. 

Seventy  per  cent  of  the  spontaneous  ruptures 
occurred  in  the  lower  uterine  segment,  and  in  three 
additional  cases  the  tear  appeared  to  start  in  the 
lower  segment  and  then  extended  diagonally  up  to 
the  corpus.  The  lower  segment  ruptures  began 
in  one  or  another  side  of  the  uterus.  The  ma- 
ternal mortality  was  58.8  per  cent  and  the  fetal 
mortality  88.2  per  cent.  One  of  the  seventeen 
spontaneous  ruptures  occurred  in  pregnancy,  which 
is  one  of  the  rarest  accidents  in  obstetrics.  This 
patient  was  thirty-four  years  old,  a para  v,  whose 
uterus  ruptured  at  term,  with  nothing  in  her  past 
or  present  history  to  explain  the  accident.  The 
tear  was  located  at  the  very  top  of  the  fundus. 
Both  mother  and  infant  died. 

Version  and  extraction  constitute  the  most  com- 
mon cause  of  traumatic  rupture  and  accounted  for 
eleven  of  the  twenty-six  cases,  or  42.3  per  cent. 
Two  additional  ruptures  occurred  during  Braxton 
Hicks’  version  for  placenta  previa.  Version  was, 
therefore,  responsible  for  one-half  of  the  trau- 
matic ruptures.  Signs  and  symptoms  were  similar 
to  those  in  the  spontaneous  groups,  but  the  inci- 
dence of  shock  was  higher.  Distention  occurred 
frequently,  especially  when  diagnosis  was  made 
late.  Also  the  traumatic  ruptures  showed  a predi- 
lection for  the  lower  segment.  A great  majority 
were  lateral.  The  maternal  mortality  in  this  group 
was  fifty  per  cent  and  the  fetal  mortality  80.7 
per  cent. 

Among  827  versions  and  extractions  there  were 
ten  cases  of  rupture  of  the  uterus,  or  1.2  per  cent. 
Thus  version  and  extraction  carry  a 1.60  likeli- 
hood of  causing  rupture.  The  importance  of  early 
diagnosis  is  shown  by  the  fact  that  only  three 
of  the  twenty-three  fatal  cases  were  operated  upon 
within  four  hours  of  the  rupture.  More  than  half 
of  the  deaths  were  due  to  shock,  the  majority  oc- 
curring during  the  early  period  before  ready 
availability  of  transfusion. 

With  increasing  incidence  of  Caesarean  section, 
rupture  of  the  scar  has  become  the  commonest 
cause  of  rupture  of  the  uterus.  A rational  plan 
for  handling  of  patients  with  scarred  uteri  is, 
therefore,  of  importance.  When  the  indication  for 
the  first  operation  is  still  present,  or  where  there 
is  the  slightest  possibility  of  mechanical  dystocia, 
repeat  Caesarean  section  should  be  done.  Unusual 
distention  of  the  uterus,  with  hydramnios,  multiple 
pregnancy,  or  excessive  size  of  the  fetus,  should 
favor  repeat  Caesarean  section.  In  the  cases  with 
no  adverse  factors  present,  no  reliable  criteria  are 


available  for  predicting  which  scars  will  rupture 
and  when.  For  the  mother  vaginal  delivery  seems 
to  offer  safety  at  least  equal  to  Caesarean  section. 
The  maternal  risk  is  four-tenths  per  cent,  as  com- 
pared with  that  of  nine-tenths  per  cent  for  Cae- 
sarean section  in  this  clinic.  Fetal  loss  is  high  in 
rupture,  and  the  hope  of  future  childbearing  is 
lost.  For  patients  with  no  living  children  and 
desiring  future  pregnancy,  Caesarean  section  is 
preferable.  If  repeat  Caesarean  section  is  decided 
upon,  it  should  be  done  two  or  three  weeks  befoi’e 
expected  confinement,  since  many  ruptures  occur 
during  the  last  weeks  of  pregnancy.  The  inci- 
dence of  spontaneous  rupture  may  be  reduced  by 
recognition  of  the  hazard  of  multiparity,  and 
alertness  for  even  minor  degrees  of  disproportion 
in  the  vulnerable  group.  Traumatic  rupture  is 
decreasing  in  incidence  with  the  decline  in  version 
and  extraction  and  other  traumatic  manipulations. 
Excessive  maternal  mortality  from  rupture  of  the 
uterus  may  be  improved  by  earlier  diagnosis, 
prompt  transfusion,  and  prompt  operation. 


OPHTHALMOLOGY 

By  Robert  J.  Warner.  M.D. 
Doctors  Building,  Nashville 


Choice  of  Operation  in  Eyes  with  Primary  Glaucoma 
and  Cataracts.  J.  S.  Guyton.  American  Journal  of 
Ophthalmology,  September,  1945. 

Forty-four  cases  of  chronic  noncongestive,  con- 
gestive, and  acute  congestive  glaucoma  were 
studied.  In  noncongestive  glaucoma  uncontrolled 
by  miotics,  anterior  fistulizing  operations  with  de- 
ferred cataract  extractions  apparently  afford  the 
best  results.  If  controlled  by  miotics,  combined 
cataract  extraction  is  the  operation  of  choice  be- 
cause intraocular  tension  is  also  generally  lowered. 
In  chronic  congestive  glaucoma,  an  initial  com- 
bined cataract  extraction  usually  offers  as  much 
chance  of  controlling  tension  as  a previous  anterior 
fistulizing  operation  with  subsequent  lens  removal. 
In  acute  congestive  glaucoma  preliminary  iridec- 
tomy with  subsequent  cataract  extraction  is  the 
operation  of  choice  if  tension  is  high.  If  tension 
is  lower,  or  the  lens  is  greatly  swollen,  combined 
cataract  extraction  is  usually  indicated,  without 
preliminary  glaucoma  iridectomy.  Cataract  inci- 
sions made  through  an  anterior  fistulizing  bleb 
should  have  no  bad  effect.  The  cataract  incision 
should  be  made  below  the  bleb  if  tension  is  low, 
and  through  the  bleb  if  tension  is  normal. 


PROCTOLOGY 

By  O.  C.  Gass,  M.D. 

Medical  Arts  Building,  Chattanooga 


Congenital  or  Hereditary  Polyposis  of  the  Colon. 
Damon  B.  Pfeiffer,  M.D.,  and  F.  M.  Simmons  Patter- 
son, M.D.  Annals  of  Surgery,  October,  1945. 

The  authors  review  the  literature  on  many  as- 


388 


ABSTRACTS  OF  CURRENT  LITERATURE 


November,  1945 


pects  of  this  extremely  interesting  disease,  present- 
ing five  cases  of  their  own  and  discussing  their 
method  of  surgical  treatment. 

Several  classifications  are  given,  none  of  which 
are  satisfactory.  Adolescent  or  congenital,  adult 
or  acquired,  true  polypi,  and  postinflammatory 
polypi  are  mentioned  by  different  authors.  The 
classifications  emphasize  the  fact  that  there  are 
two  types  of  true  polypi  and  probably  a third 
when  we  consider  the  postinflammatory  type. 

That  this  disease  is  congenital  or  hereditary  can 
hardly  be  questioned.  It  occurs  in  and  may  be 
transmitted  by  either  male  or  female.  Polyposis 
may  appear  in  one  generation  and  be  passed  to  the 
second  as  a recessive  characteristic  only  to  re- 
appear as  a dominant  characteristic  in  the  third 
generation. 

In  polyposis  the  polypi  vary  in  size  from  one 
millimeter  to  two  centimeters  in  diameter.  They 
may  be  pedunculated  or  sessile.  All  polypi  are  first 
sessile  in  nature  and  tend  to  become  pedunculated 
as  the  disease  progresses.  Many  investigators  be- 
lieve that  all  polypi  of  the  colon  will  eventually 
become  malignant  if  the  patient  lives  long  enough. 
Bargen  and  Coffey  found  that  carcinoma  occurred 
in  82.8  per  cent  of  congenital  polyposis,  whereas 
it  developed  in  only  21.9  per  cent  of  the  acquired 
form.  Carcinoma  is  usually  found  in  the  larger 
polypi  which  represent  the  first  and  farther  ad- 
vanced growths.  Ewing  is  quoted  as  saying  that 
“nowhere  else  can  the  change  from  normal  mucosa 
to  inflammation,  gland  hypertrophy,  adenoma,  and 
adenocarcinoma  be  so  clearly  demonstrated  as  in 
multiple  polyposis  of  the  colon.” 

The  early  symptoms  of  polyposis  of  the  rectum 
and  colon  are  usually  so  mild  that  it  is  unlikely 
that  the  patient  will  present  himself  for  examina- 
tion and  treatment.  As  the  disease  progresses 
rectal  bleeding,  diarrhea,  and  the  passage  of  mucus 
usually  develop. 

The  diagnosis  depends  on  a complete  rectal 
examination  and  sigmoidoscopy  plus  double  con- 
trast barium  enema  studies.  Oftentimes  the  polypi 
can  be  felt  by  a digital  examination ; however,  their 
presence  must  be,  and  can  be,  confirmed  without 
difficulty  with  the  sigmoidoscope. 

The  treatment  of  congenital  polyposis  of  the 
colon  is  surgical  almost  without  exception.  The 
authors,  while  making  no  claim  of  originality, 
recommend  the  following  plan  for  treatment:  The 
polypi  of  the  rectum  and  rectosigmoid  area  are 
destroyed  by  fulguration.  It  is  emphasized  that 
the  patient  should  be  in  a hospital  for  this  pro- 
cedure because  of  the  danger  of  hemorrhage  and 
perforation.  This  procedure  is  repeated  every 
three  days  until  all  polypi  are  destroyed  as  far  as 
the  sigmoidoscope  will  reach,  then  the  patient  is 
allowed  to  go  home  for  one  month.  When  the 
patient  returns  to  the  hospital,  he  is  properly  pre- 
pared and  an  anastomosis  is  made  between  the 
terminal  ileum  and  the  upper  limit  of  the  sigmoid 
that  has  been  freed  of  polypi  by  fulguration.  An 
end-to-side  anastomosis  is  preferred.  After  an 


interval  of  two  or  three  weeks,  the  entire  large 
bowel  is  removed  to  the  area  of  anastomosis  and 
the  rectosigmoid  closed  at  this  level. 

Five  case  reports  are  given,  of  which  there  is 
a definite  family  history  of  polyposis  in  four. 
The  recommended  procedure  was  used  in  the 
treatment  of  four  of  the  five  cases  with  uniformly 
good  results.  The  fifth  case  was  complicated  with 
a carcinoma  of  the  stomach  which  was  considered 
of  prime  importance. 


ROENTGENOLOGY 

By  J.  Marsh  Frere,  M.D. 

Newell  and  Newell  Sanitarium,  Chattanooga 


Myelography  by  the  Use  of  Pantopaque  in  the  Diagnosis 
of  Herniations  of  the  Intervertebral  Discs.  Major 
Arthur  B.  Soule,  Jr.,  M.  C.,  A.  U.  S. ; Captain  Sid- 
ney W.  Gross,  M.  C.,  A.  U.  S. ; Captain  James  G. 
Irving,  M.  C.,  A.  U.  S.  The  American  Journal  of 
Roentgenology  and  Radium  Therapy,  April,  1945, 
Vol.  53,  No.  4,  p.  319. 

The  authors  report  their  experience  with  the 
use  of  the  recently  introduced  contrast  medium, 
pantopaque,  in  129  myelographic  examinations. 
The  technique  for  the  introduction  and  removal  of 
pantopaque  is  given  in  detail  as  well  as  the  tech- 
nique for  lumbar,  cervical,  and  thoracic  mye- 
lography. 

Of  the  129  patients  in  which  myelography  was 
done,  pantopaque  was  used  in  118  and  lipiodol  in 
eleven.  In  this  group  seventy-seven  patients  were 
operated  upon.  In  the  cases  with  positive  myelo- 
grams, the  nature  of  the  lesion  was  predicted  in 
all  but  two.  In  sixty-four  of  the  seventy-seven 
patients,  the  site  or  sites  of  lesions  were  predicted 
correctly  by  the  myelographic  examinations. 

Six  types  of  defects  are  noted:  first,  the  “block” 
defect  from  complete  obstruction  usually  produced 
by  a large  mid-line  protrusion;  second,  “gap”  de- 
fect from  incomplete  obstruction,  also  usually  pro- 
duced by  a large  mid-line  protrusion;  third,  “veil” 
defect  also  caused  by  mid-line  herniation;  fourth, 
“hourglass”  defect  usually  due  to  a bilateral  her- 
niation of  a disc;  fifth,  “lateral  pressure”  defect 
from  lateral  herniation  of  a disc  (this  is  the  type 
most  frequently  encountered) ; sixth  is  “root”  de- 
fect from  lateral  herniation  of  a disc,  compressing 
the  nerve  root  sheath  without  obtruding  upon  the 
subarachnoid  space  of  the  spinal  canal. 

After  comparing  pantopaque  with  the  other  con- 
trast media,  the  authors  believe  that  there  are 
certain  definite  advantages  in  the  use  of  panto- 
paque over  the  available  substances  with  few  dis- 
advantages. 

They  believe  that  pantopaque  myelography 
should  precede  exploration  in  nearly  every  case  for 
the  following  reasons: 

“It  offers  objective  evidence  as  to  the  presence 
of  a lesion.  It  should  be  noted,  however,  that 
negative  findings  do  not  exclude  the  presence  of 
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herniations  lateral  to  the  limits  of  the  subarach- 
noid space,  which  are  found  in  a small  minority  of 
cases. 

“It  localizes  the  lesion  and  provides  valuable 
information  regarding  the  presence  or  absence  of 
multiple  herniations. 

“The  procedure  is  a simple,  safe,  and  nearly 
painless  one. 

“If  pantopaque  is  left  in  the  subarachnoid  or 
epidural  space,  there  is  evidence  that  the  retained 
substance  is  nonirritant,  nontoxic,  and  is  absorbed 
slowly. 

“While  the  operation  for  removal  of  a herniated 
disc  is  not  formidable,  it  is  sufficiently  serious  so 
that  all  information  possible  should  be  available 
before  it  is  undertaken.” 


SURGERY 

By  Richard  G.  Waterhouse,  M.D. 
Medical  Arts  Building,  Knoxville 


Carcinoma  of  the  Esophagus:  Transpleural  Resection  and 

Esophagogastrostomy.  Isidor  Kross,  F.A.C.S.,  M.D. 

American  Journal  of  Digestive  Diseases,  Vol.  12,  p. 

344,  October,  1945. 

The  author  states  that  until  recently  the  treat- 
ment of  carcinoma  of  the  esophagus  was  entirely 
palliative  and  consisted  either  of  gastrostomy  or 
jejunostomy  and  had  for  its  purpose  the  relief  of 
obstructive  disturbances  and  the  feeding  of  the 
patient.  However,  with  the  development  of  new 
techniques,  the  surgical  treatment  has  been  di- 
rected toward  actual  eradication  of  the  lesion. 

F.  Toreck  is  credited  by  the  author  as  perform- 
ing the  first  successful  resection  of  the  esophagus 
for  carcinoma  in  this  country.  The  continuity  of 
the  esophagus  was  not  reestablished. 

W.  E.  Adams  and  D.  B.  Phemister  (Journal  of 
Thoracic  Surgery,  Vol.  7,  p.  521,  1938)  were  the 
first  in  this  country  to  resect  the  carcinomatous 
portion  of  the  esophagus  and  reestablish  continuity 
by  performing  an  esophagogastrostomy. 

Since  then  other  cases  have  been  reported  (J. 
Garlock,  Surgery,  Gynecology,  and  Obstetrics,  Vol. 
70,  p.  556,  1940;  E.  D.  Churchill  and  R.  H.  Sweet, 
Annals  of  Surgery,  Vol.  115,  p.  897,  1942). 

Important  points  in  the  consideration  of  carci- 
noma of  the  esophagus  are: 

1.  Carcinoma  of  the  esophagus  frequently  re- 
mains a localized  disease  for  a considerable  time 
and  metastasizes  relatively  quite  late.  At  autopsy, 
W.  L.  Watson  (Surgery,  Gynecology,  and  Obstet- 
rics, Vol.  56,  p.  884,  1933)  found  an  absence  of 
metastases  in  fifty  per  cent  of  his  cases.  He  also 
reports  an  incidence  of  three  and  one-half  per  cent 
for  carcinoma  of  the  esophagus  in  patients  dying 
of  cancer  in  New  York  City.  G.  F.  Helsey  (An- 
nals of  Surgery,  Vol.  77,  p.  272,  1923)  found  ab- 
sence of  metastases  in  sixty-four  per  cent  of  sim- 
ilar cases. 

2.  Early  diagnosis  in  most  cases  is  possible. 


Difficulty  in  swallowing  first  of  solid  foods  then  of 
liquids  with  vomiting  of  food,  unmixed  with  gastric 
juices,  epigastric  pain,  positive  X-ray  (Editor’s 
note — or  esophagoscopic  findings),  as  noted  in  the 
case  history  of  the  author’s  report,  should  lead  to 
early  diagnosis  of  the  lesion. 

3.  Transpleural  resection  of  the  esophagus  with 
esophagogastrostomy  is  feasible.  The  author  gives 
a detailed  report  of  the  operative  findings  and  pro- 
cedures and  operative  and  pathologic  diagnosis 
of  his  case.  In  his  case  there  was  a squamous 
cell  carcinoma  with  metastases,  but  resection  was 
satisfactorily  accomplished  and  the  patient  had 
nine  months  of  normal  life  before  recurrence. 

He  also  points  out  that  the  patient  had  had 
symptoms  for  nine  months,  during  which  time,  in- 
ferentially,  a diagnosis  could  have  been  made  and 
considers  that  the  fact  that  his  patient  was  treated 
for  a period  of  nine  months  (from  the  time  his 
symptoms  had  become  fairly  characteristic  of  this 
lesion  to  the  time  he  was  admitted  to  the  hospital 
for  operation),  it  is  only  fair  to  assume  that  the 
result  would  have  been  a much  different  and  hap- 
pier one  if  the  surgical  procedure  could  have  been 
applied  at  the  beginning  of  this  period. 

In  other  words,  this  lesion,  as  other  cancers,  is 
curable  if  properly  treated  early. 


UROLOGY 

By  Burnett  W.  Wright,  M.D. 
Doctors  Building,  Nashville 


The  Rarity  of  Stones  in  the  Urinary  Tract  in  the  Wet 
Tropics.  Alfonso  Davalos.  From  the  Department 
of  Urology,  James  Buchanan  Brady  Foundation  of 
the  New  York  Hospital,  New  York,  New  York. 
This  paper  is  the  result  of  experiments  and 
observations  carried  out  in  some  of  the  tropical 
regions  of  Ecuador,  South  America,  where  the 
author  had  the  opportunity  to  work  as  urologist 
in  one  of  the  regional  hospitals. 

In  one  year  of  urological  investigation  and  prac- 
tice in  a hospital  that  supplies  medical  care  to  the 
southern  part  of  Ecuador,  out  of  60,000  people  ob- 
served the  author  found  not  a single  stone  in  the 
urinary  tract. 

It  has  long  been  known  that  urinary  stones  are 
much  more  prevalent  in  some  countries  and  dis- 
tricts than  in  others,  and  this  unequal  distribution 
has  given  rise  to  numerous  theories  as  to  the  in- 
fluence of  climate,  soil,  and  the  dietary  habits  of  a 
people  on  the  formation  of  stones.  No  complete 
statistics  have  been  assembled  on  this  interesting 
and  extremely  important  subject,  but  many  re- 
gional studies  on  the  prevalence  of  urinary  stones 
are  available.  These  statistics  deal  much  more 
frequently  with  the  incidence  of  bladder  calculi 
than  of  renal  calculi,  but  it  has  generally  been 
found  that  where  one  is  common  the  other  also 
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will  be  common.  Forty  years  ago  the  frequency 
of  bladder  stones  in  proportion  to  that  of  kidney 
stones  was  eighteen  to  three,  but  statistics  every 
ten  years  have  shown  a remarkable  increase  in 
kidney  and  ureteral  stones  as  compared  to  those 
of  the  bladder. 

In  Europe,  stone  areas  are  well  known.  In 
Great  Britain,  for  instance,  they  comprise  prac- 
tically the  entire  west  coast,  North  Wales,  and 
Westmoreland,  whereas  in  the  southwestern  dis- 
tricts urinary  stones  are  infrequent,  and  in  Ire- 
land even  more  so.  In  Holland,  according  to 
Civiale’s  figures,  urinary  calculus  is  more  common 
than  in  any  other  part  of  Europe.  In  France, 
stones  are  prevalent  in  the  east  and  southeast,  but 
rare  in  Normandy.  In  the  Balkan  Peninsula  and 
in  the  Volga  Valley,  they  are  exceedingly  frequent. 

India,  particularly  the  northern  part,  is  one  of 
the  most  important  stone  areas  in  the  world. 
Lithiasis  is  also  common  in  Arabia  and  Mesopo- 
tamia. In  China,  it  is  very  common  in  the  southern 
part,  but  relatively  rare  in  the  northern  sections. 
Madagascar  and  Egypt  are  other  well-known  stone 
areas,  whereas  in  South  Africa  the  condition  is 
infrequent. 

It  is  generally  conceded  that  India,  South  China, 
Egypt,  Mesopotamia,  and  Holland  are  the  world’s 
chief  stone  areas. 

The  geographical  distribution  of  lithiasis  in 
South  America  has  received  much  less  study,  but 
the  available  statistics  indicate  that  urinary  stones 
are  common  throughout  the  southern  part  of  the 
continent,  especially  in  the  northern  and  central 
districts  of  Chile  and  in  many  sections  of  Argen- 
tina. Brazil  is  an  important  country  to  the  student 
of  this  problem.  Cases  of  urinary  stone  are  very 
common  in  its  northeastern  portion  and  numerous 
in  its  southern  section,  but  are  very  rare  in  the 
Amazon  Valley.  This  last  region  has  the  same 
climate  as  the  Ecuador  Mountains — that  is,  hot 
and  humid  all  year  round — and  the  living  condi- 
tions and  diet  of  the  inhabitants  are  essentially 
similar.  Panama  is  another  locality  with  approxi- 
mately the  same  climatic  conditions  and  dietary 
habits,  and  here,  also,  lithiasis  is  infrequent. 

In  investigating  the  reasons  for  the  almost  com- 
plete absence  of  urinary  stones  in  the  tropical 
regions  of  Ecuador,  the  author  approached  the 
subject  from  three  angles:  (1)  the  local  geograph- 
ical conditions,  (2)  the  diet  of  the  people,  and  (3) 
urine  examination. 

The  local  climatic  conditions  undoubtedly  have 
some  bearing  on  the  low  incidence  of  urinary 
lithiasis  in  tropical  Ecuador.  All  of  this  region  is 
very  warm  and  has  a high  humidity  all  year  round 
and  twenty-four  hours  a day.  It  is  obvious  that, 
under  these  circumstances,  the  people  perspire  pro- 
fusely and  a considerable  amount  of  the  products 
of  metabolism  ai’e  eliminated  by  perspiration. 
Consequently,  the  eliminatory  activity  of  the  kid- 
neys is  diminished,  and  the  urine  is  more  con- 
centrated and  acid. 


It  is  an  interesting  fact  that  forty  miles  to  the 
south,  in  the  northern  part  of  Peru,  where  the 
diet  is  similar  to  that  of  Ecuador,  but  the  climate 
is  warm  and  dry  all  the  year  around  due  to  the 
proximity  of  the  Humboldt  Stream,  urinary  stones 
are  very  commonly  encountered,  even  in  children. 

The  diet  of  the  people  of  tropical  Ecuador  could 
not  be  more  conducive  to  the  formation  of  urinary 
stones,  being  poorly  balanced  and  very  low  in 
proteins  and  vitamins,  particularly  vitamin  A.  The 
main  items  in  the  diet  are  rice,  different  kinds  of 
dry  beans,  coffee,  and  bananas,  both  in  the  ripe 
and  green  states.  These  people  do  not  have  milk, 
butter,  or  cheese,  and  they  seldom  have  vegetables 
and  fruits  other  than  bananas.  Neither  cereals 
nor  vegetables  form  a part  of  their  daily  diet. 
Meat  is  very  scarce  and  consequently  is  consumed 
in  small  amounts. 

It  should  be  noted  that  the  high  consumption  of 
bananas,  particularly  the  unripe  product,  gives  a 
high  acid  ash  dietary  residual,  and  this  is  another 
reason  why  these  people  have  such  a high  acidity 
of  the  urine. 

The  pH  of  the  urine  was  tested  in  a series  of 
500  patients,  and  was  found  to  average  five — in 
other  words,  the  average  urine  was  very  acid.  This 
was  the  first  finding  to  correlate  with  earlier  in- 
vestigations regarding  urinary  tract  infection  as  a 
principal  factor  in  the  production  of  urinary  stones. 

The  author  then  did  urine  cultures  on  the  pa- 
tients who  came  to  the  Curipamba  Hospital  and 
found  that  they  were  always  negative  for  the 
common  urea-splitting  organisms  (especially  Pro- 
teus vulgaris),  the  reason  being  the  low  pH  of  the 
urine.  To  prove  this  point,  a series  of  cultures 
of  500  specimens  of  urine  in  agar  of  a pH  of  five 
were  run  and  he  did  not  find  a single  growth  of 
urea-splitting  bacteria. 
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Annual  Reprint  of  the  Reports  of  the  Council  on  Phar- 
macy and  Chemistry  of  the  American  Medical  Asso- 
ciation for  1944.  Cloth.  Price,  postpaid,  $1.00,  pp. 
238.  Chicago:  American  Medical  Association,  1945. 
The  Council  on  Pharmacy  and  Chemistry  recent- 
ly issued  the  thirty-sixth  edition  of  the  Annual 
Reprint  of  the  Reports  of  the  Council  on  Pharmacy 
and  Chemistry  of  the  American  Medical  Associa- 
tion. This  volume  contains  in  compact  form  not 
only  the  reports  of  the  council  which  have  been 
published  in  the  Journal  during  the  past  year,  but 
also  some  additional  reports  which  were  not  con- 
sidered of  sufficient  importance  to  be  published  in 
the  Journal. 

The  present  volume  is  quite  unusual  in  that  it 
contains  not  one  report  concerning  a product  found 
unacceptable.  However,  there  are  five  reports  on 
the  omission  of  products  from  new  and  nonofficial 
remedies,  mainly  for  the  reason  that  they  have 
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outlived  their  usefulness,  and  in  most  cases  the 
manufacturers  have  expressed  their  lack  of  desire 
for  continued  inclusion  of  their  brands.  These 
reports  are:  “Erysipelas  Streptococcus  Antitoxin 
and  Antierysipelas  Serum  Omitted  from  New  and 
Nonofficial  Remedies”;  “Ichthammol  Preparations, 
Isarol,  Ichthynat,  Ichthyol,  Omitted  from  New  and 
Nonofficial  Remedies  and  Soluble  Ichthammol,  Not 
Within  the  Scope  of  New  and  Nonofficial  Reme- 
dies”; “Iodine  Compounds:  Iodalbin  and  Stearo- 
dine,  Iodocasein,  Iothion,  and  Iodostarine  Omitted 
from  New  and  Nonofficial  Remedies”;  “Mercuric 
Oxycyanide,  Mercuric  Salicylate,  and  Mercuric  Suc- 
cinimide  Omitted  from  New  and  Nonofficial  Rem- 
edies”; and  “Status  of  Antimeningococcic  Serum 
and  Meningococcus  Antitoxin.” 

This  volume  is  a veritable  mine  of  information 


on  subjects  of  general  interest  to  the  physician, 
pharmacist,  and  the  pharmaceutical  manufacturer. 
The  reports  concern  deliberations  of  the  council  on 
general  subjects  ranging  from  the  use  of  the  elec- 
tron microscope  to  the  appraisal  of  new  drugs. 
The  report  on  “Pathogenic  Bacteria,  Rickettsias, 
and  Viruses”  as  shown  by  the  electron  microscope 
is  noteworthy  as  being  pioneer  work  in  this  field. 
The  report  on  the  “Current  Status  of  Prophylaxis 
by  Hemophilus  Pertussis  Vaccine”  was  prefatory 
to  the  acceptance  by  the  council  on  various  brands 
of  pertussis  vaccines  and  pertussis  vaccine  com- 
binations. The  valuable  and  highly  informative 
article  on  “Local  Treatment  of  Thermal  Cutaneous 
Burns”  reports  on  the  latest  and  best  work  in 
this  field. 
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Diplomate,  American  Board  of  Psychiatry 
and  Neurology,  Inc.,  Director 


ANTHONY’S  MILK 

'Grade  *‘A”  Pasteurized  •Homogenized  *Soft  Curd  • Vitamin  *‘D 

With  400  U.S.P.  Vitamin  D Units  (Activated  Ergosterol)  Added  Per  Quart  Under  A.R.P.I.  Process 


LIST  OF  OFFICERS  OF  THE  TENNESSEE  STATE  MEDICAL  ASSOCIATION 


President — Wm.  C.  Chaney,  M.D.,  Physicians  and 
Surgeons  Building,  Memphis. 

President-Elect — C.  M.  Hamilton,  M.D.,  Doctors 
Building,  Nashville. 

Vice-President  for  West  Tennessee — Henry  H. 
Herron,  M.D.,  Jackson. 

Vice-President  for  Middle  Tennessee — C.  D.  Wal- 
ton, M.D.,  Mt.  Pleasant. 

Vice-President  for  East  Tennessee — L.  E.  Dyer, 
M.D.,  Greeneville. 

Secretary-Editor — -W.  M.  Hardy,  M.D. 

TRUSTEES 

Chairman  and  Treasurer — C.  M.  Hamilton,  M.D., 
Doctors  Building,  Nashville  (1946). 

E.  R.  Zemp,  M.D.,  617  Walnut  Street,  Knoxville. 

B.  L.  Jacobs,  M.D.,  Provident  Building,  Chatta- 
nooga (1947). 

Ernest  G.  Kelly,  M.D.,  899  Madison  Avenue,  Mem- 
phis (1948). 

Kyle  C.  Copenhaver,  M.D.,  Medical  Arts  Building, 
Knoxville. 

COUNCILORS 

First  District — L.  E.  Dyer,  M.D.,  Greeneville. 


Second  District — Kyle  C.  Copenhaver,  M.D.,  Knox- 
ville. 

Third  District — A.  M.  Patterson,  M.D.,  Chatta- 
nooga. 

Fourth  District — J.  T.  Moore,  M.D.,  Algood. 

Fifth  District — V.  S.  Campbell,  M.D.,  Murfrees- 
boro. 

Sixth  District — H.  M.  Tigert,  M.D.,  Nashville. 
Seventh  District — C.  D.  Walton,  M.D.,  Mt.  Pleasant. 
Eighth  District — Jere  L.  Crook,  M.D.,  Jackson. 
Ninth  District — Roy  M.  Lanier,  M.D.,  Brownsville. 
Tenth  District — Wm.  Britt  Burns,  M.D.,  Memphis. 
Speaker  of  the  House  of  Delegates — E.  R.  Zemp, 
M.D.,  Knoxville. 

Delegates  to  the  American  Medical  Association — 

E.  G.  Wood,  M.D.,  Knoxville;  East  Tennessee 
(1948). 

H.  B.  Everett,  M.D.,  Memphis;  West  Tennessee 
(1946). 

Alternates — 

E.  T.  Newell,  M.D.,  Chattanooga;  East  Tennes- 
see (1948). 

E.  C.  Ellett,  M.D.,  Memphis;  West  Tennessee 
(1946). 


OFFICERS  OF  COUNTY  MEDICAL  SOCIETIES 


County  President  Vice-President  Secretary 

Anderson-Campbell_-F.  J.  Slemons,  Jellico R.  L.  Gallaher,*  Caryville  (Campbell)  -R.  C.  Pryse,  La  Follette 

O.  E.  Ballou,  Clinton  (Anderson) 

Bedford J.  T.  Gordon,  Lewisburg B.  L.  Burdette,  Shelbyville W.  H.  Avery,  Shelbyville 

Blount Beulah  Kittrell,  Maryville L.  C.  Olin,  Maryville W.  N.  Dawson,  Maryville 

Bradley Charles  Heron,  Charleston W.  B.  Campbell,  Cleveland 

Carroll R.  T.  Keeton,  Bruceton R.  B.  Wilson,  Clarksburg 

Cocke Fred  M.  Valentine,  Newport 

Cumberland W.  S.  Dooley,  Crossville V.  L.  Lewis.  Crossville 

Davidson Beverly  Douglas,  Nashville A.  T.  Sikes,  Nashville Harold  E.  Paty,  Nashville 

Dickson H.  P.  Spencer,  White  Bluff*.. R.  P.  Beasley,  Dickson W.  J.  Sugg,  Dickson 

Dyer,  Lake, 

Crockett W.  L.  Sumners,  Ridgely A.  H.  Moody,  Dyersburg  (Dyer) R.  David  Taylor,  Dyersburg 

W.  S.  Alexander,  Ridgely  (Lake) 

W.  H.  Stallings,  Friendship  (Crockett) 

Fayette-Hardeman B.  F.  McAnulty,  Bolivar L.  Pope,  Grand  Junction E.  L.  Baker,  Western  State  Hospital 

Fentress C.  A.  Collins,  Wilder J.  Peery  Sloan,  Jamestown 

Franklin A.  Parker-Smith,  Winchester E.  W.  Kirby-Smith,  Sewanee J.  P,  Moon,  Winchester 

Gibson W.  C.  McRee,  Trenton M.  D.  Ingram,  Trenton 

Giles W.  K.  Owen,  Pulaski G.  C.  Grimes,  Aspen  Hill J.  U.  Speer,  Pulaski 

Greene P.  L.  Fisher,  Greeneville M.  A.  Blanton,  Mosheim R.  S.  Cowles,  Greeneville 

Grundy U.  B.  Bowden,  Pelham O.  H.  Clements,  Palmer T.  F.  Taylor,  Monteagle* 

Hamblen Y.  A.  Jackson,  Morristown H.  W.  Bennett,  Morristown R.  A.  Purvis,  Morristown 

Hamilton Stewart  Lawwill,  Chattanooga J.  J.  Armstrong,  Chattanooga 

Hamilton D.  Isbell,  Chattanooga President-elect 

Hardin,  Lawrence,  Lewis, 

Perry,  and  Wayne.. D.  L.  Woods,  Waynesboro J.  V.  Hughes,  Savannah  (Hardin) . ..O.  H.  Williams,  Savannah 

Leo  C.  Harris,  Lawrenceburg  ( Lawrence) 

W.  E.  Boyce,  Hohenwald  (Lewis) 

O.  A.  Kirk,  Linden  (Perry) 

J.  T.  Keeton,  Clifton  (Wayne) 

Haywood F.  P.  Hess,  Bells T.  C.  Chapman,  Brownsville -Roy  M.  Lanier,  Brownsville 

Henry Elroy  Scruggs,  Paris C.  H.  Johnson,  Paris R.  Graham  Fish,  Paris 

Hickman W.  K.  Edwards,  Centerville 

Humphreys _ H.  C.  Capps,  Waverly 

Jackson R.  C.  Gaw,  Gainesboro X.  R.  Anderson,  Gainesboro 

Knox Herbert  Acuff,  Knoxville H.  Dewey  Peters,  Knoxville Ralph  H.  Monger,  Knoxville 

Lauderdale J.  R.  Lewis,  Ripley Joe  B.  Lackey,  Ripley Jas.  L.  Dunavant,  Ripley 

Lincoln T.  A.  Patrick,  Fayetteville J.  E.  Sloan,  Boonshill W.  S.  Joplin,  Petersburg 

Loudon Halbert  Robinson,  Lenoir  City.R.  V.  Taylor,  Lenoir  City W.  B.  Harrison,  Loudon 

Macon D.  D.  Howser,  Lafayette 

Madison Leland  Johnston,  Jackson Henry  N.  Moore,  Bemis S.  M.  Herron,  Jackson 

Maury Geo.  C.  Williamson,  Columbia.O.  J.  Porter,  Columbia D.  B.  Andrews,  Columbia 

McMinn John  C.  Sharp,  Etowah W.  S.  Moore,  Etowah Helen  M.  Richards,  Athens 

Monroe H.  C.  Shearer,  Madisonville B.  W.  Bagwell,  Madisonville R.  C.  Kimbrough,  Madisonville 

Montgomery H.  H.  Edmondson,  Clarksville M.  L.  Shelby,  Clarksville 

Obion M.  T.  Tipton,  Union  City M.  A.  Blanton,  Jr.,  Union  City 

Overton W.  M.  Breeding,  Livingston A.  B.  Qualls,  Livingston 

Putnam Z.  L.  Shipley,  Cookeville Lex  Dyer,  Cookeville Thurman  Shipley,  Cookeville 

Roane R.  F.  Regester,  Rockwood W.  W.  Hill,  Harriman 

Robertson J.  S.  Hawkins,  Springfield R.  L.  Matthews,  Springfield John  S.  Freeman,  Springfield 

Rutherford J.  K.  Kaufman,  Murfreesboro.Stanley  Barham,  Murfreesboro Lois  M.  Kennedy,  Murfreesboro 

Scott D.  T.  Chambers,  Norma M.  F.  Frazier,  New  River Milford  Thompson,  Oneida 

Sevier R.  J.  Ingle,  Sevierville R,  A.  McCall,  Sevierville C.  P.  Wilson,  Sevierville 

Shelby William  C.  Colbert,  Memphis__E.  G.  Campbell,  Memphis A.  F.  Cooper,  Memphis. 

C.  H.  Heacock,  Memphis,  President-elect C.  V.  Croswell,  Memphis,  Treasurer 

Smith R.  E.  Key.  Carthage W.  B.  Dalton,  Gordonsville Thayer  S.  Wilson,  Gordonsville 

Sullivan-Johnson George  W.  Leavell,  Bristol J.  V.  Hodge,  Kingsport Julian  E.  Williams,  Kingsport 

J.  R,  Butler,  Mountain  City 

Sumner I.  H.  Beasley,  Gallatin R.  L.  Johnson,  Portland W.  B.  Farris,  Gallatin 

Tipton S.  Hurt,  Covington H.  S.  Rule,  Covington 

Washington,  Carter, 

and  Unicoi W.  G.  Frost,  Elizabethton J.  R.  Moody,  Erwin H.  W.  Crouch,  Mountain  Home 

(for  Unicoi  Co.) 

C.  H.  Long,  Johnson  City 
(for  Washington  Co.) 

Weakley R.  W.  Brandon,  Sr.,  Martin 

White W.  H.  Andrews,  Sparta James  H.  Boles,  McMinnville B.  L.  Upchurch,  Sparta,  Executive 

Secretary 

Williamson J.  O.  Walker,  Franklin B.  T.  Nolen,  Franklin H.  C.  Stewart,  Franklin 

Wilson J.  R.  Doak,  Watertown Phillips  Turner,  Lebanon R.  C.  Kash,  Lebanon 


‘Deceased. 


November,  1945 


393 


STANDING  COMMITTEES 
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Howard  King,  M.D.,  Nashville  (1946) 

Stanton  S.  Marchbanks,  M.D.,  Chattanooga  (1947) 
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COMMITTEE  ON  FRACTURES 
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COMMITTEE  ON  PREPAYMENT  PLANS  FOR 
MEDICAL  AND  HOSPITAL  SERVICES 
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J.  0.  Manier,  M.D.,  Nashville 
L.  W.  Edwards,  M.D.,  Nashville 
J.  C.  Brooks,  M.D.,  Chattanooga 
H.  B.  Everett,  M.D.,  Memphis 
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POSTWAR  PLANNING  COMMITTEE 
East  Tennessee — 
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Roy  M.  Lanier,  M.D.,  Brownsville 
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*7a  AwiesUccvi  fykjJttisia  fyosiceA,: 


The  NC&StL  would  like  to  make  a public  re- 
port to  you  men  and  women  who  are  fighting 
America's  battles  all  over  the  world  so  that  you 
can  know  just  what  this  Company  is  doing  to  sup- 
port you,  whether  it  is  making  or  has  made  abnor- 
mal profits,  whether  it  is  doing  its  full  duty  as 
a common  carrier  in  supporting  the  war  effort, 
etc. 

From  January  I,  1932,  through  December  31, 
1938,  the  NC&StL  not  only  made  no  profit  during 
this  seven-year  period,  and,  of  course,  paid  no 
dividends,  but  actually  lost  $2,147,239.00  on  its 
operations,  although  it  paid  $4,356,804.00  in  taxes. 

In  1939  the  NC&StL  paid  $995,068.00  in  taxes 
and  made  a profit  of  $618,668.00,  paid  no  divi- 
dends, and  put  its  small  profit  back  into  the  rail- 
road to  enable  it  to  function  better  as  a public 
servant. 

In  1940  the  NC&StL  paid  taxes  in  the  sum  of 
$1,153,861.00,  made  a profit  of  $703,444.00,  paid 
the  stockholders  $255,981.00,  and  put  the  balance, 
or  $447,463.00,  back  into  the  property. 

In  1941  the  NC&StL  paid  $1,914,241.00  in  taxes, 
made  a profit  of  $1,888,517.00,  paid  dividends  in 
the  sum  of  $511,963.00,  and  put  the  balance,  or 
$1,376,554.00,  back  into  the  property. 

In  1942,  estimating  the  last  few  days,  and  using 
exact  figures  for  the  balance,  the  NC&StL  accrued 
taxes  in  the  sum  of  $4,649,068.00,  made  a profit 
of  $4,183,188.00,  paid  dividends  in  the  sum  of 
$767,946.00,  and  is  putting  the  balance,  or  $3,- 

415.242.00,  back  into  the  property  to  better  handle 
the  war  traffic. 

The  NC&StL,  in  spite  of  the  tragic  lean  years 
of  the  depression,  began  to  prepare  for  the  cur- 
rent emergency  even  before  the  war  in  Europe 
broke  out.  Between  January  I,  1937,  and  the 
present  time  the  NC&StL  has  spent,  not  on  main- 
tenance, but  on  Additions  and  Betterments  and  Im- 
provements, plus  operating  expenses  incidental 
thereto,  the  sum  of  $13,614,175.00.  In  addition, 
other  projects,  such  as  the  purchase  of  locomo- 
tives, the  installation  of  automatic  signals,  and 
the  like  have  been  approved  by  the  Board  of 
Directors  of  this  Company  and  ordered  and  are 
only  awaiting  the  approval  of  such  governmental 
agencies  as  the  War  Production  Board.  The  cost 
of  such  expenditures  as  have  been  authorized  by 
the  management  of  this  Railway  and  are  only 
awaiting  governmental  approval  amounts  to  $3,- 

205.195.00,  in  addition  to  the  sums  previously 
mentioned. 

The  railroads  are  one  of  the  few  businesses  in 
America  which  from  their  own  funds  must  finance 
improvements  made  necessary  solely  because  of 
the  war.  This  Company  has  had  to  borrow  to  date 


$4,645,500.00,  but  will  have  to  borrow  more,  if 
much-needed  additions  and  improvements  author- 
ized and  on  order  are  permitted  by  the  Govern- 
ment. 

Its  present  profits,  equal  to  only  4.2%  on  the 
value  of  its  operating  properties  (as  determined  by 
the  Interstate  Commerce  Commission's  valuation  of 
1916  as  brought  up  to  date),  are  not  enough  to 
pay  for  the  additional  things  which  are  necessary 
solely  because  of  the  war.  For  example,  stations 
and  other  facilities  at  many  places  are  having  to 
be  supplemented  at  large  expense  when  such  ex- 
penditures were  not  needed  before  the  war  and 
will  not  be  needed  after  the  war,  and  more  loco- 
motives and  cars  are  needed  to  carry  the  sudden 
increase  of  war  business.  While  making  these 
expenditures  to  support  the  war  effort  the  NC&StL, 
as  above  detailed,  is  paying  the  largest  amount 
of  taxes  in  its  history,  and  the  highest  scale  of 
wages  in  railroad  history  (far  more  than  you 
fighting  men  receive  for  comparable  hours  of 
labor)  while  paying  its  owners,  as  dividends,  less 
than  half  of  what  they  received  on  the  average 
during  normal  peacetimes  — and  this  was  not 
large.  No  complaint  is  being  made  about  this, 
but  you  boys  and  girls  who  are  making  so  many 
sacrifices  are  entitled  to  know  the  facts. 

This  Company,  under  the  orders  of  its  Board 
of  Directors,  is  undertaking  to  do  everything 
necessary  to  the  handling  of  war  business,  whether 
it  be  troop  trains,  explosives,  bombs,  gas,  air- 
planes, tanks,  guns,  or  otherwise. 

While  the  management  of  this  Company  is  un- 
dertaking to  continue  to  run  the  NC&StL  effi- 
ciently and  economically  as  a sound  business  in- 
vestment, at  the  same  time,  the  primary  and  con- 
trolling factor  in  everything  it  has  been  doing, 
is  doing,  and  will  do  is  the  full  and  complete  sup- 
port of  the  Nation’s  war  effort. 

War  is  no  novelty  to  this  old  railroad,  now  nearly 
one  hundred  years  old.  From  Brice’s  Cross  Roads 
and  Shiloh  on  the  west  to  Nashville,  Franklin, 
Stone's  River,  Murfreesboro,  Lookout  Mountain, 
Missionary  Ridge,  Chattanooga,  Chickamauga, 
Dalton,  Kennesaw  Mountain,  and  Atlanta,  its  prop- 
erties have  been  one  vast  and  bloody  battlefield. 
During  that  period  it  willingly  sacrificed  everything 
it  had  to  support  the  then  war  effort  of  its  own 
people. 

Again  today  this  old  railroad,  IF  THE  NEED 
ARISES,  will  sacrifice  everything  it  has  in  the  way 
of  property,  credit,  money,  or  otherwise  to  support 
the  armed  forces  of  the  Nation.  The  manage- 
ment of  the  NC&StL  wants  you  fighting  boys  and 
girls  to  know  there  is  no  work  and  no  sacrifice 
which  it  will  not  gladly  make  to  give  you  the  sup- 
port to  which  you  are  entitled. 


^llte  flaAltuille,  QUattanaac^a  & St.  Jlauli.  (lailw-cuf 
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BACKGROUND 

Three  Decades  of  Clinical  Experience 


r I ’HE  use  of  cow’s  milk,  water,  and  carbohydrate  mixtures  repre- 
A sents  the  one  system  of  infant  feeding  that  consistently,  for 
three  decades,  has  received  universal  pediatric  recognition.  No  car- 
bohydrate employed  in  this  system  of  infant  feeding  enjoy|-:&o  rich 
and  enduring  a background  of  authoritative  clinical  experience  as 


Dextri-Maltose. 


i ’ N 


DEXTRI-MALTOSE  No.  1 (with  2%  sodium  chloride),  for  normal  babies,^ 
DEXTRI-MALTOSE  No.  2 (plain,  salt  free),  permits  salt  modifications  by  tffei,piiy^pian  _ , . 
DEXTRI-MALTOSE  No.  3 (with  3%  potassium  bicarbonate),  for  constipated  b.ibi€5«^_J 

These  products  are  hypo-allergenic 


DEXTRI-MALTOSE 

Please  enclose  professional  card  when  requesting  samples  of  Mead  Johnson  products  to  cooverate  in  preventing 
their  reaching  unauthorized  persons.  Mead  Johnson  & Company.  Evansville.  Ind..  U.  S.  A. 

111th  ANNUAL  MEETING— KNOXVILLE,  APRIL  9-10-11,  1946 
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lBY  injection 


subcutaneously  or  intramuscularly,  ADRENALIN 
provides  rapid  symptomatic  relief  in  asthmatic 
paroxysms;  is  useful  in  the  prevention  and  treat- 
ment of  other  allergic  reactions;  localizes  and 
prolongs  the  action  of  local  anesthetics.  Intra- 
venously, it  is  used  in  shock  and  anesthesia 
accidents. 


BY  APPLICATION 


for  its  vasoconstrictor  action  in  hemorrhage, 
ADRENALIN  permits  better  visualization  of  the 
field,  and  aids  in  the  diagnosis  and  treatment 
of  certain  conditions  encountered  in  ear,  nose 
and  throat  practice. 


BY  INSTILLATION 


into  the  nasal  passage,  ADRENALIN  produces 
prompt  decongestion;  in  the  eye  ADRENALIN 
decreases  vascular  congestion,  and  aids  in  the 
location  of  foreign  bodies. 

1 


BY  INHALATION 


orally,  ADRENALIN  relieves  severe  attacks  of 
bronchial  asthma  by  relaxing  the  bronchial 
muscles. 
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ESSENTIAL  HYPERTENSION  AND  ITS  SURGICAL  TREATMENT* 

EARL  R.  DONATHAN,  M.D.,  Knoxville 

Peet,  and  the  Crile  School.  In  general, 
these  three  schools  admit  the  type  of  work 
they  are  doing  on  this  condition  is  far  from 
being  a satisfactory  answer  to  the  problem 
of  treating  the  condition,  and  although  it 
is  not  considered  a cure,  it  is,  at  this  time, 
by  far  the  most  effective  method  of  treat- 
ment. 

The  internist  who  sees  only  an  occasional 
case  of  essential  hypertension  treated  by 
surgery  and  frequently  sees  the  unsuccess- 
ful case  are  very  free  in  their  criticism 
on  the  procedure.  Surgeons,  on  the  other 
hand,  who  have  done  a great  deal  of  this 
work,  while  not  entirely  enthusiastic  about 
the  results,  think  it  well  worth  while  to  con- 
tinue with  the  work.  It  should  be  noted 
that  some  of  the  most  enthusiastic  sup- 
porters are  in  various  institutions  where  a 
great  deal  of  this  work  is  carried  out, 
.and  they  have  had  the  opportunity  of  see- 
ing these  cases  before  and  after  surgery 
and  following  postoperative  results. 

It  has  been  a most  interesting  observa- 
tion to  note  that,  regardless  of  the  surgical 
procedure  or  the  institution  at  which  the 
work  was  carried  out,  the  results  have  been 
very  similar  irrespective  of  the  surgical  ap- 
proach being  used. 

Selection  of  Cases4 
In  order  to  obviate  criticism  of  this  some- 
what drastic  procedure,  we  are  most  care- 
ful of  our  method  of  selection  of  the  appli- 


The  etiological  factor  in  essential  hyper- 
tension is  unknown,  there  being  many  fac- 
tors involved  in  its  production.  We  are 
aware  of  the  fact  that  the  sympathetic  nerv- 
ous system  and  the  endocrine  glands  play 
a major  role  in  its  production,  these  being 
the  thyroid,  pituitary,  and  adrenal  glands 
chiefly.  There  is  the  probability  that  some 
of  the  cerebral  centers  exert  regulatory 
effect  on  blood  pressure. 

For  a great  number  of  years  essential 
hypertension  was  a hopeless  condition,  and 
one  towards  which  little  could  be  done,  so 
little  in  fact,  that  we  had  adopted  a de- 
featist attitude  toward  the  problem.  Sta- 
tistics of  a large  insurance  company  show 
that  four  times  as  many  people  die  an- 
nually in  the  United  States  of  America  from 
this  hypertension  and  its  related  causes 
than  from  all  forms  of  cancer. 

Authoritative  statistics  show  that  fol- 
lowing the  surgical  removal  of  certain  vis- 
ceral nerves,  approximately  fifty  per  cent 
of  patients  with  essential  hypertension  have 
a blood  pressure  level  returning  to  normal. 
This  compares  very  favorably  with  the  al- 
leviation of  pain  by  surgery  in  the  treat- 
ment of  cancer. 

Regarding  the  surgical  attack  upon  es- 
sential hypertension,  there  are  three  schools 
of  thought — mainly  the  Mayo  Clinic,  the 


*Read  before  the  Knox  County  Medical  Society, 
Knoxville,  October  10,  1944. 
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cant  for  visceral  nerve  surgery.  We  make 
it  a point  to  carry  out  a very  careful  pre- 
operative study  and  careful  examination  of 
the  heart,  careful  kidney  function  test,  par- 
ticularly the  concentration  test:  (a)  the  de- 
termination of  the  effect  of  large  doses  of 
sodium  amytal  or  nembutal  upon  the  blood 
pressure  level,  (b)  the  effect  of  sodium  ni- 
trite on  the  blood  pressure  level,  and  (c) 
the  cold  test.  Along  with  these  tests,  much 
thought  is  given  to  the  age  of  the  patient, 
condition  of  the  blood  vessels,  the  duration 
of  the  symptoms,  and  the  rapidity  with 
which  they  have  progressed. 

A paramount  contraindication  to  surgery 
is  marked  cardiac  damage.  This  should  be 
left  to  the  discretion  of  the  internist  as 
to  the  degree  of  cardiac  involvement. 

4 Renal  function  tests  which  show  up  se- 
vere kidney  damage  are  also  a contraindica- 
tion. In  this  we  believe  the  concentration 
test  is  of  the  most  importance  for  any  kid- 
ney that  is  unable  to  concentrate  urine. 
Operation  offers  very  little  hope.  We  must 
bear  in  mind  that  some  of  the  other  tests, 
including  the  P.  S.  P.  and  various  protein 
tests,  may  show  the  kidney  to  be  in  a fail- 
ing condition,  yet  as  long  as  it  can  concen- 
trate, we  feel  safe  in  going  ahead  with  the 
surgery.  The  presence  of  albumin  is  not 
of  great  significance.  Sclerosis  of  the  ret- 
inal vessels,  inversion  of  the  T-wave  in  the 
electrocardiogram,  albuminuria,  and  slight 
production  in  renal  function  tests  do  not 
eliminate  the  patient  from  surgery;  how- 
ever, we  would  not  think  of  operating  on 
the  patient  who  is  showing  congestive  heart 
failure,  marked  renal  insufficiency,  ad- 
vanced arteriosclerosis,  or  angina  pectoris^ 

A very  simple  test  that  we  employ  in 
order  to  ascertain  what  the  probable  level 
of  the  blood  pressure  will  be  following  oper- 
ation is  as  follows:  give  the  patient  suffi- 
cient quantities  of  a barbiturate,  preferably 
nembutal,  to  insure  the  patient  sleeping- 
through  the  taking  of  his  blood  pressure. 
The  resting  figure  now  obtained  on  the 
sphygmomanometer  is  a very  good  index  as 
to  what  the  final  postoperative  blood  pres- 
sure will  be  following  operation. 

Sodium  nitrite  in  one-half  grain  doses 
repeated  every  half-hour  for  six  doses 


should  have  an  appreciable  effect  on  the 
blood  pressure,  lowering  it  to  a basal  level. 

The  cold  test,  in  which  the  hand  is  sub- 
merged in  cold  water  at  four  degrees  cen- 
tigrade is  a test  used  to  indicate  the  vaso- 
constriction factor  in  the  individual.  A 
high  rise  in  the  systolic  pressure,  after  the 
hand  is  immersed  in  this  water,  is  consid- 
ered a favorable  index  of  the  suitability 
for  operation. 

There  is  an  intravenous  pentothal  so- 
dium test  for  measuring  the  fall  of  blood 
pressure  that  we  do  not  employ. 

The  age  of  the  patient  is  undoubtedly  a 
factor,  yet  Crile  does  not  feel  that  the  age 
is  important.  He  regards  the  degree  of 
arteriosclerosis  to  be  more  important  than 
the  age  of  the  individual.  Most  authorities 
believe,  however,  that  fifty  is  just  about  the 
maximum  and  that  patients  over  fifty  offer 
very  little  chance  of  improvement.  We  have 
operated  on  one  girl  whose  age  was  four- 
teen years. 

It  is  well  to  remember  that  all  cases  of 
hypertension  are  not  of  the  essential  type. 
The  following  classification  is  taken  from 
Adson  and  Allen-  who  estimate  that  ap- 
proximately eighty-five  per  cent  of  all  cases 
of  hypertension  are  of  the  essential  type, 
the  remaining  fifteen  per  cent  of  hyperten- 
sion cases  being  due  to  (a)  coarctation  of 
the  aorta,  (b)  glomeronephritis,  (c)  hyper- 
thyroidism, (d)  tumors  of  the  suprarenal 
gland,  (e)  arteriosclerosis,  and  (f)  aortic 
heart  disease. 

Condemnation  of  the  surgical  treatment 
of  essential  hypertension  is  rather  marked, 
yet  the  entire  question  of  operating  on  the 
patient  for  hypertension  can  be  likened,  in 
a measure,  to  the  operation  for  a malig- 
nancy. Most  all  cases  of  malignancy,  when 
operated,  are  a very  poor  surgical  risk. 
The  chance  of  ameliorating  is  very  slim 
and  as  far  as  a reasonable  chance  of  cure 
is  concerned,  the  hope  is  poor.  No  one 
would  think  of  criticizing  a surgeon,  how- 
ever, for  exploring  a cancer  of  the  stomach 
or  of  the  brain  if  there  exists  the  least  hope 
of  a cure,  or  even  palliation.  Yet,  the  same 
individual  would  be  the  first  to  criticize  an 
operation  for  essential  hypertension,  not- 
withstanding the  fact  that  the  possibilities 


December,  1945 


ESSENTIAL  HYPERTENSION  AND  ITS  SURGICAL  TREATMENT— Donathan 


397 


for  cure  or  palliation  are  fifty  per  cent  as 
compared  to  the  deadly  cancer.  If  we  pur- 
sue heroic  measures  in  one  fatal  condition, 
why  condemn  heroic  measures  in  another 
where  the  chances  of  benefit  are  much 
higher  and  the  probability  of  amelioration 
are  infinitely  better. 

Supradiaphragmatic  Approach 

In  this  operation  the  splanchnic  and  sym- 
pathetic nerves  are  resected  above  the  dia- 
phragm. The  question  of  whether  or  not 
this  is  the  proper  or  a superior  approach 
depends  upon  the  determination  of  whether 
or  not  fibers  from  the  first  and  second  lum- 
bar sympathetic  ganglia  play  any  part  in 
the  product  of  elevated  pressures.  Peet3 
states  that  they  do  not.  The  Mayo  Clinic1- 2 
group  feels  that  they  do. 

As  far  as  the  nerve  supply  to  the  celiac 
ganglion  and  plexus  are  concerned,  Peet’s 
operation  is  entirely  preganglionic,  and  if 
the  same  thing  is  true  in  this  instance  as 
has  apparently  been  proved  to  be  the  case 
in  Raynaud’s  Disease,  this  approach  theo- 
retically should  be  the  most  favorable.  It 
has  a further  advantage  in  that  both  sides 
can  be  done  at  one  operation  if  you  so  de- 
sire. In  the  supradiaphragmatic  approach, 
it  requires  a very  small  incision  just  to  the 
side  of  the  vertebral  column  in  the  region 
of  the  eleventh  rib.  We  remove  the  inner 
one  and  one-half  inches  of  the  eleventh  rib, 
the  pleura  is  exposed  easily  and  stripped 
to  the  vertebrae.  When  this  is  done,  with 
the  patient  lying  on  the  abdomen,  the  lung 
and  diaphragm  fall  away  easily  from  the 
vertebrae  and  a beautiful  exposure  of  all 
three  splanchnics  and  the  .sympathetic  chain 
is  obtained.  The  chain  is  freed  from  the 
vertebrae  by  blunt  dissection  and  this  car- 
ried as  far  cephalad  as  possible.  The  long 
splanchnics,  likewise,  are  freed  as  far  as 
possible.  Both  chains  of  the  long  splanch- 
nics are  severed  as  far  cephalad  as  possible 
after  placing  silver  clips  on  them  to  dis- 
courage any  regeneration.  With  this  ap- 
proach the  innervation  to  the  suprarenal 
gland  is  interrupted  before  going  into  the 
celiac  ganglia.  This  obviates  making  the 
large  and  debilitating  incision  necessary 
when  the  subdiaphragmatic  approach  is 
made  and  the  celiac  ganglia  is  dissected 


free.  The  supradiaphragmatic  approach 
then  saves  the  patient  a number  of  days 
in  the  hospital,  lessens  the  possibility  of 
pneumonia,  and  pain  is  cut  to  a minimum. 
With  the  supradiaphragmatic  approach,  the 
anesthetic  of  choice  is  local  novocain  by 
the  infiltration  method.  This  again  ob- 
viates the  possibility  of  pnuemonia  that  we 
sometimes  get  with  inhalation  anesthesia. 

In  the  supradiaphragmatic  approach,  the 
likelihood  of  tearing  into  the  pleura  and  a 
resulting  spontaneous  pneumothorax  is  re- 
duced to  a minimum  due  to  the  small  in- 
cision made. 

Adson-Craig  Type  of  Operation1 

The  technique  of  this  operation  consists 
of  a subdiaphragmatic  approach  with  or 
without  removal  of  a portion  of  the  twelfth 
rib,  the  removal  of  the  major,  minor,  and 
least  splanchnic  nerve  and  a portion  of  the 
celiac  ganglion.  In  addition  to  this,  the 
first  and  second  lumbar  ganglia  are  re- 
moved and  dissection  carried  up  into  the 
diaphragm  from  below.  To  our  way  of 
thinking,  the  disadvantages  of  this  opera- 
tion are:  it  must  be  done  in  two  stages 
and  that  it  is  a considerably  more  difficult 
surgical  procedure  than  that  of  Peet’s,  there 
being  a much  larger  and  more  extensive 
incision  necessary.  The  advocates  of  this 
approach  claim  that  it  is  necessary  to  re- 
move the  first  and  second  lumbar  ganglia 
to  effectively  lower  the  hypertension.  This 
we  cannot  agree  with,  as  we  feel  that  in 
interrupting  the  flow  or  preganglionic 
fibers  before  they  go  into  the  celiac  ganglia, 
accomplishes  the  same  result  as  if  the  sym- 
pathetics  are  stripped  after  leaving  the 
ganglia. 

The  Crile  operation  is  considered  a mod- 
ification of  the  Adson-Craig  operation.  An 
incision  just  large  enough  to  admit  the 
hand  is  made  in  the  flank  just  below  the 
twelfth  rib,  carried  forward  and  downward 
into  the  retroperitoneal  space.  Crile  iden- 
tifies the  celiac  ganglia  by  its  touch ; places 
a hook  on  it  and  removes  the  ganglia  by 
cutting  against  his  finger  with  long  scissors 
and  at  no  time  visualizing  the  structures 
involved.  In  addition  to  this,  he  states  that 
he  denervates  the  adrenal  gland  with  his 
finger.  The  lumbar  svmpathetics  are  not 
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disturbed  and  the  various  structures  are  not 
individually  identified.  The  advantage  of 
this  operation  is  the  rapidity  with  which  it 
is  done  in  Crile’s  hands;  however,  it  is 
doubtful  that  other  surgeons  could  perform 
it  with  equal  success.  He  has  had  a large 
series,  approaching  100  without  a death,  al- 
though previous  to  that  series,  he  had 
several  deaths  to  result.  Too  many  give 
opinions  that  the  value  of  this  treatment 
is  based  upon  the  observation  of  those 
cases  that  might  be  classed  as  failures  by 
reason  of  the  fact  that  their  blood  pres- 
sures are  not  materially  lowered.  Those  of 
us  doing  this  work,  however,  cannot  be 
convinced  that  it  is  not  of  value,  as  we  have 
all  had  experience  with  cases  in  which  the 
results  have  been  excellent.  One  thing 
seems  quite  certain — namely,  even  though 
postoperative  pressure  may  approximate 
preoperative  pressure,  the  extreme  pen- 
icles  of  pressure  that  had  occurred  before 
have  been  eradicated  as  well  as  many  or  all 
of  the  subjective  symptoms,  particularly 
the  excruciating  headaches. 

Since  we  are  not  acquainted  with  any 
other  type  of  treatment  which  offers  results 
in  any  way  comparable  to  that  of  the  sur- 
gical treatment,  the  work  should  certainly 
be  continued.  As  time  goes  on,  we  feel  cer- 
tain that  definite  criteria  may  be  evolved 
for  more  accurate  selection  of  cases  so  that 
failures  will  become  less  and  less  frequent. 

Conclusion 

The  surgical  treatment  of  hypertension 
has  now  been  practiced  long  enough  to 
prove  that  it  is  of  great  value  in  a selected 
group  of  cases.  In  such  cases,  surgery 
offers  at  least  an  even  chance  of  proving 
markedly  beneficial. 


As  the  selection  of  cases  becomes  more 
accurate,  the  percentage  of  successful  re- 
sults should  be  markedly  increased. 

There  is  no  other  method  of  treatment 
of  essential  hypertension  that  offers  any- 
thing even  comparable  to  the  results  ob- 
tained following  extensive  sympathectomy. 
Without  doubt,  life  can  be  prolonged  and 
many  patients  markedly  benefited  by  surgi- 
cal procedures  in  essential  hypertension. 
Postoperative  blood  pressure  cannot  be  the 
only  criterion  of  results  accomplished,  as 
many  patients  -who  exhibit  no  fall  in  blood 
pressure  are  markedly  improved  clinically 
and  symptomatically,  the  hypertensive 
headache  ceasing  at  the  time  of  operation. 

We  believe  the  supradiaphragmatic  ap- 
proach to  be  superior  to  that  of  the  sub- 
diaphragmatic  approach  in  that  the  patient 
is  not  subjected  to  the  extensive  surgery 
necessary  in  the  subdiaphragmatic  ap- 
proach, the  stay  in  the  hospital  is  lessened 
by  a number  of  days,  the  danger  from  pneu- 
monia and  postoperative  spontaneous  pneu- 
mothorax are  reduced  to  a minimum. 
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THE  IMPORTANCE  OF  MINIMAL  TUBERCULOSIS* 


R.  B.  TURNBULL,  M.D.,f  Gallatin 

Recently,  very  definite  strides  have  been 
made  in  the  diagnosis  of  early  tuberculosis. 
Sumner  County  is  now  undergoing  an  at- 
tempt at  X-ray  examination  of  its  entire 
population,  and  many  minimal  lesions  are 
being  found,  a large  number  of  these  being 
asymptomatic.  Of  the  people  already  exam- 
ined, nine-tenths  per  cent  have  been  found 
to  have  active  tuberculosis  and  are  in  need 
of  immediate  treatment.  Eighty-two  per 
cent  of  these  active  cases  have  been  dis- 
covered, while  the  disease  is  minimal  in 
extent.  The  county  survey  reveals  an  ad- 
ditional two  and  five-tenths  per  cent  who 
exhibit  definite  evidence  of  reinfection  tu- 
berculosis that  is  apparently  stable  and 
healed.  Eighty  per  cent  of  these  stable 
cases  are  also  minimal.  Numerous  surveys 
all  over  the  United  States,  as  well  as  in 
other  parts  of  Tennessee,  are  producing 
similar  figures.  The  results  of  these  ef- 
forts, and  the  more  extensive  use  of  rou- 
tine chest  X-ray  film  in  private  diagnosis, 
makes  the  problem  of  minimal  tuberculosis 
one  of  major  importance.  The  time  has 
now  come  for  those  interested  in  the  prob- 
lems of  tuberculosis  to  aim  for  the  eradica- 
tion rather  than  the  control  of  the  dis- 
ease. Such  a state  of  affairs  is  dependent 
on  proper  handling  of  the  early  lesions  that 
should  be,  can  be,  and  are  being  found. 
The  organized  antituberculosis  effort  in  the 
state  must  assume  a large  responsibility 
in  the  handling  of  these  cases,  but  the 
attainment  of  the  ultimate  goal  will  be  pos- 
sible only  with  the  intelligent  cooperation 
of  the  private  medical  practitioners. 

There  has  been  in  the  past  a tendency 
on  the  part  of  some  members  of  the  medical 
profession  to  discount  any  amount  of  tuber- 
culosis that  is  not  producing  symptoms.  It 
is  definitely  known  that  most  tuberculosis 
lesions  are  asymptomatic  for  the  first  year 
or  eighteen  months  of  their  existence.  This 


*Read  before  the  Sumner  County  Medical  So- 
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is  certainly  the  most  opportune  time  for 
diagnosis,  and  a healthy  respect  for  the  dis- 
ease in  this  stage  can  prevent  much  sorrow 
and  economic  loss.  All  cases  of  tubercu- 
losis must  have  their  beginning  and  a united 
effort  on  our  part  will  discover  these  cases 
in  their  infancy.  We  know  of  no  specific 
medication  that  will  successfully  attack 
tuberculosis.  Until  such  a medication  is 
discovered  we  must  rely  on  early  diagnosis 
and  prompt  treatment  to  control  the  dis- 
ease. 

The  first  problem  in  the  handling  of  a 
case  of  minimal  tuberculosis  is  to  deter- 
mine the  stability  of  the  disease,  and  in 
many  instances  this  is  extremely  difficult. 
Should  the  lesion  cast  a stringy  X-ray 
shadow  and  appear  fibrotic,  it  is  probably 
healed  or  in  an  arrested  state.  This  type 
of  lesion  should  be  handled  as  any  other 
arrested  case — e.g.,  periodic  X-ray  exam- 
inations. Should  the  shadow  on  the  chest 
X-ray  film  appear  “soft”  and  mottled,  one 
must  consider  the  disease  to  be  active  and 
the  patient  so  treated.  Here,  we  must  re- 
member that  a little  overcaution  will  hurt 
no  one,  but  neglect  of  a questionable  active 
lesion  may  be  disastrous. 

It  is  very  true  that  the  activity  of  many 
lesions  cannot  be  determined  by  X ray 
alone.  A complete  and  accurate  history 
may  be  of  great  value,  but  most  early  cases 
present  few,  if  any,  symptoms.  One  of  the 
earliest  manifestations  in  the  majority  of 
cases  is  an  annoying  indigestion.  The  clas- 
sical symptoms  of  cough,  hemoptysis,  ma- 
laise, fatigue,  loss  of  weight,  etc.,  may  be 
present,  but  are  usually  associated  with  ad- 
vanced disease.  Abnormal  physical  signs 
are  rarely  present  over  minimal  lesions  and 
are  of  little  aid  in  the  evaluation  of  activity. 
Sputum  examination  can  be  of  definite 
value.  A case  showing  tubercle  bacilli  in 
the  sputum  is  certainly  active.  This  is  true 
even  though  X-ray  findings  are  negligible. 
In  questionable  cases  the  more  refined 
methods  of  sputum  examination  must  be 
employed  before  a case  can  be  called  sputum 
negative.  It  must  be  remembered  that  a 
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negative  sputum  does  not  exclude  tuber- 
culosis because  the  majority  of  truly  mini- 
mal cases  are  preulcerative  and  do  not  have 
free  bacilli.  The  most  desirable  method  of 
determining  activity  in  questionable  cases 
is  frequent  X ray.  Examination  at  four- 
or  six-week  intervals  will  reveal  any  ad- 
vance of  the  disease,  and  certainly  a spread- 
ing lesion  is  an  active  lesion.  Sputum  study 
and  history  should  be  repeated  with  each 
interval  examination.  If  a lesion  proves 
stable  after  three  or  four  investigations, 
the  case  should  be  considered  inactive  and 
placed  on  a routine  re-examination  sched- 
ule. The  length  of  observation  to  determine 
activity  must  vary  with  individual  cases. 
Young  people  should  be  followed  more  close- 
ly, and  unless  close  observation  is  possible 
it  is  always  safer  to  give  this  group  of 
patients  the  benefit  of  rest  treatment. 
There  is  a striking  lack  of  resistance  in  the 
Negro  race,  so  it  is  doubly  essential  to 
institute  treatment  in  questionably  active 
lesions.  It  is  not  uncommon  in  this  race 
to  see  a minimal  lesion  progress  to  an  ad- 
vanced stage  in  a period  of  only  a few 
weeks.  Tennessee  has  almost  no  facilities 
for  treatment  of  Negro  tuberculosis,  so  it 
is  even  more  essential  that  minimal  tuber- 
culosis be  diagnosed  and  properly  handled. 

Numerous  studies  have  shown  definitely 
that  most  cases  spread  unless  special  care 
is  exercised.  When  an  early  asymptomatic 
lesion  is  discovered,  there  is  a proper  tend- 
ency on  the  part  of  the  physician  to  re- 
assure the  worried  patient  or  the  more 
agitated  family.  Unfortunately,  this  reas- 
surance may  take  the  form  of  denying  the 
existence  of  the  lesion  or  its  significance. 
This  opinion  is  often  given  because  no  ab- 
normal physical  signs  are  found  on  exam- 
ination. Such  procedure  can  be  a fatal 
mistake  in  the  management  of  a case  of 
tuberculosis.  When  there  are  no  symptoms, 
it  is  difficult  to  convince  the  patient  of  the 
necessity  of  caution  or  treatment.  Kindly 
belittling  of  the  disease  by  a physician  will 
implant  a false  sense  of  security  in  the 
patient’s  mind.  The  medical  profession  can 
overcome  this  obstacle  through  the  educa- 
tion of  the  public  in  the  seriousness  of  early 
tuberculosis.  Tennessee  is  damned  by  the 


presence  of  untrained  practitioners  of  heal- 
ing who  do  not  realize  the  seriousness  of 
tuberculosis  and  are  not  interested  in  the 
long-range  problem  of  public  welfare.  Med- 
ical men  do  know  the  seriousness  of  the 
problem  and  they  must  lead  in  the  educa- 
tion of  the  public. 

The  basis  of  treatment  in  pulmonary 
tuberculosis  is  bed  rest  and  this  principle 
applies  to  all  active  cases  regardless  of  the 
size  of  the  lesion.  The  sooner  and  the 
stricter  the  rest,  the  more  effective  it  is 
likely  to  be.  In  younger  people  lesions  are 
more  likely  to  be  unstable  and  the  need  is 
greater  for  prolonged  rest.  It  is  not  pos- 
sible to  set  any  exact  length  of  time  for 
the  treatment  of  any  patient.  Individual 
response  varies  in  all  cases,  but  certainly 
an  early  diagnosis  will  predispose  to  prompt 
and  complete  recovery. 

The  rest  “cure”  that  is  so  essential  in 
tuberculosis  is  largely  a matter  of  educa- 
tion. The  patient  must  have  a complete 
understanding  of  his  disease  in  order  that 
he  may  cooperate  in  this  program  of  re- 
covery. The  chronic,  relapsing  nature  of 
his  disease  must  be  emphasized  and  he  must 
be  made  to  see  the  logic  of  a routine  of 
rest  and  regulated  activity.  The  problem 
is  not  only  to  get  the  patient  well,  but  to 
keep  him  well.  This  patient  education  can 
be  best  accomplished  in  a sanatorium  where 
the  patient  lives  the  routine  that  is  to  be 
followed.  Association  with  other  patients 
who  are  engaged  in  the  struggle  to  regain 
health  is  a great  help.  The  health  depart- 
ment has  been  much  impressed  by  the  ex- 
treme difficulty  of  patient  instruction  in  the 
home. 

This  initial  period  of  hospitalization 
should  vary  between  two  and  six  months. 
At  the  present  time  we  are,  of  necessity, 
limited  to  a bare  two  months’  hospitaliza- 
tion. Furthermore,  our  hospitalization  is 
limited  to  patients  suitable  for  collapse 
therapy  and  a few  very  early  cases.  As  our 
state-wide  hospitalization  program  grows 
we  want  to  be  able  to  hospitalize  all  cases 
as  soon  as  they  are  diagnosed.  Many  cases 
of  minimal  tuberculosis  will  heal  sponta- 


December,  1945 


THE  IMPORTANCE  OF  MINIMAL  TUBERCULOSIS— Turnbull 


401 


neously  if  given  adequate  rest.  Whenever 
rest  alone  is  not  sufficient  for  recovery, 
collapse  therapy  should  be  instituted 
promptly.  Pneumothorax,  phrenic  nerve 
crushing,  and  thoracoplasty  are  procedures 
of  proven  value  in  selected  cases.  All 
cases  must  pass  through  a stage  amenable 
to  some  form  of  treatment.  It  behooves 
us  to  diagnose  these  cases,  preferably,  be- 
fore they  advance  sufficiently  to  necessi- 


tate anything  more  than  an  interval  of  bed 
rest. 

Our  problem  is  great.  This  disease  is 
an  unnecessary  blot  on  the  name  of  the 
State  of  Tennessee.  The  handling  of  the 
situation  is  dependent  on  eai’ly  accurate 
diagnosis  and  treatment.  You  practitioners 
of  medicine  are  the  men  who  will  lead  your 
patients  to  freedom  from  the  scourge  of 
tuberculosis. 


Make  Your  Plans 
and  Reservations 
to  Attend 

THE  1 1 1TH  MEETING 
of  the 

TENNESSEE  STATE  MEDICAL  ASSOCIATION 
Knoxville,  April  9-1 T,  1946 
Andrew  Johnson  Hotel 
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GETTING  THE  MAXIMUM  BENEFIT  FROM  BED  REST  IN  THE 
TREATMENT  OF  PULMONARY  TUBERCULOSIS 

JUANITA  DOLAN  NEWMAN,  R.N.,  University  of  Tennessee  School  of  Nursing 


Introduction 

Since  the  early  days  of  the  active  treat- 
ment of  pulmonary  tuberculosis  the  fun- 
damental basis  of  all  therapy  has  been  rest 
in  bed.  After  the  introduction  of  organized 
systemic  rest  principles  by  Det  Wilier,  there 
have  been  many  innovations  and  advance- 
ments by  numerous  phthisiologists  for  the 
handling  of  the  tuberculosis  case,  but  the 
fundamental  basis  of  therapy  has  been, 
and  remains,  absolute  rest  in  bed.  Bed  rest 
must  be  physical,  physiologic,  and  psychic. 

It  is  the  aim  and  purpose  of  this  paper 
to  state  some  observations  both  subjective 
and  objective  on  the  difficulties  experienced 
by  the  tuberculosis  patient  in  his  adjust- 
ment to  a regime  of  bed  rest  and  to  sug- 
gest techniques  and  methods  whereby  the 
treatment  time  will  be  of  greater  advan- 
tage in  assisting  the  patient  back  to  a use- 
ful and  gainful  position  in  the  community. 

Before  entering  into  the  body  of  the  dis- 
cussion, a primary  premise  should  be  stated 
in  that  it  is  held  as  a decided  opinion  among 
writers  on  the  subject  that  all  cases  of 
pulmonary  tuberculosis  would  profit  by  an 
initial  period  of  bed  rest  in  an  organized 
hospital  or  sanatorium.  Here  they  would 
learn  the  meaning  of  bed  rest  and  at  the 
same  time  would  receive  valuable  instruc- 
tion in  hygiene  both  by  precept  and  example 
which  can  only  be  gained  in  an  institution 
of  this  kind. 

Krause  has  defined  rest  as  relief  from 
strain.  Therefore  mental  repose  and  mus- 
cular relaxation  are  prominent  features, 
and  to  attain  these  ends  requires  the  ut- 
most in  care  and  administration.  Muscular 
relaxation  is  unnatural  for  many  patients 
and  must  be  taught.  When  this  relaxation 
is  attained,,  rest  in  bed  becomes  comfort- 
able. If  bed  rest  is  not  properly  attained, 
it  soon  leads  to  bed  fatigue. 

Social  Aspects 

The  social  aspects  of  a tuberculosis  pa- 
tient undergoing  the  rest  regime  is  of  pri- 
mary consideration.  This  problem  has 
many  factors,  but  the  most  outstanding 


ones  are  those  of  family  and  finances.  If 
the  new  patient  happens  to  be  the  father 
of  a family  dependent  upon  him  for  the 
living,  quite  naturally  it  is  very  distressing 
to  be  told  that  one  will  be  incapacitated  for 
total  work  for  a period  of  from  three 
months  to  three  years  or  longer.  This  fact 
probably  in  part  explains  why  male  adults 
do  not  adjust  to  a bed  rest  discipline  as 
well  as  do  females  of  the  same  age  group. 
Or  in  some  instances  the  patient  is  the 
mother  of  a family  where  there  are  no  ade- 
quate provisions  made  for  the  children  to 
be  supervised  and  tended.  These  patients 
cannot  receive  maximum  benefit  from  bed 
rest  because  their  sense  of  responsibility 
is  too  great  to  allow  them  to  be  at  ease 
under  prevailing  conditions.  The  obvious 
solution  to  this  problem  is  an  adequate  in- 
vestigation of  the  social  situation  by  a 
trained  investigator  and  a satisfactory  ad- 
justment made  either  by  private  or  state 
funds  until  such  time  as  gainful  work  can 
be  resumed. 

Another  social  problem  which  presents 
itself  is  that  of  the  family  carrying  all  the 
burdens  and  cares  of  the  home  life  to  the 
patient  when  they  are  allowed  to  visit. 
Often  the  fears  and  anxieties  that  result 
from  these  ill-advised  remarks  cause  such 
mental  turmoil  that  it  is  impossible  for  the 
patient  to  rest.  The  family  should  be  edu- 
cated as  to  the  nature  of  the  attempted 
therapy  and  warned  to  curb  their  remarks 
while  visiting  the  patient,  it  being  essential 
that  the  patient  be  completely  at  rest  both 
mentally  and  physically. 

Psychological  Aspects 

The  greatest  obstacle  in  the  road  of  any 
patient  undergoing  prolonged  bed  rest  for 
tuberculosis  is  the  mental  hurdle  which 
must  be  cleared.  It  is  a rare  person  who 
can  accept  undaunted  a diagnosis  of  tuber- 
culosis. At  the  outset  the  patient  is  con- 
fused; this  changes  to  an  attitude  of  bel- 
ligerency which  later  may  change  to  either 
an  attitude  of  cheerful  cooperation  or  meek 
submission  to  the  regimen  of  bed  rest 
therapy. 
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Initially  the  patient  is  shocked  when  he 
realizes  that  he  has  tuberculosis  and  what 
the  long-range  view  of  treatment  and  re- 
covery will  mean.  This  period  is  very  cru- 
cial and  requires  the  utmost  in  skill,  tact, 
and  understanding  from  all  persons  coming 
into  contact  with  the  patient.  After  a 
shorter  or  longer  period  of  time,  depend- 
ing upon  the  care  with  which  the  patient 
is  handled,  the  initial  period  of  shock 
changes  to  one  of  stunned  realization  of 
what  the  “sentence,”  so  to  speak,  means — 
then  the  patient  gets  bewildered  and  begins 
to  wonder  if  he  wouldn’t  do  better  under 
a psychiatrist  rather  than  a physician. 

Another  aspect  of  bed  rest  is  the  large 
amount  of  time  the  patient  has  for  intro- 
spection. Minor  problems  take  on  the  as- 
pect of  major  difficulties.  Also  minor  com- 
plaints as  loss  of  appetite,  sleeplessness, 
palpitation,  and  constipation,  such  as  would 
never  be  noticed  or  mentioned  in  a normal 
situation,  are  exaggerated  and  amplified 
many  times  due  to  the  fact  that  there  is 
nothing  to  divert  the  patient’s  attention. 
These  minor  difficulties  grow  and  attain 
gargantuan  proportions  in  the  patient’s 
mind  unless  his  mind  is  set  at  ease  before 
the  psychic  pathology  attains  such  a pre- 
ponderant size.  In  this  manner,  although 
the  patient  is  in  bed,  he  fails  to  take  bed 
rest. 

As  the  patient  learns  more  about  his  con- 
dition and  sees  more  people  with  the  same 
disease  in  various  stages  of  development, 
some  of  which  terminate  fatally,  the  psy- 
chic impapt  becomes  greater  unless  he  is 
helped  in  his  adjustment.  Each  patient  is 
an  individual  problem  and  needs  and  de- 
serves individual  advice  and  understanding. 
Most  tuberculous  patients  at  this  stage  .do 
not  need  nor  want  sympathy. 

First,  the  patient  must  be  taught  the  sac- 
rifices he  must  make,  and  second  he  must 
develop  a will  to  get  well.  Then,  too,  the 
patient  must  consider  his  ultimate  recovery 
important  enough  not  to  abuse  the  rules 
of  bed  rest.  Frequently  patients  in  private 
institutions  will  be  gross  offenders  of  the 
rules,  as  they  feel  as  though  they  are  pay- 
ing the  bill,  so  why  not  do  as  they  want; 
whereas  in  public  institutions  they  can  be 
better  disciplined. 


Comments  on  Nursing  Care  in  Bed  Rest 

There  are  several  gradations  of  bed  rest. 
Each  patient  being  an  individual  problem, 
the  extent  of  the  rest  regime  is  dictated 
by  the  extent  of  the  patient’s  disease.  The 
range  is  from  absolute  bed  rest  in  the  far 
advanced  case  to  bed  rest  which  allows 
the  convalescing  case  to  be  up  six  to  eight 
hours.  In  the  case  of  patients  put  to  bed 
on  absolute  rest  the  strict  regime  is  altered 
by  graded  exercises  as  the  patient  pro- 
gresses toward  recovery.  It  is  of  the  ut- 
most importance  that  the  patient  under- 
stand the  details  and  rationale  for  absolute 
and  limited  bed  rest  so  that  the  fullest 
cooperation  will  obtain. 

All  well-disciplined  bed  rest  regimes  in- 
clude one  or  two  periods  daily,  at  which 
time  the  patient  lies  quietly  in  bed  or  sleeps 
for  one  to  two  hours.  With  practice,  and 
if  fixed  at  regular  times,  the  period  gets 
to  be  a necessity  with  the  patient. 

Another  important  adjustment  to  be 
made  is  that  of  eating  in  bed.  The  patients 
on  absolute  bed  rest  are  required  to  eat 
lying  flat  while  the  limited  exercise  pa- 
tient may  be  allowed  to  sit  up  and  eat. 
If  the  patient  cannot  sit  up  to  eat,  the 
tray  should  be  placed  so  he  may  reach  it 
with  ease.  A clean  glass  “straw”  should 
be  provided  for  each  glass  of  fluid  on  the 
tray  and  a clean  spoon  for  each  dish  of 
food.  Regardless  of  the  bed  rest  regime,  the 
food  should  be  palatable  and  attractively 
served  in  addition  to  being  nourishing. 

The  use  of  the  bedpan  is  another  vital 
point  in  rest  regimes.  Most  patients  have 
difficulty  in  adjusting  to  the  bedpan  and 
expend  energy  in  going  to  the  toilet,  or  even 
worse,  in  some  instances,  becoming  con- 
stipated and  resorting  to  the  continued  use 
of  laxatives.  The  bedpan  should  be  used 
at  the  same  time  each  day,  and  as  much 
privacy  as  can  be  obtained  should  be  grant- 
ed each  patient. 

The  nurse  plays  a very  important  role 
in  assisting  the  patient  to  attain  maximum 
results  from  bed  rest.  She  is  in  close  con- 
tact with  the  patient  and  is  in  a position 
to  observe  and  evaluate  the  patient’s  many 
complaints,  and,  if  tactful  and  understand- 
ing, she  can  assist  the  patient  in  attaining 
that  vital  goal — rest  on  bed  rest. 
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SERODIAGNOSIS  IN  SYPHILIS* 

R.  H.  KAMPMEIER,  M.D..+  Nashville 

It  may  be  said  without  fear  of  contradic- 
tion that  the  most  difficult  problem  facing 
the  physician  in  the  field  of  syphilis  is  the 
evaluation  or  interpretation  of  serologic 
tests  as  related  to  diagnosis.  Blood  tests 
are  of  inestimable  value  in  determining  the 
incidence  of  the  disease  in  populations, 
groups,  and  in  the  finding  of  cases  of  syph- 
ilis, especially  in  that  great  majority  of 
patients  who  are  in  the  latent  stage.  How- 
ever, the  evaluation  of  a positive  test  in  the 
individual  patient  may  involve  a nicety  of 
judgment,  taxing  the  physician  to  the  ut- 
most. 

In  these  days  of  blood  tests  for  pre- 
marital examinations,  food-handlers,  in  in- 
dustry, and  for  draft  board  examinations, 
probably  no  physician  has  escaped  the  dif- 
ficult problem.  He  has  had  to  decide 
whether  a positive  test  for  syphilis  has 
meant  such  a diagnosis  or  whether  it  was 
a false  test.  Unquestionably,  thousands  of 
persons  are  placed  under  antisyphilitic 
treatment  annually  on  the  basis  of  one  posi- 
tive or  doubtful  test,  the  diagnosis  of  syph- 
ilis often  being  erroneous.  One  can  only 
guess  at  the  embarrassment  caused  by  such 
a diagnosis,  and  the  affianced  couples  which 
are  broken  up  by  the  misinterpretation  of 
positive  tests.  On  the  other  hand,  many  a 
doubtful  test  for  syphilis  is  probably  disre- 
garded when  it  should  offer  a clue  to  pos- 
sible syphilis  of  the  central  nervous  or  car- 
diovascular systems. 

Nature  of  Serologic  Tests  for  Syphilis 

There  are  two  general  types  of  tests  com- 
monly used  in  the  serodiagnosis  of  syphilis. 
The  complement  fixation  test  used  most 
frequently  is  the  Kolmer  modification  of  the 
Wassermann  reaction.  The  precipitation 
or  flocculation  tests,  varying  essentially 
only  in  the  preparation  of  the  antigen,  in 
common  use  are  the  Kahn,  Kline,  Hinton, 
and  Eagle  tests.  Both  the  complement  and 
precipitation  tests  can  be  performed  in  a 

*Read  at  the  meeting  of  the  Middle  Tennessee 
Medical  Association,  Shelbyville,  May  10,  1945. 

fFrom  the  Department  of  Medicine,  Vanderbilt 
University  School  of  Medicine,  Nashville. 


quantitative  as  well  as  in  the  usual  quali- 
tative manner. 

The  physician  employing  the  serologic 
tests  in  the  diagnosis  of  syphilis  should 
recognize  an  important  factor.  Unlike  most 
biologic  tests,  the  antigen  used  in  the  tests 
is  nonspecific — that  is,  it  bears  no  relation- 
ship to  the  treponema,  but  is  made  from 
beef  heart. 

In  the  evaluation  of  any  test  two  aspects 
must  be  taken  into  consideration.  These 
are  the  sensitivity  of  the  test  and  also  its 
specificity.  Sensitivity  is  rated  as  the  per- 
centage of  true-positive  reactions  in  bloods 
from  known  syphilitic  donors.  Specificity 
is  interpreted  as  the  percentage  of  nega- 
tive reactions  on  bloods  from  presumably 
nonsyphilitic  persons.  Laboratories  vary 
greatly  among  themselves  in  these  two  cate- 
gories even  when  using  the  same  type  of 
blood  test.  The  aim  of  the  United  States 
Public  Health  Service  in  its  evaluation 
study  on  a nation-wide  basis  was  to  reduce 
these  discrepancies  to  a minimum.  Many 
state  health  departments  have  conducted 
such  studies  in  laboratories  on  a state-wide 
scope.  Specificity  should  be  ninety-nine  to 
one  hundred  per  cent,  whereas  sensitivity 
ranges  around  eighty  per  cent.  With  in- 
creased sensitivity  there  is  a loss  of  spec- 
ificity. Beerman,1  quoting  Kahn,  in  em- 
phasizing that  high  specificity  rather  than 
sensitivity  be  the  major  consideration  of 
a serologic  test  gave  the  following  hypo- 
thetical example.  If  40,000  hospital  admis- 
sions had  1,200  cases  of  treated  or  un- 
treated syphilis  among  them,  an  increase 
of  one  per  cent  in  sensitivity  would  pick 
up  twelve  additional  cases  of  treated  or 
untreated  syphilis,  whereas  one  per  cent  in- 
crease in  nonspecificity  would  result  in  400 
nonsyphilitic  patients  being  reported  posi- 
tive. 

The  remarks  with  reference  to  sensitivity 
and  specificity  will  underline  the  short- 
comings of  the  sensitive  “exclusion’’  and 
“presumptive”  tests  which  the  originators 
of  these  tests  have  emphasized — these  ai*e 
“screen”  tests  and  not  diagnostic  tests. 

In  general,  it  may  be  said  that  the  pre- 
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cipitation  tests  are  the  more  sensitive,  but 
that  the  complement  fixation  is  the  more 
specific  test.  Thus  with  a small  amount  of 
reacting  substance  in  the  blood,  as  in  early 
primary  syphilis  or  in  late  or  treated  syph- 
ilis, the  precipitation  tests  are  more  likely 
to  be  positive,  the  complement  fixation  pos- 
sibly being  negative.  However,  there  is  a 
small  group  of  patients  having  the  inex- 
plicable finding  of  a positive  complement 
fixation  test  and  a negative  precipitation 
test.  This  situation  is  most  likely  to  be 
encountered  in  late  or  treated  syphilis. 

When  a whole  “battery”  of  tests  is  used — 
that  is,  three  or  more  tests — there  may  be 
wide  discrepancies  in  the  results.  This  may 
be  confusing  especially  since  sera  suspected 
of  false  positive  reactions  are  often  sub- 
jected to  a battery  of  tests.  The  lack  of 
uniformity  in  results  may  seem  to  indicate 
false  tests.  This  is  not  necessarily  true. 
Though  strongly  positive  blood  will  react 
to  all  procedures,  irregular  results  may 
occur  in  some  syphilitic  sera  as  well  as  in 
false  positive  ones.  Some  weakly  positive 
syphilitic  sera  may  react  consistently  with 
one  or  more  of  a battery  of  tests  whereas 
other  sera  react  with  others  of  such  a series 
of  tests. 

Negative  Reactions  in  the  Presence  of 
Syphilis 

As  was  noted  above,  the  reaction  may 
be  negative  in  the  presence  of  syphilis  be- 
cause there  is  not  enough  free  reagin  (re- 
acting substance)  in  the  blood  stream.  In 
later  stages  with  established  seropositivity 
due  to  treatment  the  reagin  content  may 
drop  to  such  an  extent  that  the  blood  be- 
comes negative.  With  the  passage  of  many 
years,  the  blood  test  may  reverse  to  a 
negative  phase  spontaneously  without  treat- 
ment. This  may  occur  even  though  active 
syphilis  be  present. 

Doubtful  Reactions 

Obviously,  if  negative  tests  may  be  found 
in  the  presence  of  syphilis,  as  indicated 
above,  a small  amount  of  reagin  under  sim- 
ilar circumstances  may  give  rise  to  doubt- 
ful reactions.  Furthermore,  if  frequent 
tests  are  made  in  a given  case,  it  is  not 
uncommon  to  find  a fluctuation  of  the  sero- 


logic reactions.  Thus  in  a patient  under 
treatment  for  syphilis,  or  in  one  of  disease 
of  many  years’  duration,  the  results  at  in- 
tervals may  be  negative,  doubtful  or  posi- 
tive. For  a long  time  these  findings  were 
thought  to  indicate  varying  amounts  of 
reagin  in  the  blood  stream  dependent  pos- 
sibly on  the  degree  of  tissue  reaction  to 
syphilitic  foci.  This  may  be  true  at  times, 
but  Mohr  and  Smith2  showed  that  such 
variations  were  not  due  to  a fluctuation  of 
reagin  content  of  the  serum,  but  that  they 
reflected  daily  variations  in  sensitivity  of 
the  tests  employed  in  the  laboratory. 

The  doubtful  reaction  in  the  person  with 
no  history  or  clinical  evidence  of  syphilis 
poses  a serious  problem  to  his  physician. 
Commonly  the  doubtful  test  is  an  error  in 
the  reading  of  a borderline  reaction.  Again 
it  may  be  a lesser  degree  of  the  false  posi- 
tivity to  be  considered  in  the  following 
section. 

False  Positive  Tests 

1.  Technical  Errors  May  Occur  in  a 
Number  of  Ways — There  may  be  errors  in 
identifying  specimen  and  report  slip  as  well 
as  errors  in  reporting  results.  Dirty  lab- 
oratory glassware  may  cause  false  positive 
tests.  False  positive  tests  may  be  a re- 
flection of  technician’s  errors  in  reading 
the  results  of  tests.  This  is  especially  true 
in  the  case  of  beginners  who  tend  to  re- 
port more  doubtful  tests  because  of  con- 
scientiousness. One  important  source  of 
error  is  to  be  found  in  the  antigens  them- 
selves due  to  adventitious  materials  and 
other  factors. 

2.  False  Positive  Tests  in  Normal  Per- 
sons.— Many  of  the  warm-blooded  animals 
give  positive  tests  for  syphilis,  indicating 
the  presence  of  some  substance  in  the  blood 
which  reacts  with  the  antigen.  There  are 
studies  which  indicate  that  many,  if  not  all, 
human  subjects  have  at  least  some  of  this 
reacting  substance  in  the  blood.  Fortu- 
nately for  the  value  of  the  serologic  tests 
for  syphilis,  the  number  of  persons  having 
a sufficient  amount  of  this  substance  to  give 
a positive  result  with  diagnostic  tests  make 
up  a very  small  percentage  of  the  popula- 
tion at  large.  Various  statistical  analyses 
by  both  serologists  and  clinicians  place  this 
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percentage  no  higher  than  one  per  cent. 
To  be  sure,  this  constitutes  but  a very  small 
number  of  persons.  Yet  the  knowledge  that 
biologic  false  positive  tests  do  occur  must 
come  to  the  physician’s  mind  when  he  is 
faced  by  an  apparently  healthy  person  with 
only  a positive  precipitation  test,  a negative 
history  for  syphilis,  and  no  history  of  sex- 
ual exposure. 

3.  False  Positive  Tests  in  Nonsyphilitic 
Diseases. — In  addition  to  the  one  per  cent 
or  less  of  normal  persons  giving  false  posi- 
tive tests  for  syphilis  is  a group  of  patients 
suffering  from  one  of  several  diseases  now 
known  to  produce  positive  reactions  in  some 
instances.  In  general,  these  diseases  are 
due  to  either  protozoan  or  virus  infectious 
agents.  Bacterial  infections  rarely  give 
positive  tests. 

Diseases  due  to  protozoans.  Yaws,  bejel, 
and  pinta  are  three  diseases  of  the  tropics, 
each  due  to  a spirochete  indistinguishable 
from  the  treponema  pallida  and  all  associ- 
ated with  positive  serologic  tests  for  syph- 
ilis. Kala  azar,  a fourth  tropical  disease, 
often  is  found  to  produce  positive  tests. 
Relapsing  fever,  a spirochetal  disease,  en- 
countered occasionally  in  this  country,  may 
show  positive  reactions.  The  same  has 
been  reported  for  rat-bite  fever  whether 
due  to  Spirillum  muris  or  to  the  Strepto- 
thrix.  Filariasis  may  at  times  have  asso- 
ciated positive  tests. 

Malaria  also  may  cause  false  positive 
tests  for  syphilis.  There  has  been  much 
discussion  in  the  past  relative  to  this  mat- 
ter. However,  it  is  now  agreed  by  most 
investigators  that  positive  reactions  do 
occur  in  the  acute  stages  of  the  disease, 
disappearing  afterwards  in  the  latent  stage 
(beyond  the  first  three  weeks).  The  tests 
tend  to  be  mildly  positive  or  doubtful  and 
vary  from  day  to  day  from  negative  to 
positive.  It  must  be  emphasized  that  a 
positive  blood  test  must  not  be  disregarded 
because  of  malaria  in  the  past. 

Diseases  due  to  viruses.  Of  this  group 
infectious  mononucleosis  was  the  first  to  at- 
tract attention  in  the  field  of  false  positive 
tests  for  syphilis.  How  readily  an  errone- 
ous diagnosis  of  secondary  syphilis  could 
be  made  in  the  patient  with  this  disease — 


a young  adult — with  the  clinical  picture  of 
fever,  sore  throat,  generalized  lymph- 
adenitis, occasionally  a rash,  and  a positive 
blood  test  for  syphilis!  The  incidence  of 
false  positive  reactions  for  syphilis  has  been 
reported  as  from  eight  to  sixty  per  cent. 
The  great  discrepancy  is  dependent  upon 
the  frequency  and  intervals  at  which  tests 
are  done  during  the  course  of  the  disease. 

Vaccinia  as  a cause  for  false  positive 
tests  for  syphilis  has  been  of  increasing 
interest  since  first  described  in  1940.  A 
number  of  group  studies  on  the  subject  in- 
dicate that  from  ten  to  fifty  per  cent  of 
persons  having  “takes”  with  smallpox  vac- 
cination will  develop  doubtful  or  positive 
blood  tests.  A lesser  number  of  those  hav- 
ing vaccinoid  reactions  will  react  similarly. 

Lymphopathia  venereum  may  be  accom- 
panied by  positive  precipitation  tests,  espe- 
cially confusing  since  it  is  one  of  the  vene- 
real diseases.  Recently  atypical  pneumonia, 
a virus  infection,  has  been  shown  to  have 
associated  false  positive  tests  for  syphilis 
in  about  one-fifth  of  the  cases.  This  fact 
may  account  for  past  reports  of  such  reac- 
tions in  pneumonia  due  to  cocci.  Several 
papers  have  mentioned  false  positive  reac- 
tions for  syphilis  in  measles,  appearing  in 
a small  percentage  of  cases. 

Diseases  due  to  bacteria.  Leprosy  is  the 
bacterial  disease  most  often  attended  by 
false  positive  tests  for  syphilis,  an  inci- 
dence varying  from  thirty  to  sixty  per  cent 
of  cases.  Fortunately,  this  offers  a negli- 
gible problem  to  the  average  practitioner 
because  of  the  rarity  of  the  disease  in  this 
country.  In  the  past  attempts  have  been 
made  to  demonstrate  positivity  of  blood 
tests  in  tuberculosis.  There  is  no  worth- 
while evidence  indicating  that  the  tubercle 
bacillus  causes  such  reactions. 

Miscellaneous  conditions.  Recently  it  has 
been  shown  that  the  giving  of  stimulating 
or  “booster”  doses  of  tetanus  toxoid  may 
be  accompanied  by  positive  Kahn  tests.3 
The  original  immunization  has  not  been 
demonstrated  as  yet  to  cause  this  reaction. 
False  positive  tests  may  be  encountered  oc- 
casionally in  patients  who  recently  have 
been  treated  with  horse  serum  antitoxins. 
In  the  presence  of  hyperproteinemia  posi- 
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tive  precipitation  tests  have  been  known  to 
occur.4 

Several  generalizations  may  be  made  rel- 
ative to  the  development  of  false  positive 
tests  for  syphilis  in  nonsyphilitic  diseases. 
(1)  It  has  been  shown  that  a period  of 
time  must  elapse  after  the  onset  of  the 
disease  before  the  positive  reactions  de- 
velop. The  best  time  seems  to  be  between 
the  seventh  and  twenty-first  days.  (2) 
There  is  a tendency  toward  a fluctuation  of 
the  degree  of  positivity  varying  even  from 
day  to  day.  Thus  a day  or  two  or  more 
after  a positive  test  was  obtained,  a nega- 
tive or  doubtful  test  may  be  recorded.  This 
fact  probably  accounts  for  the  great  differ- 
ences of  opinion  regarding  the  incidence  of 
positive  tests  in  the  above  diseases.  Some 
authors  have  taken  blood  samples  at  more 
frequent  intervals  during  the  course  of  an 
illness  than  have  others  and  thus  have 
found  more  positive  tests.  (3)  Most  of  the 
false  positive  tests  are  lost  in  from  three 
to  four  months.  (4)  In  general,  false  posi- 
tive tests  tend  to  be  of  a lower  titre  than 
are  those  in  syphilitic  blood.  This  should 
not  be  overemphasized,  however,  since  posi- 
tive tests  in  high  titre  may  appear  in  non- 
syphilitic disease,  whereas  low  titre  reac- 
tions are  common  in  late  syphilis.  (5) 
False’positive  tests  are  most  commonly  seen 
in  the  precipitation  type  of  tests  and  less 
commonly  with  the  complement  fixation. 
The  latter,  however,  may  give  an  anticom- 
plementary reaction. 

A paper  of  this  type  is  not  the  proper 
vehicle  for  discussion  of  the  theoretical 
mechanisms  which  might  explain  positive 
tests  in  the  absence  of  syphilitic  infection. 
However,  brief  consideration  should  be 
given  to  attempts  being  made  to  provide 
aids  in  the  differentiation  of  false  positive 
reactions  from  the  true  positive  tests  due 
to  syphilis.  Several  years  ago  Kahn  de- 
veloped the  so-called  “verification”  test, 
which  is  a differential  temperature  test  to 
separate  nonsyphilitic  positive  bloods  from 
syphilitic  positive  ones.  It  does  not  satisfy 
the  criteria  which  a verification  test  should 
have  and  thus  will  not  always  settle  the 
problems  it  is  called  upon  to  solve.  Nor  has 
the  use  of  spirochetal  antigens  proved 


more  specific  than  beef  heart  antigens.  It 
is  hoped  that  Neurath5  will  be  successful  in 
his  efforts  to  use  serum  fractionation  as  a 
method  to  separate  the  syphilitic  from  the 
false  positive  sera. 

The  Serologic  Tests  in  Syphilis 

1.  In  primary  syphilis,  as  was  noted 
above,  there  is  a seronegative  stage,  while 
reagin  content  is  at  a subthreshold  level, 
and  diagnosis  is  possible  only  by  dark- 
field  examination.  By  the  time  the  chancre 
has  been  present  for  two  weeks,  positive 
blood  tests  will  be  present  in  well  over  half 
the  patients.  In  rare  instances  the  blood 
may  remain  seronegative  as  long  as  two 
months  after  the  appearance  of  the  lesion. 

2.  Secondary  syphilis  is  accompanied  by 
positive  complement  fixation  and  precipi- 
tation tests  in  100  per  cent  of  cases.  This 
fact  should  eliminate  the  treatment  of 
pityriasis  rosea  as  being  syphilitic,  or,  in 
other  words,  no  matter  how  certainly  the 
rash  may  suggest  secondary  syphilis,  a neg- 
ative blood  test  should  interdict  antisyph- 
ilitic treatment. 

3.  Late  syphilis  is  not  associated  con- 
sistently with  either  negative  or  positive 
reactions,  the  result  depending  upon  the 
reagin  content  of  the  blood.  This  drops 
with  the  passage  of  years.  Though  late 
benign  lesions,  gumma  of  bone,  skin,  etc., 
show  positive  tests  in  probably  ninety-five 
per  cent  or  more  of  cases,  the  reactions 
may  be  negative  for  both  complement  fixa- 
tion and  flocculation  tests  or  may  be  doubt- 
ful in  either  or  both.  Negative  blood  tests 
are  encountered  in  cardiovascular  syphilis 
in  as  many  as  twenty  per  cent  of  cases. 
Though  most  forms  of  neurosyphilis  have 
attendant  positive  blood  tests,  both  types 
may  be  negative  or  doubtful.  Tabes  dor- 
salis notably  is  accompanied  by  negative 
serologic  reactions  in  the  blood  in  thirty- 
three  per  cent  of  cases  at  the  time  the 
physician  is  consulted  because  of  symptoms. 
The  importance  of  spinal  fluid  examination 
in  suspected  neurosyphilis  is  obvious,  even 
though  the  blood  is  negative. 

4.  In  untreated  latent  syphilis  blood  tests 
give  variable  reactions.  During  the  early 
years  of  symptomless  infection  the  react- 
ing substance  is  of  such  titre  that  all  tests 
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are  positive.  With  the  passage  of  years 
either  the  complement  fixation  or  floccula- 
tion tests  of  both  may  become  doubtful  or 
negative. 

Treatment,  if  adequate,  will  modify  the 
reactions,  causing  their  complete  or  in- 
complete reversal.  In  some  cases  treat- 
ment, though  successful  from  a clinical 
viewpoint,  fails  to  reverse  the  blood  tests, 
such  a patient  thus  presenting  “serofast- 
ness.” 

Diagnosis  of  Syphilis  Based  on  Sero- 
logic Tests 

The  interpretation  of  doubtful  or  positive 
tests  for  syphilis  in  the  individual  without 
a history  or  clinical  evidence  of  syphilis 
presents  the  physician  with  a most  trouble- 
some problem. 

Moore6  points  out  that  on  clinical  grounds 
a physician  is  justified  in  suspecting  a false 
positive  result  in  at  least  two  groups  of 
patients  as  follows : 

(1)  Young  girls  or  women  who  give  no 
history  of  syphilitic  infection,  who  show 
no  physical  evidence  of  the  acquired  or  con- 
genital disease,  and  who  have  not  been  de- 
monstrably sexually  exposed  (e.g.,  virgins)  ; 

(2)  persons  of  either  sex  and  of  any  age 
who,  also  lacking  historical  or  physical  evi- 
dence of  syphilis,  are  found  to  have  positive 
tests  at  an  interval  after  one  or  more  pre- 
viously negative  tests  and  who  deny  ex- 
posure in  the  interim. 

On  serologic  grounds,  one  is  justified  in 
suspecting  a false  positive  result  in  a pa- 
tient who,  lacking  historical  or  clinical  evi- 
dence of  infection,  gives  a series  of  doubtful 
or  weakly  positive  tests  with  conflicting 
results  between  different  techniques  or 
from  different  laboratories. 

He  suggests  the  approach  to  study  the 
problem  of  the  individual  patient  be  some- 
what as  follows : 

(1)  Take  a careful  history  as  to  symp- 
toms of  some  intercurrent  infection,  serum 
treatment,  or  vaccination.  (2)  Make  a 
careful  physical  examination  for  evidences 
of  acute  infection,  with  special  reference  to 
lymph  nodes,  spleen,  and  lungs.  (3)  Make 
a thorough  search  of  blood  smears  for  ma- 
larial parasites.  (4)  Examine  blood  smears 
for  infectious  mononucleosis,  as  this  is  a 


much  more  common  infection  than  it  is 
usually  thought  to  be,  and  make  a blood 
test  for  heterophile  antibody.  (5)  Repeat 
serologic  tests  for  syphilis  by  several  dif- 
ferent technics,  including  both  complement 
fixation  and  flocculation,  at  least  one  of 
which  is  quantitatively  titered.  (6)  Repeat 
serologic  test  for  syphilis  in  several  dif- 
ferent laboratories  of  known  excellence  in 
order  to  rule  out  all  possibility  of  technical 
error.  (7)  Examine  members  of  the  family 
and  sexual  contacts.  Congenital  syphilis 
may  thus  be  ruled  out.  (8)  Examine  the 
cerebrospinal  fluid  if  a decision  cannot  be 
reached  earlier.  (9)  Withhold  antisyphi- 
litic treatment  unless  and  until  the  diag- 
nosis of  syphilis  is  proved.  Such  treatment 
is  dangerous  and  should  not  be  given  unless 
the  risk  is  justified  by  the  actual  existence 
of  syphilis. 

Moore’s  suggestions  as  outlined  above 
present  the  approach  to  the  problem  of 
possible  false  positivity.  I have  outlined  an 
approach  in  using  the  positive  blood  test 
as  the  sole  factor  in  the  diagnosis  of  syph- 
ilis from  a slightly  different  viewpoint  than 
Moore’s.  This  represents  our  practice  at 
the  Vanderbilt  University  Hospital  Syph- 
ilis Clinic.7 

Broadly  our  cases  are  interpreted  with 
necessary  variations,  somewhat  as  follows: 
(These  interpretations  presuppose  a nega- 
tive history  of  syphilis  or  previous  anti- 
syphilitic treatment,  a negative  physical 
examination  for  syphilis  and  a negative 
spinal  fluid.  They  also  imply  either  nega- 
tive results  in  the  examination  of  family 
or  sex  contacts  or  the  unavailability  of 
such  for  examination.  Furthermore,  there 
must  be  no  evidence  of  disease  capable  of 
giving  false-positive  results.) 

(1)  Persistently  and  repeatedly  positive 
reactions  with  both  complement  fixation 
and  flocculation  tests  are  accepted  as  es- 
tablishing the  diagnosis  of  syphilis. 

(2)  Persistently  and  repeatedly  positive 
flocculation  tests  with  doubtful  complement 
fixation  tests  are  considered  to  mean  syph- 
ilis, especially  in  the  presence  of  admitted 
and  repeated  sexual  exposures. 

(3)  Persistently  and  repeatedly  positive 
flocculation  tests  with  negative  complement 
fixation  tests  are  accepted  as  indicating 
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syphilis  in  persons  who  have  been  sexually 
promiscuous  for  years.  (Partial  serore- 
versal  may  take  place  spontaneously  with 
the  passage  of  a decade  or  more.)  In  vir- 
gins and  in  those  denying  sexual  exposure 
observation  and  prolonged  study  of  the 
serologic  reactions  for  syphilis  is  indicated. 

(4)  Fluctuating  flocculation  tests  with 
possibly  an  occasional  doubtful  complement 
fixation  test  thrown  in  cannot  be  accepted 
to  mean  syphilis.  (“Persistently  and  re- 
peatedly” means  the  taking  of  frequent 
tests  for  weeks  or  months  as  may  be  indi- 
cated in  a given  case.) 

Every  contingency  cannot  be  covered  by 
any  set  of  rules  or  suggestions.  As  in  every 
field  of  medicine,  the  practitioner  in  the 
end  must  rely  upon  his  clinical  judgment  in 
making  his  decision.  A thorough  knowl- 
edge of  the  biology  of  the  syphilitic  infec- 
tion must  be  the  foundation  upon  which  he 
will  make  his  decisions. 

Summary 

Brief  consideration  has  been  given  to  the 
significance  of  negative,  doubtful,  and  posi- 


tive blood  tests  for  syphilis.  The  problem 
of  false  positive  tests  has  been  discussed 
as  well  as  the  true  positive  tests.  Finally, 
the  application  of  serodiagnosis  to  the  in- 
dividual patient  has  been  outlined. 
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SURGICAL  TREATMENT  OF  HYPERTHYROIDISM* 

GEORGE  TURNER  HOWARD,  JR.,  M.D.,  Knoxville 


Advances  in  the  knowledge  and  in  the 
skill  of  handling  patients  with  thyrotoxi- 
cosis have  eliminated  many  of  the  hazards 
formerly  connected  with  the  surgical  treat- 
ment of  such  patients.  Today  we  see  so 
little  of  thyroid  crises  and  other  critical 
states  because  of  better  preoperative  and 
postoperative  management.  We  have  found 
it  unnecessary  to  do  nearly  as  many  stage 
operations  as  were  done  in  the  past  for 
similar  reasons.  The  discovery  of  thiou- 
racil  has  aided  further  in  getting  the  crit- 
ical cases  of  hyperthyroidism  into  better 
clinical  condition  to  operate  on  safely  in 
one  stage  with  a smoother  postoperative 
course.  The  introduction  of  iodine  in  itself 
reduced  the  number  of  pole  ligations  and 
hemithyroidectomies  greatly.  Thiouracil 
promises  more  in  those  with  severe  thyro- 
toxicosis. 

Hyperthyroidism  may  be  seen  in  any  age 
group.  Some  of  the  severest  cases  are 
found  in  the  young.  The  most  common 
symptom  is  the  onset  of  nervousness  and 
irritability,  usually  associated  with  in- 
creased perspiration  and  palpitation.  They 
nearly  all  are  much  more  comfortable  in 
the  colder  months.  Loss  of  weight  is  usu- 
ally found,  but  is  not  always  present.  Those 
who  do  not  have  weight  loss  will  most 
always  admit  to  increased  food  intake  and 
usually  increased  energy  output.  Diarrhea 
and  vomiting  may  occur  with  increasing 
toxicity.  The  hyperthyroid  patient  tires 
easily  and  muscular  weakness  may  be  the 
presenting  symptom.  Menstrual  changes 
are  noted  in  a little  more  than  fifty  per 
cent  of  females,  usually  causing  a more 
scanty  and  shorter  period. 

Examination  reveals  the  flushed,  moist 
skin,  which  may  be  less  in  evidence  in  the 
elderly.  They  nearly  all  show  motor  rest- 
lessness. There  is  usually  a noticeable  full- 
ness in  the  lower  neck,  which,  with  palpa- 
tion, shows  a uniform  symmetrical  enlarge- 
ment of  the  gland  to  be  present.  Exoph- 
thalmos is  seen  in  fifty  per  cent  of  the  cases, 
according  to  Hurxthal,1  and  the  typical 
stare  and  lid  lag  may  or  may  not  be  in 


*Read  before  the  Knox  County  Medical  Society, 
Knoxville,  October  9,  1945. 


evidence.  The  blood  pressure  is  character- 
istically elevated  a little  with  increase  in 
the  pulse  pressure.  A fine  tremor  of  the 
hands  is  noticeable.  A true  basal  metabolic 
rate  will  show  an  elevation  which  is  checked 
by  a blood  cholesterol  determination.  It 
is  unusual  to  find  an  appreciably  elevated 
basal  metabolic  rate  without  a lower  blood 
cholesterol. 

The  treatment  of  hyperthyroidism  still 
remains  largely  in  the  realm  of  surgery, 
although  close  cooperation  of  the  internist 
and  surgeon  offers  the  best  solution  to  the 
problem.  Preoperative  treatment  is  of  ut- 
most importance.  It  is  the  author’s  opinion 
that  Lugol’s  solution  should  be  withheld 
until  two  or  three  weeks  before  operation 
and  thiouracil  should  be  administered  in 
the  hospital  when  possible  because  frequent 
checks  on  the  blood  counts  and  metabolism 
are  advisable. 

The  preoperative  care  should  include 
mild  sedatives,  complete  bed  rest,  and  hyp- 
notics at  bedtime.  A high  caloric,  high 
vitamin  diet  should  be  given.  Sweetened 
fruit  juices  will  be  found  of  aid  in  getting 
an  adequate  amount  of  carbohydrate  in  the 
patient,  with  consequential  fortification  of 
the  depleted  liver  writh  glycogen.  All  stim- 
ulants are  eliminated  and  visitors  restricted. 
Patients  with  hyperthyroidism  should  have 
a careful  evaluation  of  their  cardiovascular 
system,  and  if  there  are  any  signs  of  de- 
compensation, adequate  measures  should  be 
instituted  by  an  internist.  Finally  Lugol’s 
solution  minims  ten  is  given  three  times  a 
day  until  the  maximum  drop  of  the  basal 
metabolic  rate  is  received,  which  usually  is 
attained  in  ten  days  to  three  weeks. 

Thiouracil  represents  a great  advance  in 
our  preoperative  preparation  of  patients 
with  toxic  goiters.  ^However,  because 
there  are  occasional  cases  that  develop  tox- 
icity similar  to  that  found  in  the  adminis- 
tration of  sulfonamides,  it  is  perhaps  best 
at  this  time  to  limit  the  administration  of 
thiouracil  to  the  most  toxic  cases.  In 
these  the  metabolism  can  be  leveled  down 
to  normal  or  even  into  myxedematous  val- 
ues. 3Optimum  improvement  should  be  re- 
ceived before  doing  the  thyroidectomy. 
This  takes  longer  when  iodine  has  been 
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given  before  thiouracil.  WVhereas,  iodine- 
treated  patients  get  an  average  drop  of 
about  twenty-five  points  in  the  metabolic 
rate,  the  thiouracil  patients  get  an  average 
of  about  fifty  points,  dropping  the  basal 
metabolic  rate  to  the  region  of  ten.  A 
daily  dose  of  six-tenths  gram  of  thiouracil 
is  given  in  divided  doses  of  two-tenths  gram 
three  times  daily.  With  longer  use  the  me- 
tabolism falls  lower  with  this  drug,  while 
the  maximum  drop  is  received  in  two  to 
three  weeks  with  iodine  and  fails  to  go  fur- 
ther down.  There  seems  to  be  nothing 
comparable  to  the  iodine  escape  mechanism 
in  those  cases  treated  with  thiouracil.  The 
postoperative  course  has  been  smoother 
with  this  drug  than  with  iodine.3  Among 
the  disadvantages  of  thiouracil  are  its  oc- 
casional toxic  reactions  with  leukopenia, 
increased  hyperplasia,  and  increased  vas- 
cularity of  the  gland,  making  the  thyroid 
more  difficult  to  handle  at  operation.  These 
disadvantages  are  overshadowed  by  its 
marked  effect  on  the  very  toxic  thyroid 
patients  with  high  metabolic  rates.  Like 
iodine,  it  is  the  author’s  opinion  that  this 
drug  should  be  used  at  present  only  in 
preparation  of  patients  for  surgery. 

Choice  of  anesthesia  is  of  importance. 
Local  infiltration  of  one  per  cent  novocain 
without  adrenalin  should  be  used  when 
there  is  reduced  cardiac  reserve  or  myo- 
cardial damage.  Gas  oxygen  mixtures  or 
even  gas  oxygen  ether  is  satisfactory  for 
the  average  case.  The  type  of  anesthetic 
should,  of  course,  depend  somewhat  on  the 
experience  of  the  anesthetist.  Cyclopro- 
pane may  be  perfectly  safe  in  some  anes- 
thetists’ hands,  but  should  not  be  used  by 
those  who  are  not  perfectly  familiar  with 
it  and  use  it  often.  Thyroid  patients  re- 
quire a little  more  in  premedication  than 
the  average.  However,  large  doses  of  mor- 
phine are  not  as  a rule  employed  in  pre- 
liminary preparation.  One  and  one-half 
grains  of  nembutal  are  given  at  bedtime 
and  may  be  repeated  once  if  necessary  be- 
fore midnight.  Three  grains  of  nembutal 
are  given  one  hour  before  operation  fol- 
lowed by  one-sixth  grain  of  morphine  and 
1/150  grain  atropine  one-half  hour  before 
surgery.  If  the  patient  is  to  have  local 
anesthesia,  scopolamine  hydrobromide  grain 
1/150  is  substituted  for  the  atropine.  These 
doses  are  varied  to  fit  the  individual  as  to 
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differences  in  toxicity  and  nervousness, 
weight,  age,  etc. 

The  head  is  extended  by  a sandbag  be- 
neath the  shoulders.  A transverse  (Rich- 
ter) or  very  slightly  curved  incision  is  used, 
marking  the  line  of  incision  first  by  pres- 
sure of  a piece  of  catgut  stretched  across 
the  neck,  midway  between  the  suprasternal 
notch  and  the  cricoid  cartilage.  The  upper 
skin  flap  is  dissected  up  to  the  level  of  the 
cricoid  cartilage  and  the  lower  flap  is  car- 
ried well  down  to  the  suprasternal  notch. 
A vertical  incision  is  made  in  the  mid-line 
through  the  fascia  and  preglandular  mus- 
cles from  the  cricoid  to  the  suprasternal 
notch.  With  this  procedure  division  of  the 
preglandular  muscles  is  hardly  ever  indi- 
cated, and  is  not  done  except  for  removal  of 
the  very  large  glands.  If  the  thyroid  is 
very  large,  we  do  not  hesitate  to  divide 
these  muscles  transversely  at  a high  level 
for  better  exposure. 

The  capsule  is  dissected  cleanly  from 
the  gland  and  none  is  removed  during  the 
operation.  This  is  of  major  importance 
in  the  prevention  of  parathyroidtetany. 
The  upper  pole  is  separated  carefully  with 
the  aid  of  a gauze  pledget  attached  to  a 
Kelly  clamp  and  a Crele  clamp  is  applied  to 
the  superior  thyroid  vessel  from  inside  out 
to  avoid  injury  to  the  terminal  branches 
of  the  recurrent  laryngeal  nerve.  The  upper 
pole  is  always  ligated  extra  capsularly  un- 
der direct  vision.  A second  hemostat  is 
applied  to  the  lateral  vein  as  advocated  by 
Hertzler5  and  Dinsmore.0  The  third  guide 
hemostat  is  applied  at  the  inferior  pole, 
leaving  some  thyroid  tissue  at  this  point. 
The  clamp  is  applied  so  that  it  will  stand 
erect  in  the  wound.  The  poles  and  lateral 
thyroid  fascia  are  then  divided  and  an  in- 
cision is  made  along  the  lateral  border  at 
the  point  the  gland  is  to  be  divided.  Then 
the  gland  is  turned  laterally  and  the  lobe 
is  removed  from  the  tracheal  side  outward 
after  the  manner  advocated  by  Sistrunk.0 

This  prevents  inserting  the  hemostats 
downward  toward  the  tracheo-esophageal 
grove,  again  avoiding  injury  to  the  recur- 
rent laryngeal  nerve.  After  hemostasis  is 
complete,  using  plain  double  zero  catgut,  ex- 
cept for  a chromic  tie  on  the  superior  thy- 
roid vessels,  the  same  procedure  is  carried 
out  on  the  opposite  side.  Mobilization  of  the 
second  lobe  is  much  easier  than  the  first 
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and  is  quickly  removed.  The  sandbag  is 
removed  from  under  the  shoulders  at  this 
point  and  the  wound  is  checked  for  bleed- 
ing. Releasing  the  tension  in  this  way  will 
occasionally  show  up  a bleeder  closed  off  by 
the  pressure  of  the  extended  neck.  The 
cervical  fascia  is  closed  with  a continuous 
chromic  0 or  No.  1 suture,  leaving  a small 
rubber  tissue  drain  in  the  mid-line  low  in 
the  vertical  incision.  The  skin  is  closed 
with  Michel  skin  clips. 

When  the  patients  have  had  iodine  pre- 
operatively,  it  has  been  routine  to  continue 
the  iodine  minims  ten  three  times  daily  for 
three  days  postoperatively.  When  the  prep- 
aration has  been  with  thiouracil,  none  has 
been  given  postoperatively.  The  drain  is 
removed  in  twenty-four  hours,  one-half  the 
clips  in  forty-eight  hours,  and  the  re- 
mainder of  the  clips  at  the  end  of  seventy- 
two  hours.  Two  thousand  to  three  thou- 
sand cubic  centimeters  of  intravenous  ten 
per  cent  glucose  in  normal  saline  is  ad- 
ministered the  day  of  the  operation.  After 
that,  a satisfactory  amount  of  fluids  can 
be  taken  by  mouth.  Fruit  juices  are  given 
freely  for  the  vitamin  C content  to  insure 
rapid  wound  healing.  The  head  of  the  bed 
is  raised  up  in  the  so-called  thyroid  position 
and  icebags  are  applied  to  the  chest  and 
axillae  for  twenty-four  hours.  Adequate 
sedation  is  important  and  visitors  are  re- 
stricted. A regular  high  caloric,  high  vita- 
min diet  is  given  as  soon  as  tolerated. 

Since  we  are  now  more  able  to  bring 
about  a better  preoperative  condition  of  the 
patients,  it  is  unusual  to  find  oxygen  ther- 
apy, antipyretics,  transfusions,  and  forced 
feedings  necessary.  These  adjuncts  to 
treatment  of  the  critical  cases  should,  of 
course,  be  kept  in  mind. 

A word  may  be  said  here  about  radia- 
tion therapy  for  treatment  of  hyperthy- 
roidism. It  is  our  opinion  that  this  should 
be  used  only  in  the  very  bad  risk  patients 
who  are  thought  not  to  be  candidates  for 
surgery,  due  to  severe  heai’t  disorders  or 
other  concomitant  disease  precluding  opera- 
tive treatment.  The  recurrence  of  symp- 
toms, combined  with  the  occurrence  of 
radiation  resistance  and  resultant  difficulty 
with  surgery  if  it  is  planned  later,  out- 
weigh the  advantages  of  this  form  of  treat- 


ment. Thiouracil  will  bring  the  most  se- 
vere toxic  cases  into  such  physiological 
equilibrium  that  radiation,  preoperatively 
as  suggested  by  Crile,7  would  seem  unnec- 
essary. 

Summary 

1.  Great  advances  in  the  preoperative 
and  postoperative  management  of  hyper- 
thyroidism have  been  made  in  recent  years 
and  have  eliminated  to  a great  degree  the 
necessity  for  stage  operations  for  this  con- 
dition. 

2.  The  treatment  of  hyperthyroidism  is 
still  a surgical  problem,  but  cooperation 
with  an  internist  gives  the  best  results, 
particularly  when  heart  disorders,  hepatitis, 
and  similar  conditions  exist. 

3.  Thiouracil  is  proving  to  be  of  great 
help  in  the  preoperative  management  of 
hyperthyroidism.  Because  of  its  occasional 
toxic  manifestations,  its  administration 
should  be  followed  by  blood  counts  fre- 
quently. This  drug  is  usually  reserved  for 
the  severest  cases  of  hyperthyroidism, 
while  Lugol’s  solution  is  still  used  in  the 
preparation  of  the  milder  cases  of  toxic 
goiter. 

4.  Radiation  is  recommended  only  for 
those  cases  in  which  operation  is  deemed 
inadvisable. 
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The  Battle  of  Nerves 

The  Nazi  government  waged  a battle  of 
nerves  against  England  with  the  hope  that, 
after  breaking  the  spirit  of  the  English 
people,  an  invasion  would  be  possible.  For 
years  this  Battle  of  Nerves  raged.  All  the 
instruments  of  destruction  produced  by 
the  men  of  the  “superrace”  (?)  pounded 
the  soil  of  free  England.  But  the  only 
Nazis  who  ever  landed  in  England  were 
made  prisoners  of  war,  or  killed  in  landing. 

The  above  is  recalled  to  show  that  sim- 
ilar tactics  are  being  used  in  America.  Long 
before  World  War  II  began  American  to- 
talitarian forces,  both  Nazi  and  Communist, 
declared  war  on  the  medical  profession  and 
the  whole  population.  For  more  than  a 
decade  the  free  medical  profession  has  been 
under  attack.  Every  session  of  Congress 
has  seen  bills  introduced  in  this  Battle  of 
Nerves.  Every  known  parliamentary  trick 
has  been  invoked  in  the  effort  to  destroy 
the  morale  of  the  profession  and  to  create 
sentiment  among  the  people  in  favor  of 
regimenting  the  physicians. 

To  the  present  time  none  of  these  pro- 
posals have  become  law.  None  of  the  bills 
have  ever  been  reported  favorably  by  the 
committees  of  House  or  Senate.  The  Nazi- 
Communistic  attacks  have  only  shown  the 
diabolical  desires  of  the  attacking  forces. 


Organized  medicine,  aided  by  a freedom- 
loving  people,  has  succeeded  in  blocking 
every  attempt  to  invade  the  soil  of  free 
medicine.  The  Battle  of  Nerves  goes  on, 
and  we  must  still  fight  for  a free  people 
to  enjoy  the  benefits  derived  from  an  un- 
regimented profession.  Let  us  take  cour- 
age as  each  raid  is  repulsed.  Let  us  re- 
solve that  our  free  soil  shall  not  be  pol- 
luted by  any  invader.  In  this  Battle  of 
Nerves  let  us  fight  each  new  bill  proposed 
in  Congress  and  eventually  the  Nazis  and 
Communists  will  know  that  invasion  is  im- 
possible. 


In  this  issue  we  reproduce  editorials 
from  the  Nashville  Banner  and  the  Nash- 
ville Tennessean.  The  action  of  the  House 
of  Delegates  in  elevating  Dr.  H.  H.  Shoul- 
ders to  the  office  of  President-Elect  inspired 
these  editorials.  They  are  reproduced  for 
two  reasons:  (1)  they  say  more  than  the 
Editor  of  your  Journal  could  say  and  say 
it  better;  (2)  coming  from  newspapers,  the 
editorials  have  much  more  weight  and  much 
wider  circulation  than  a medical  editor 
could  secure. 

DR.  SHOULDERS  TO  LEAD  BATTLE  OF  FREEDOM 

There  is  a splendid  timeliness  in  election 
of  Dr.  Harrison  H.  Shoulders  to  presidency 
of  the  American  Medical  Association,  for 
American  medicine  is  facing  the  challenge 
of  socialization,  and  Doctor  Shoulders  has 
been  in  the  forefront  of  the  fight  against 
that  hazardous  challenge. 

Leaders  in  the  medical  profession  know 
the  dangers  invited  by  political  control  of 
medicine,  however  glibly  its  advocates  dress 
it  in  words  of  innocence.  As  speaker  of 
the  American  Medical  Association’s  House 
of  Delegates,  and  throughout  his  service 
in  the  Tennessee  Medical  Association,  as 
member,  secretary,  and  editor,  Doctor 
Shoulders  has  led  an  uncompromising  fight 
for  the  freedom  of  medicine  from  such  po- 
litical encumbrance,  and  he  will  bring  to 
this  new  assignment  the  same  unswerving 
defense  of  freedom’s  safeguard. 

Doctor  Shoulders  will  take  office  next 
year,  but  the  fact  doesn’t  abate  the  force  of 
his  immediate  fight,  and  the  American  Med- 
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ical  Association’s.  They  have  mobilized 
for  it;  obviously  are  recruiting  leadership 
of  maximum  stature,  and  command  thereby 
the  faith  of  the  American  public  whose 
welfare  is  at  stake.  It  is  hardly  likely  that 
thinking  American  citizens  will  prefer  po- 
litical voices  to  authoritative,  medical 
voices  on  a subject  involving  life  and  health. 
It  is  inconceivable  that  thinking  citizens 
will  permit  subjection  of  medicine  to  the 
principles  of  boondoggling,  or  assign  it  to 
the  arrogant,  untender  mercies  of  bureauc- 
racy. 

Doctor  Shoulders  has  earned  the  faith 
of  his  vast  constituency,  not  only  for  pro- 
fessional skill,  but  for  vision  incorporating 
those  standards  and  principles  of  medical 
freedom  enabling  American  medicine  to 
forge  ahead  in  a field  of  science  whose  boun- 
daries must  remain  beyond  the  reach  of 
government  dictation.  As  such  a leader, 
his  opinion  will  bear  weight  with  the  peo- 
ple. In  this  fight,  his  service  again  is  to 
his  country,  no  less  than  when  he  wore  his 
country’s  uniform  against  another  external 
enemy. 

The  American  Medical  Association  is  to 
be  congratulated  for  choice  of  such  a leader ; 
Doctor  Shoulders  for  the  opportunity  con- 
ferred ; the  country  for  possession  of  such 
leaders  for  the  defense  of  principle  at  home. 
— Reprinted  from  The  Nashville  Banner, 
Thursday,  December  6,  19 U5. 


ON  STURDY  SHOULDERS  • 

Keenly  aware  of  the  American  health 
problem — how  to  provide  the  people  with 
medical  service  commensurate  with  the  ca- 
pacities of  modern  medical  science — the 
American  Medical  Association  has  chosen 
a Nashville  physician  and  surgeon  to  guide 
its  efforts  to  meet  the  challenge. 

Dr.  Harrison  H.  Shoulders  will  become 
president  of  the  association  next  year.  For 
the  past  eight  years  he  has  been  Speaker 
of  the  House  of  Delegates  of  the  organi- 
zation, and  at  all  times,  since  early  in  his 
career,  he  has  accompanied  his  work  in 
the  field  of  medical  inquiry  and  service  with 
a lively  interest  in  the  group  activities  of 
his  profession. 

The  Tennessean’s  rise  to  prominence  in 


medical  circles  began  with  his  return  from 
overseas  service  with  the  Army  Medical 
Corps  in  World  War  I.  He  otherwise  has 
been  connected  with  public  health  work  as 
secretary  and  executive  officer  of  the  State 
Department  of  Health  and  at  a later  date  as 
president  of  Nashville  General  Hospital. 
In  private  practice  in  Nashville  since  1921, 
he  has  earned  wide  note  and  respect. 

Under  rising  social  pressure,  the  Amer- 
ican Medical  Association  still  is  seeking 
an  answer  to  the  health  needs  of  the  Amer- 
ican people.  Its  president-elect  will  have 
the  opportunity  as  well  as  the  task  of  lead- 
ing his  organized  profession  toward  a 
happy  solution  of  the  problem,  which  will 
insure  the  widest  possible  benefit  of  the 
preventive  and  remedial  discoveries  that 
continually  enrich  the  medical  knowledge 
of  the  race. — Reprinted  from  Nashville  Ten- 
nessean, Friday  Morning,  December  7, 19^5. 


Hill-Burton  Hospital  Bill  S.  191 
The  subcommittee  of  the  Senate  Commit- 
tee on  Labor  and  Education  has  rewritten 
S.  191  and  reported  it  out  to  the  full  com- 
mittee a week  ago.  Today  the  full  com- 
mittee reported  it  to  the  floor  of  the  Sen- 
ate. Among  the  important  features  of  the 
bill  are: 

1.  Instead  of  appropriating  $100,000,000 
for  construction  for  the  fiscal  year 
ending  June  30,  1946,  the  new  bill 
provides  $75,000,000  each  year  for 
the  first  five  years  beginning  the  fiscal 
year  of  1947. 

2.  The  formula  for  allotment  to  states 
has  been  changed  so  that  allotments 
will  range  from  thirty-three  and  one- 
third  per  cent  to  the  most  wealthy 
states  to  seventy-five  per  cent  for  the 
poorest. 

3.  The  Surgeon  General  is  instructed  to 
prepare  within  six  months,  with  the 
approval  of  the  Federal  Advisory 
Council  and  the  administrator,  gen- 
eral regulations  with  regard  to  the 

a.  Number  of  general  hospital  beds 
that  may  be  constructed  in  any 
specific  area. 

b.  Specialized  hospital  beds. 

c.  Number  and  distribution  of  pub- 
lic health  centers. 
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d.  General  manner  of  determining 
priority  of  projects. 

e.  General  standards  of  construction 
and  equipment. 

f.  Prevention  of  discrimination  on 
account  of  race,  creed,  or  color. 

4.  Ten  specific  instructions  are  outlined 
for  preparation  of  plans  by  the  states. 
Briefly  stated  they  are: 

a.  Designate  a single  agency  to  ad- 
minister or  supervise  administra- 
tion of  the  plan. 

b.  Show  that  this  agency  will  have 
authority  to  carry  out  the  plan. 

c.  Provide  for  an  advisory  council 
to  consult  with  the  agency. 

d.  Set  forth  a hospital  construction 
program  to  be  based  on  a survey 
of  needs. 

e.  Set  forth  the  relative  need  for 
projects  and  provide  for  their 
construction. 

f.  Provide  methods  of  administering 
the  plan. 

g.  Provide  minimum  standards  for 
maintenance  and  operation  of  hos- 
pitals which  receive  federal  aid 
under  this  title. 

h.  Provide  for  an  opportunity  for  a 
hearing  before  the  agency  to  every 
applicant  for  a construction  proj- 
ect. 

i.  Provide  that  the  agency  make  such 
reports  from  time  to  time  as  the 
Surgeon  General  may  require  and 
give  him,  upon  demand,  access  to 
the  records  upon  which  such  in- 
formation is  based. 

j.  Provide  that  the  agency  will  from 
time  to  time  review  its  hospital 
construction  program  and  submit 
to  the  Surgeon  General  modifica- 
tions it  deems  necessary. 

5.  The  definition  of  public  health  cen- 
ter is  modified  by  limiting  it  to  the 
provision  of  “public  health  services.” 
The  original  bill  had  provided  “med- 
ical care”  as  well. 


Announcement  op  Van  Meter  Prize 
Award 

The  American  Association  for  the  Study 


of  Goiter  again  offers  the  Van  Meter  Prize 
Award  of  $300  and  two  honorable  mentions 
for  the  best  essays  submitted  concerning 
original  work  on  problems  related  to  the 
thyroid  gland.  The  award  will  be  made  at 
the  annual  meeting  of  the  association  which 
will  be  held  in  Chicago,  Illinois,  in  April 
or  May,  1946,  providing  essays  of  sufficient 
merit  are  presented  in  competition. 

The  competing  essays  may  cover  either 
clinical  or  research  investigations;  should 
not  exceed  three  thousand  words  in  length ; 
must  be  presented  in  English;  and  a type- 
written double-spaced  copy  sent  to  the  cor- 
responding secretary,  Dr.  T.  C.  Davison, 
207  Doctors  Building,  Atlanta  3,  Georgia, 
not  later  than  February  20,  1946. 
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Combatting  State  Medicine  in 
Tennessee 

Today  we  can  see  many  evidences  of  so- 
cialized medicine  coming  insidiously  into 
Tennessee.  In  order  to  deal  effectively  with 
each  offense,  there  should  be  a very  close 
relationship  between  the  county  and  city 
medical  societies  and  the  state  association. 
This  is  a highly  important  emergency 
measure. 

The  secretary  of  each  county  or  city  so- 
ciety should  be  urged  to  make  a monthly 
report  to  the  state  secretary,  thereby  giv- 
ing him  such  information  as  may  be  help- 
ful to  the  other  county  societies  in  their 
struggle  against  socialized  medicine.  In 
this  way  the  physicians  within  the  state 
can  coordinate  their  efforts  by  using  the 
state  secretary’s  office  as  a clearinghouse 
for  information  and  methods  of  procedure 
in  handling  the  many  problems  that  are 
coming  up. 

The  county  societies  have  the  greatest 
opportunity  to  attack  effectively  all  efforts 
made  toward  state  medicine.  Many  of 
these  physicians  are  personally  acquainted 
with  the  senators  and  representatives  of 
the  state  and  can  keep  them  informed  of 
the  many  dangers  of  state  medicine  and 
the  deterioration  in  the  practice  of  medi- 
cine it  will  bring  about.  Local  newspapers 
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and  radio  stations  make  a more  personal 
appeal  to  the  people  than  the  larger  papers 
and  national  broadcasts.  The  county  so- 
cieties should  engage  an  excellent  speaker 
to  talk  about  the  government  control  of 
medicine  before  local  clubs,  civic  societies, 
and  any  organizations  which  might  be  in- 
terested enough  to  take  action  once  the  cor- 
rect facts  were  placed  before  them. 

During  the  period  of  emergency  the  State 
Legislative  Committee  has  an  extremely 
important  work  to  do.  Through  informa- 
tion gained  largely  from  the  county  so- 
cieties, it  must  be  prepared  to  put  the  en- 
tire medical  profession  in  the  state  on  the 
alert  over  bills  about  to  be  introduced  be- 
fore the  national  or  local  legislatures  to 
control  the  practice  of  medicine. 

The  strength  of  the  medical  profession 
lies  in  unity  of  purpose  and  in  coordinated 
effort.  Every  step  taken  to  defeat  the 
enemies  of  the  profession  must  be  made 
only  after  receiving  sound  legal  advice. 
Every  move  planned  by  the  county  medical 
societies  must  be  characterized  by  unselfish- 
ness and  a sincere  interest  of  the  welfare  of 
people. 

Real  teamwork  carried  on  by  these  meth- 
ods throughout  the  State  of  Tennessee  and 
the  other  forty-seven  states  can  defeat  ev- 
ery effort  on  the  part  of  the  national  gov- 
ernment to  shackle  the  physicians  and  regi- 
ment the  practice  of  medicine. 


AND  WE  QUOTE 


November  19,  1945. 

To  All  the  Members  of  County  Medical 

Societies : 

I am  today  in  receipt  of  a letter  from 
Dr.  W.  M.  Hardy,  secretary-editor  of  the 
Tennessee  State  Medical  Association.  In 
his  letter  Doctor  Hardy  calls  attention  to 
an  editorial  on  page  741  of  the  Journal  of 
the  American  Medical  Association  for  No- 
vember 10,  1945,  on  the  subject  of  “Ma- 
ternal and  Child  Welfare.”  In  other  words, 
the  Pepper  bill,  S.  1318. 

It  is  apparent  from  the  text  of  this 
bill  that  its  passage  would  not  be  to  the 
best  interest  of  the  practitioners  of  medi- 


cine, and  Doctor  Hardy  has  asked  me,  as 
secretary  of  the  society,  to  bring  it  to  the 
attention  of  all  the  doctors  in  the  county 
and  suggest  to  them  that  they  write  the 
representatives  in  Congress  from  this  dis- 
trict, urging  them  to  vote  against  this  bill. 

I am  sending  this  information  along  to 
you  so  that  you  can  do  whatever  you  like 
about  the  matter.  If  you  do  not  get  the 
Journal  of  the  American  Medical  Associa- 
tion, I will  be  glad  to  send  you  mine  if  you 
would  like  to  read  this  editorial. 

Very  truly  yours, 

Secretary,  County  Medical  Society. 


In  commenting  upon  the  paper  of  Juanita 
Newman,  R.N.,  University  of  Tennessee 
School  of  Nursing,  which  appears  in  this 
issue,  Dr.  R.  R.  Crowe  of  the  Davidson 
County  Tuberculosis  Hospital  writes,  “The 
question  of  rest  is  an  age-old  one,  but,  like 
vitamins,  is  a daily  need.  Also  like  the 
problem  of  education  must  be  taught  each 
year  to  new  crops  of  individuals.” 


November  20,  1945. 

Immediately  on  receipt  of  your  letter  of 
November  14  I contacted  all  doctors  in  Wil- 
son County  and  secured  their  promise  to 
write  or  telegraph  our  congressmen  and 
senators  to  work  and  vote  against  the  Pep- 
per bill,  S.  1318. 

This  bill  is  a version  of  the  Wagner- 
Murray-Dingell  bill  in  miniature.  I wonder 
how  many  doctors  have  written  to  their 
federal  legislators,  voicing  disapproval  of 
compulsory  health  insurance  and  any  other 
form  of  regimented  medical  practice.  How 
many  have  created  opportunities  to  speak 
to  civic  clubs,  to  impromptu  gatherings,  to 
the  American  Legion  audiences?  Those 
who  have  not  done  so  are  not  on  the  job. 
If  doctors  will  do  that,  they  will  see  some 
surprised  expressions,  hear  gasps  and  trem- 
bling voices,  and  see  blanching  of  faces 
when  listeners  are  told  that  instead  of  med- 
ical service  according  to  “plan”  being  free 
it  will  cost  at  least  eight  per  cent  in  with- 
held taxes,  plus  an  unknown  amount  from 
the  general  treasury  fund.  When  they 
learn  that  over  a ten-year  period  an  indi- 
vidual on  a modest  salary  would  contribute 
about  $2,000  whether  he  needs  medical  care 
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or  not,  my  experience  has  been  that  they 
immediately  ask,  “How  are  we  going  to 
stop  that  bill?” 

I am  in  private  practice  and  proud  of 
it.  I have  done  public  health  work  and 
offer  no  apologies  for  that.  I submit  that 
we  should  support  at  all  times  programs 
in  public  health  that  are  properly  carried 
out  and  do  not  interfere  with  the  rights  and 
duties  of  medical  practitioners.  I submit 
that  we  should  not  fight  any  measure  that 
has  for  its  goal  assistance  to  people  who 
are  unable  to  afford  proper  medical  care, 
regardless  of  the  reasons  for  their  inability. 
On  the  other  hand,  we  should  take  off  our 
gloves  to  any  proposition  such  as  compul- 
sory health  insurance  that  regiments  us 
and  dictates  methods  and  policies  of  med- 
ical practice  without  regard  for  the  eco- 
nomic status  of  the  patient.  Let  us  stay  in 
the  middle  of  the  road  and  work  for  the 
common  good  like  we  have  always  done. 

Instead  of  arguing  about  some  trivial 
point  in  diagnosis  of  treatment,  let  us  part 
with  some  of  our  inherent  stubbornness, 
organize  to  the  teeth,  and  refuse  to  par- 
ticipate in  a communistic  plan  of  medical 
care  that  is  being  projected  under  the  guise 
of  altruism  and  humanitarianism.  Let  us 
remember  that  while  we  take  care  of  sick 
people,  others  in  key  positions  of  power 
are  wanting  more  power.  And  let  us  not 
forget  the  fact  that  while  we  work  and 
sleep  whenever  we  can,  the  politicians  are 
not  looking  after  our  interests;  they  are 
taking  care  of  themselves,  the  medical  pro- 
fession be  damned ! 

Tennessee,  like  all  other  states,  needs  a 
public  relations  agent  who  is  alert,  com- 
petent, and  aggressive  to  contact  all  doc- 
tors in  the  state  and  assess  enough  money 
to  educate  the  public  and  combat  the  evils 
that  are  being  thrust  upon  us;  one  who 
knows  how  to  organize  and  will  organize 
not  only  the  medical  profession,  but  lay 
groups  as  well. 

Today’s  Tennessean  carries  a dispatch 
stating  that  President  Truman  favors  a 
compulsory  health  insurance  plan,  and,  as 
would  be  expected,  the  name  of  Wagner 
is  entwined  in  the  report.  If  we  “fiddle 
while  Rome  burns,”  like  we  have  been  doing 


for  a score  of  years,  and  hang  the  yoke 
of  government  around  our  necks,  we  have 
no  one  to  blame  but  ourselves.  Life  is 
short,  so  is  the  time  to  defeat  the  Wagner 
bill.  Let  us  get  busy ! 

Yours  very  truly, 

R.  C.  Kash,  M.D., 

Secretary,  Wilson  County  Medical  Society. 


Little  Satisfaction 

In  their  arguments  for  compulsory  health 
insurance  and  even  socialized  medicine,  of- 
ficials and  some  newspapers  have  had  a 
great  deal  to  say  about  those  who  failed 
their  Selective  Service  examinations. 

These  use  the  figures,  startling  enough, 
to  prove  that  the  people  of  the  United  States 
are  not  receiving  the  medical  attention  they 
should  have  and  do  not  get. 

They  leave  the  impression  that  every  man 
who  failed  to  pass  a physical  examination 
into  the  Army,  Navy,  or  some  other  branch 
of  the  armed  services  can  charge  the  fact 
up  to  lack  of  medical  attention  at  some 
phase  of  his  life  just  because  he  did  not 
have  the  money  to  pay  for  it. 

Unfortunately,  at  least  in  this  argument, 
Selective  Service  is  not  allowed  to  reveal 
why  persons  failed  to  pass  their  physical 
examinations.  If  they  could,  the  facts  prob- 
ably would  be  as  startling  as  the  total  itself 
which  the  proponents  of  compulsory  edu- 
cation and  socialized  medicine  use  as  a 
basis  for  their  claims. 

They  say  nothing  about  the  large  number 
of  persons  who  failed  their  physicals,  but 
were  plenty  able  to  have  the  services  of 
physicians  and  surgeons.  They  simply  take 
totals  and  make  a lot  out  of  them,  while 
some  of  the  healthiest  specimens  to  enter 
the  service  came  from  rural  areas  where 
medical  attention  is  at  a premium. 

Among  those  turned  down  for  armed 
services  and  included  on  the  large  total  at 
which  the  finger  now  is  pointed  by  the  com- 
pulsory insurance  bunch  also  are  the  neu- 
rotics, mostly  from  the  urban  areas  where 
trying  circumstances  of  the  age  and  not  in- 
ability to  buy  medical  attention  is  respon- 
sible. 

There  also  is  the  social  disease  group, 
all  lumped  into  that  huge  total,  who  failed 
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in  their  examinations — from  lack  of  treat- 
ment, of  course,  not  because  of  unavailable 
funds,  but  because  of  fear  of  disgrace  and 
lack  of  proper  education. 

Included  also  in  the  “huge  total”  that 
should  influence  compulsory  health  insur- 
ance are  the  athletes,  whom  anyone  would 
have  thought  would  be  tops  physically,  but 
failed  because  of  injuries. 

That  total  includes  too  many  categories 
for  the  proponents  of  compulsory  insur- 
ance to  get  any  satisfaction  out  of,  if  the 
public  knew  the  truth. — Dyersburg  State 
Gazette. 


Bevan’s  Plan  to  Pick  Your  Doctor  and 
Hospital 

PROFESSION  WILL  BE  DIRECTED 
WHERE  TO  PRACTICE— A bill  to  bring 
the  whole  of  the  medical  services  of  the 
country  under  the  control  and  direction  of 
Whitehall  is  to  be  introduced  by  the  Min- 
ister of  Health,  Mr.  Aneurin  Bevan.  The 
bill  will  be  presented  to  Parliament  with- 
out any  previous  consultation  with  the  hos- 
pitals, local  authorities,  or  the  medical  pro- 
fession. 

Everybody  in  the  country  will  be  affected 
by  it  because  it  will:  bring  both  voluntary 
and  local  authority  hospitals  under  state 
control;  compel  doctors  to  work  in  areas 
specified  by  a civil  servant  unless  they  have 
certain  professional  qualifications  which 
will  enable  them  to  set  up  as  specialists; 
restrict  the  public  choice  of  a family  doc- 
tor to  a few  men  practicing  in  their  dis- 
trict.— London  Daily  Sketch,  November  10, 
1945. 


RELOCATIONS 


A doctor  practicing  in  a town  of  five  hun- 
dred near  a large  army  installation  in 
Middle  Tennessee  plans  to  leave  the  state. 
Will  sell  complete  office,  equipment,  and 
residence.  An  excellent  opportunity  for  a 
young  man  desiring  a country  practice. 

Write  No.  1,  care  Tennessee  State  Med- 
ical Association,  508  Doctors  Building, 
Nashville  3,  Tennessee. 


A 1941  graduate  who  entered  the  Army 
after  rotating  in  internship  is  interested 
in  general  practice  where  he  can  give  spe- 
cial attention  to  obstetrics  and  pediatrics. 
Will  be  available  after  pediatric  residency. 

Address  No.  2,  care  Tennessee  State  Med- 
ical Association,  508  Doctors  Building, 
Nashville  3,  Tennessee. 


Several  health  officers,  county,  full  time, 
are  needed  in  each  grand  division  of  the 
state.  Salary  dependent  on  experience 
and  training.  Beginning  at  $3,600. 

Address  Dr.  R.  H.  Hutcheson,  Commis- 
sioner, Tennessee  Department  of  Health, 
420  Sixth  Avenue,  North,  Nashville  3,  Ten- 
nessee. 


Epidemiologist  is  needed  in  one  of  the 
larger  cities  of  the  state.  State  experience 
and  give  reference. 

Address  No.  3,  care  Tennessee  State  Med- 
ical Association,  508  Doctors  Building, 
Nashville  3,  Tennessee. 


Full-time  man  in  venereal  control  is 
needed  by  one  of  the  larger  cities.  Very 
attractive  offer  for  the  right  man. 

Address  No.  4,  care  Tennessee  State  Med- 
ical Association,  508  Doctors  Building, 
Nashville  3,  Tennessee. 


General  practitioner  is  wanted  at  Tip- 
tonville  (population  1503),  Lake  County. 
Write  Dr.  Richard  W.  Griffin,  Tiptonville, 
Tennessee. 


WOMAN'S  AUXILIARY 


West  Tennessee  Consolidated  Medical 
Assembly  Auxiliary 
The  West  Tennessee  Consolidated  Med- 
ical Assembly  Auxiliary  held  a dinner  meet- 
ing at  the  Southern  Hotel  on  October  12, 
when  they  were  to  have  installation  of 
officers.  Instead  they  accepted  the  doctors’ 
invitation  to  attend  their  meeting  and  hear 
Dr.  Alton  Ochsner  of  New  Orleans  speak. 

Mrs.  G.  H.  Berryhill,  publicity  chairman, 
reports  that  the  Consolidated  Medical  As- 
sembly Auxiliary  of  West  Tennessee  num- 


December,  1945 


NEWS  NOTES  AND  COMMENTS 


419 


bers  forty-one,  twenty-three  of  these  forty- 
one  being  new  members. 


Nashville  and  Davidson  County  Medi- 
cal Auxiliary 

The  Nashville  and  Davidson  County  Med- 
ical Auxiliary  entertained  the  new  members 
at  a tea  at  the  home  of  Mrs.  Wm.  R.  Cate, 
Graybar  Lane,  on  November  2.  In  spite 
of  the  inclement  weather  the  tea  was  large- 
ly attended  and  much  enjoyed  by  all.  The 
honorary  members  were  also  guests  of  the 
Auxiliary  on  this  occasion. 

Mrs.  T.  M.  Jordan,  membership  chair- 
man, reports  ten  new  members  for  the 
Nashville  and  Davidson  County  Medical 
Auxiliary. 


NEWS  NOTES  AND  COMMENTS 


Postgraduate  Study 

The  course  in  gynecology  by  Dr.  J.  R. 
B.  Branch  in  the  Memphis  area  has  at- 
tracted unusual  numbers. 

Physicians  throughout  the  state  who 
personally  know  Doctor  Branch  will  regret 
to  learn  about  the  passing  of  his  son,  Major 
Henry  Branch,  at  12:45  A.M.,  Saturday, 
December  1,  1945,  at  Kennedy  General  Hos- 
pital in  Memphis.  This  young  man  distin- 
guished himself  at  the  age  of  twenty-six 
as  a bombardier  in  the  Pacific,  was  dec- 
orated, and  promoted  to  the  rank  of  major. 
The  many  friends  of  Doctor  Branch 
throughout  Tennessee  will  appreciate  hav- 
ing this  information. 

Doctor  Branch  has  continued  to  lecture 
to  the  postgraduate  groups,  and  at  the 
close  of  his  course  in  Memphis  the  follow- 
ing two  letters  have  been  received  in  ap- 
preciation of  the  course : 

21  November  1945. 

Dear  Mr.  Kibler: 

The  course  in  postgraduate  medical  study 
in  gynecology,  which  was  conducted  here 
at  Kennedy  General  Hospital,  was  com- 
pleted 19  November  1945.  This  study 
proved  to  be  a most  pleasing  and  satisfac- 
tory activity  to  all  concerned. 

The  group  of  officers  were  from  dif- 


ferent commands  in  this  area : Air  Corps, 
Second  Army,  Veterans  Administration, 
and  others  who  joined  our  group  here  at 
Kennedy.  The  course  was  well  arranged 
and  the  material  in  good  sequence  and 
was  superbly  given  by  Doctor  Branch  in  a 
most  orderly  and  effective  manner. 

The  group  wishes  to  extend  its  thanks 
and  appreciation  to  the  association,  to  the 
committee,  and  to  Doctor  Branch  for  their 
thoughtfulness  and  generosity  in  making 
this  course  available  for  us. 

Sincerely  yours, 

Albert  E.  McEvers, 

Colonel,  Medical  Corps,  Commanding. 

20  November  1945. 

Dear  Doctors: 

I would  like  to  express  my  appreciation 
and  the  appreciation  of  my  officers  to  you 
and  to  Dr.  J.  R.  B.  Branch  for  the  course 
in  gynecology  which  you  sponsored  at  Ken- 
nedy General  Hospital. 

All  who  attended  considered  the  course 
very  instructive  and  excellently  conducted. 
It  afforded  us  an  opportunity  to  reacquaint 
ourselves  with  a branch  of  medicine  that 
we  have  been  out  of  contact  with  during 
the  war. 

We  thank  you  for  this  course  and  hope 
you  will  include  us  in  any  similar  courses 
which  you  may  sponsor  in  the  future. 
Yours  truly, 

William  E.  Shambora, 
Colonel,  Medical  Corps,  Army  Surgeon. 

The  next  circuit  will  open  the  week  of 
January  14,  1946,  and  include  the  centers 
of  Nashville,  Springfield,  Clarksville,  Camp 
Campbell,  and  Dickson.  Registrations  for 
these  centers  should  be  forwarded  now  to 
the  Postgraduate  Committee,  Tennessee 
State  Medical  Association,  4 South  Dunlap, 
Memphis  3,  Tennessee. 

The  Memphis  registrations  were  such 
that  it  was  necessary  to  divide  the  group 
into  three  sections  with  the  Millington  Navy 
Base  Medical  Officers’  meeting  at  John  Gas- 
ton with  a total  of  forty-seven  registered, 
the  Army  Medical  Officers’  meeting  at  Ken- 
nedy General  Hospital  with  a total  of  forty 
registered,  and  with  physicians  in  civilian 
practice  of  Shelby  County  and  vicinity 
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meeting  at  Methodist  Hospital  with  a reg- 
istration of  195. 

L.  W.  Kibler, 

Field  Director. 


Dr.  George  K.  Carpenter  announces  his 
return  to  the  practice  of  orthopedic  surgery 
with  temporary  office  at  1915  Church 
Street.  Early  in  January  his  office  will  be 
located  at  1921  Broad  Street. 


On  December  18  the  Knox  County  Med- 
ical Society  is  opening  its  new  home.  The 
house  is  located  in  downtown  Knoxville  and 
has  been  remodeled  for  the  society’s  use. 
The  library  of  the  society  is  to  be  housed 
in  this  building  and  all  society  activities 
will  be  carried  on  there.  There  will  also 
be  offices  of  several  agencies  allied  to  the 
medical  profession.  A full  report  of  the 
opening  of  the  house  will  be  contained  in 
next  month’s  Journal. 


ABSTRACTS  OF  CURRENT  LITERATURE 


OBSTETRICS 

By  Milton  Smtth  Lewis,  M.D. 
Bennie-Dillon  Building,  Nashville 


Pregnancy  Complicating  Diabetes.  Priscilla  White. 

Journal  of  the  American  Medical  Association,  1945, 

128:  181. 

Whereas  the  maternal  mortality  in  diabetic  preg- 
nancies is  low,  the  fetal  mortality  is  still  high.  The 
fetal  mortality  rates  range  from  thirty  to  sixty 
per  cent,  according  to  the  length  of  pregnancy 
observed. 

The  author  has  noted  four  salient  abnormalities 
in  these  patients  and  classifies  them  as:  (1)  ma- 
ternal, (2)  obstetric,  (3)  chemical,  and  (4)  fetal. 
She  further  evaluates  these  abnormalities  as  they 
have  occurred  in  a series  of  181  consecutive  dia- 
betic pregnancies.  In  this  series  there  were  one 
maternal  death  and  twenty-nine  fetal  deaths. 

The  pregnancy  abnormalities  are:  (1)  vascular 
disease  and  (2)  hypoovarianism.  Vascular  disease 
is  almost  inevitable  in  young  diabetic  patients,  in 
whom  the  duration  of  diabetes  exceeds  fifteen  years. 
Today  nephritis  has  replaced  sepsis  and  is  replac- 
ing coma  as  a cause  of  death  of  the  young  diabetic 
patients. 

Ovarian  failure  is  indicated  by  an  increase  in 
the  serum  level  of  follicle-stimulating  hormones, 
by  amenorrhea,  and  metrorrhagia.  Atrophy  of  the 


ovary  with  poor  follicular  development  is  the  only 
consistent  pathological  change  reported  in  the  endo- 
crine glands,  other  than  the  changes  observed  in 
the  pancreas  itself. 

The  abnormal  obstetric  findings  in  cases  of  preg- 
nant diabetic  patients  can  be  grouped  under  five 
main  headings:  (1)  spontaneous  abortions,  occur- 
ring in  twenty-five  per  cent  of  the  cases;  (2)  pre- 
eclamptic toxemia  in  thirty-six  per  cent;  (3)  breech 
presentation  in  thirty-three  per  cent;  (4)  uterine 
inertia;  and  (5)  failure  of  lactation  in  nearly 
one  hundred  per  cent. 

The  chemical  abnormalities  are:  (1)  a low  renal 
threshold  for  glucose,  (2)  water  retention,  and  (3) 
the  imbalance  of  the  sex  hormones  of  pregnancy. 
This  latter  imbalance  consists  of  a fall  of  preg- 
nandiol and  a rise  of  chronic  gonadotropin.  This 
occurred  in  seventy  per  cent  of  the  one  hundred 
eighty-one  cases  discussed. 

Fetal  abnormalities  are  physical,  chemical,  and 
pathological.  A birth  weight  above  the  average 
was  found  in  eighty  per  cent  of  the  infants  of 
diabetic  mothers.  This  is  due  to  obesity,  edema, 
and  splanchnomegaly — the  liver,  spleen,  and  heart 
especially  being  involved.  The  second  fetal  abnor- 
mality is  the  high  incidence  of  congenital  defects, 
usually  involving  tissue  which  is  mesenchymatous 
in  origin.  The  pathological  characteristics  of  the 
infants  of  diabetic  mothers  are  enlargement  of  the 
liver,  spleen,  and  heart,  excessive  hemopoiesis  of 
the  liver  and  spleen,  and  islet  hyperplasia. 

The  author  believes  that  correction  of  the  hor- 
mone imbalance  is  the  most  important  aid  that  can 
be  given  the  pregnant  diabetic.  Statistics  in  this 
group  of  patients  have  indicated  that  correction 
of  hormone  imbalance  gives  greater  fetal  salvage. 

From  this  study  the  rules  for  the  management 
of  the  pregnant  diabetic  patients  are  concerned 
with  the  diabetic,  obstetric,  and  pediatric  phases. 
The  diabetic  diet  should  be  liberal  in  calories, 
thirty  calories  per  kilogram  of  actual  body  weight; 
high  in  protein,  two  grams  per  kilogram  of  body 
weight;  and  adequate  in  carbohydrate,  up  to  200 
grams  daily,  150  for  the  mother  and  fifty  for  the 
fetus.  Because  of  the  low  renal  threshold,  multiple 
small  doses  rather  than  a single  large  dose  of  in- 
sulin have  been  employed.  Sodium  chloride  is  re- 
stricted, and  in  abnormal  cases  ammonium  chloride 
is  administered. 

The  delivery  in  the  abnormal  cases  is  premature, 
the  time  choice  being  the  latter  part  of  the  thirty- 
seventh  or  the  early  part  of  the  thirty-eighth  week. 
Caesarean  section  for  this  particular  group  is  the 
choice  of  the  author.  Anesthesia  is  spinal  and 
sedation  is  prohibited. 

Endocrine  therapy  is  recommended  in  the  form 
of  diethylstilbestrol  and  progesterone,  fifteen  milli- 
grams of  each  daily,  given  intramuscularly. 

The  infant  requires  more  than  average  drainage, 
mechanical  stimulation,  dehydration,  heat,  and 
oxygen. 
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Estrogen-Progesterone  Therapy:  A New  Approach  in 
the  Treatment  of  Habitual  Abortion.  Norris  W.  Vaux, 
M.D.,  and  A.  E.  Rakoff,  M.D.  American  Journal  of 
Obstetrics  and  Gynecology,  Vol.  50,  No.  4,  353:  366, 
October,  1945. 

A study  was  made  of  a group  of  twenty-four 
patients  with  habitual  abortion  who  were  treated 
with  estrogen  and  progesterone.  These  patients 
had  gone  through  a total  of  eighty  previous  preg- 
nancies, from  which  there  had  resulted  only  seven 
living  babies.  There  had  been  fifty-two  abortions, 
eighteen  miscarriages,  two  stillbirths,  and  one  pre- 
mature live  birth  in  which  the  infant  did  not  sur- 
vive. 

Fifty-four  per  cent  of  this  group  had  no  diffi- 
culty in  becoming  pregnant,  eight  per  cent  were 
of  diminished  fertility,  and  thirty-eight  per  cent 
were  of  poor  fertility.  In  none  of  these  patients 
were  there  any  pelvic  abnormalities  or  systemic 
diseases  which  would  influence  abortion.  In  only 
one  patient  was  the  basal  metabolic  rate  diminished. 

Two  patients  had  Rh  incompatibilities  (Rh-nega- 
tive  wife  and  Rh-positive  husband).  One  of  these 
delivered  a normal  living  baby  and  the  other 
aborted;  in  neither  case  did  Rh  antibodies  develop. 

Examination  of  the  endometrium  obtained  by 
biopsy  or  curettage  was  available  in  eleven  cases 
before  the  present  pregnancy.  Good  secretory 
function  was  noted  in  seven  cases,  impaired  secre- 
tory function  in  two,  and  an  interval  endometrium 
in  two. 

Hormone  assays  consisting  of  urine  pregnandiol 
determinations,  serum  estrogens,  and  serum  gonad- 
otropins were  made  early  in  pregnancy  in  nineteen 
cases.  In  almost  all  of  the  cases  one  or  more 
additional  assays  were  made  and  in  three  cases 
monthly  assays  were  done.  On  the  initial  assay 
ninety-five  per  cent  of  the  cases  showed  normal 
serum  gonadotropins.  Seventy-nine  per  cent  had 
diminished  serum  estrogens  and  eighty-three  per 
cent  had  diminished  pregnandiol  titers.  In  thirteen 
of  the  nineteen  cases  studied,  both  estrogen  and 
pregnandiol  were  diminished.  These  findings  indi- 
cate a deficiency  of  the  corpus  luteum  during  the 
early  weeks  of  gestation  and  an  inadequacy  of  the 
placenta  to  take  over  its  functions. 

Many  of  these  patients  had  been  unsuccessfully 
treated  in  previous  pregnancies  with  progesterone, 
thyroid,  and  vitamin  E. 

During  the  present  pregnancy  all  patients  were 
treated  by  the  injection  of  progesterone,  ten  milli- 
grams, and  alpha-estradiol  benzoate,  10,000  rat 
units,  given  together  two  or  three  times  weekly. 
This  treatment  was  generally  continued  to  the  pe- 
riod of  viability  or  later. 

There  was  fetal  salvage  of  sixteen  babies,  or 
sixty-seven  per  cent.  There  were  fifteen  full-term 
live  births  (with  one  neonatal  death  due  to  con- 


genital abnormalities),  three  premature  live  births, 
of  which  two  survived,  two  miscarriages,  and  four 
abortions. 


OPHTHALMOLOGY 

By  Robert  J.  Warner,  M.D. 
Doctors  Building,  Nashville 


The  Treatment  of  Septic  Ulcer  of  the  Cornea  by  Local 

Applications  of  Penicillin.  F.  Juler  and  M.  Y.  Young. 

American  Journal  of  Ophthalmology,  October,  1945. 

Twenty-three  cases  of  septic  ulcer  of  the  cornea 
treated  with  local  applications  of  penicillin  solution, 
500  units  to  the  cubic  centimeter,  are  reported.  The 
routine  treatment  consisted  of  hourly  instillations 
of  penicillin  during  the  day  and  two  hourly  instil- 
lations at  night  until  the  condition  was  under  con- 
trol. Atropine  sulphate  was  used  three  or  four 
times  daily  and  the  eyes  were  covered. 

In  a number  of  cases,  with  or  without  the  pre- 
vious application  of  decicaine,  a few  crystals  of 
penicillin  salt  were  applied  to  the  surface  of  the 
ulcer.  This  caused  no  undue  reaction  of  the  tissues 
of  the  cornea  or  conjunctiva,  but  in  some  cases  the 
subsequent  pain  was  so  severe  as  to  necessitate 
morphine  or  a retrobulbar  injection  of  four  per  cent 
procaine.  Impurity  of  the  drug  is  suggested  as  the 
cause  of  the  pain.  Later  the  practice  of  curetting 
beneath  the  overhanging  edge  of  the  ulcer  before 
using  the  crystalline  penicillin  salt  was  adapted. 
Excellent  results  were  obtained  by  these  methods 
in  fourteen  cases,  good  results  in  five  cases,  poor 
in  two  cases  and  bad  in  two  cases.  Improvement 
was  dramatic  in  a few  cases  of  the  less  advanced 
type.  Conjunctival  discharge  usually  disappeared 
within  twenty-four  to  forty-eight  hours.  Cases 
with  secondary  glaucoma  showed  more  delay  in 
healing  than  uncomplicated  cases.  In  five  of  these 
cases,  a Saemisch  section  was  necessary  to  secure 
healing.  The  authors  recommend  that  the  Saemisch 
section  be  not  delayed  in  cases  in  which  improve- 
ment is  unsatisfactory. 

A note  on  the  compatibility  of  penicillin  with 
drugs  used  in  ophthalmology  is  added.  As  tested 
in  vitro,  solutions  of  the  following  drugs  do  not 
interfere  with  the  potency  of  penicillin:  atropine 
sulphate,  cocaine  hydrochloride,  homatropine  hy- 
drobromide, procaine,  and  decicaine.  Fluorescein 
in  higher  concentrations  inhibits  penicillin  to  a 
small  extent.  Penicillin  mixed  with  vaseline  or 
adeps  lanae  retains  its  activity  for  ten  to  twelve 
weeks  in  the  refrigerator.  At  room  temperature 
the  vaseline  ointment  was  active  for  seven  weeks, 
but  the  lanoline  ointment  was  inactive.  With  a 
completely  anhydrous  base,  penicillin  fails  to  dif- 
fuse in  vitro,  but  satisfactory  results  may  be  ob- 
tained by  adding  to  the  base  ten  to  twenty  per  cent 
water. 
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PROCTOLOGY 

By  O.  C.  Gass,  M.D. 

Medical  Arts  Building,  Chattanooga 


Hernias  of  the  Pelvic  Floor  versus  Prolapse  of  the 
Uterus  or/and  Rectum:  A Problem  of  Nomenclature, 
Pathology,  and  Treatment.  Channing  W.  Barret, 
M.D.,  F.A.C.S.,  Chicago,  Illinois.  Journal  of  the 
International  College  of  Surgeons,  Vol.  VIII,  May- 
June,  1945. 

The  author  contends  that  proctologist  and  gyne- 
cologist should  abandon  the  use  of  the  term  “pro- 
lapse” as  well  as  the  designation  of  relative  posi- 
tion, such  as  anterior  and  posterior,  superior  and 
inferior,  superficial  and  deep.  He  also  objects  to 
the  term  “levator  ani”  muscle  in  as  much  as  the 
muscle  also  supports  the  vagina,  ui’ethera,  the 
bladder,  and  indirectly  the  supporter  of  all  super- 
imposed viscera.  The  scientific  terms  cephalad, 
ventrad,  dorsal,  laterad,  and  caudad  are  suggestive 
since  they  have  the  same  significance  with  the 
patient  in  any  position. 

The  pelvic  floor  is  the  caudal  wall  of  the  abdo- 
men to  the  author  with  the  same  function  as  the 
ventral  or  abdominal  wall ; namely,  an  enclosing 
structure  which  is  subject  to  hernias  as  in  the 
anterior  abdominal  wall.  The  caudal  wall  is  more 
frequently  affected  by  reason  of  the  low  position 
and  the  openings  in  the  wall  for  the  passage  of  the 
terminal  ends  of  tracts  and  by  childbirth  through 
the  caudal  wall  with  frequent  damages.  With  the 
caudal  region  viewed  as  an  abdominal  wall,  any 
protrusion  through  it  becomes  a hernia  and  not  a 
prolapse.  The  requirements  of  an  abdominal  wall, 
the  normal  position  of  the  viscera  inside  the  ab- 
domen and  above  the  wall,  the  acquired  position 
below  this  wall  by  passing  through  the  pelvic  floor 
have  been  completely  satisfied,  thus  justifying  the 
term  hernia. 

Rectal  herniation,  according  to  the  author,  is  best 
repaired  by  the  intrasphincterian  hernioplasty,  a 
procedure  previously  reported  in  the  American 
Journal  of  Surgery. 

The  intrasphincterian  hernioplasty  begins  with 
a severing  of  the  lower  end  of  the  bowel  from 
the  skin  just  inside  of  the  sphincter  ani;  the  bowel 
is  then  drawn  down  and  the  pelvic  floor  is  sutured 
through  the  dialated  sphincter.  The  enlarged  pel- 
vic floor  opening  is  lessened  in  size  by  placing  two 
or  three  sutures  in  the  borders  of  this  opening  an- 
terior and  posterior  to  the  rectum,  after  which  two 
or  three  sutures  are  placed  in  the  skin  and  sphinc- 
ter anterior  and  posterior  to  the  bowel,  bringing 
the  new  anal  opening  down  to  a normal  size. 

(Note:  Sections  of  above  manuscript  on  hernia- 
tion of  uterus,  etc.,  were  omitted.) 


ROENTGENOLOGY 

By  J.  Marsh  Frere,  M.D. 

Newell  and  Newell  Sanitarium,  Chattanooga 


The  Roentgen  Features  of  Eosinophilic  Infiltrations  in 

the  Lungs.  Herman  Hennell,  M.D.,  and  Marcy  L. 

Sussman,  M.D.,  New  York,  New  York.  Radiology, 

April,  1945,  Vol.  44,  No.  4,  p.  328. 

Five  cases  of  eosinophilic  infiltrations  in  the 
lungs  are  reported  in  detail.  Three  of  the  cases 
were  examples  of  the  relatively  benign  group, 
while  the  last  two  illustrated  the  more  complicated 
and  malignant  form  of  the  disease. 

The  first  case  was  diagnosed  as  pulmonary  tuber- 
culosis and  so  treated  for  five  months.  At  this 
time  X rays  of  the  chest  showed  extensive  bilateral 
exudative  lesions.  Then  she  was  thoroughly  inves- 
tigated. While  in  the  hospital,  she  had  wheezing 
rales  at  both  bases  and  an  eosinophilia  of  seven- 
teen per  cent.  The  patient  had  ten  recurrences  of 
pulmonary  infiltrates  with  complete  clearing  in 
from  a few  to  many  weeks. 

The  second  and  third  cases  that  they  reported 
also  were  diagnosed  as  active  pulmonary  tubercu- 
losis, but,  because  of  the  characteristic  roentgen 
appearance  of  the  lungs,  the  blood  was  examined 
for  eosinophilia  and  revealed  forty-two  and  forty- 
six  per  cent,  respectively. 

The  roentgen  findings  as  given  by  the  authors 
were  as  follows : “In  our  experience  the  eosinophilic 
infiltrations  are  of  homogeneous  density  and  vary- 
ing size.  They  may  be  confluent,  resulting  in  a 
patchy  appearance,  or  if  they  are.  extensively  con- 
fluent, resembling  lobar  consolidation.  Sometimes 
there  is  an  appearance  of  radiation  from  the  hilum, 
but  usually  there  are  associated  confluent  patches 
at  the  periphery.  Complete  resolution  usually 
takes  place,  but  a few  linear  strands  may  remain. 
In  this  form,  the  roentgen  appearance  is  not  char- 
acteristic. Tuberculosis  or  suppurative  broncho- 
pneumonia may  be  simulated.  Certain  phases  in 
the  course  of  Boeck’s  sarcoid  are  also  similar.  Fre- 
quently during  the  progress  of  the  disease,  how- 
ever, narrow,  platelike  homogeneous  densities  are 
seen  extending  obliquely  caudad  and  laterally. 
Often  they  are  symmetrical  in  the  two  lungs.  They 
also  resolve  completely.  Whether  they  represent 
localized  exudations  in  the  lung  or  in  the  pleura  is 
impossible  to  state,  but  they  seem  to  be  unique  to 
this  disease.  There  is  no  predilection  for  upper  or 
lower  lobes,  but  a fair  degree  of  symmetry  on  the 
two  sides  is  the  rule.  Evidences  of  atelectasis,  cal- 
cification, and  cavity  formation  are  entirely  lack- 
ing. Nodular  infiltrations  where  the  nodules  are 
of  nearly  equal  size  have  not  been  seen  by  us,  but 
have  been  described  by  others.  Hilar  adenopathy 
is  not  apparent.” 
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SURGERY 

By  Richard  G.  Waterhouse,  M.D. 
Medical  Arts  Building,  Knoxville 


The  Second  Five-Year  Period  Experience  in  Total  Thy- 
roidectomy. Arthur  E.  Hertzler,  M.D.,  Elalstead, 

Kansas. 

The  author  compares  goiters  with  malignant  tu- 
mors in  that  the  malignant  tumor  kills  in  two 
years,  whereas  goiter  tissue,  left  at  operation, 
kills  in  forty  years. 

The  universal  practice  of  removing  part  of  the 
diseased  thyroid  was  based  on  fear — fear  of  caus- 
ing cachexia  thyreopriva.  The  theory  that  cachexia 
followed  total  thyroidectomy  and  that  the  thyroid 
gland  was  necessary  to  the  individual  throughout 
life  was  the  result  of  Kocher’s  observation  of  a 
single  case — a boy  aged  ten  years. 

The  author  says  he  was  pushed  into  his  first  total 
thyroidectomies  by  a particular  type  of  gland  uni- 
form in  enlargement,  stationary  over  many  years, 
uninfluenced  by  expectant  treatment,  and  made 
worse  by  partial  removal.  Faced  with  the  choice 
of  folding  his  hands  in  defeat,  or  doing  something, 
he  decided  on  total  thyroidectomy  and  the  use  of 
thyroid  extract  to  combat  the  expected  myxedema. 
The  expected  myxedema  did  not  develop  and  then 
it  was  on  rereading  Kocher’s  original  article  he  dis- 
covered the  whole  scare  (of  cachexia  thyreopriva) 
was  based  on  bad  logic. 

The  hypothesis  is  set  forth  that  the  thyroid  is 
concerned  only  in  the  development  of  sex.  And 
that  when  that  development  is  mature  the  indi- 
vidual has  no  further  need  of  the  thyroid  gland. 

The  technique  of  doing  a total  thyroidectomy  is 
discussed,  emphasizing  the  importance  of  local  an- 
esthesia for  a bloodless  field  and  that  nothing  is 
grasped  wdth  forceps  until  absolutely  identified. 
The  recurrent  nerves  are  protected  by  staying 
above  them. 

Tetany  has  become  a very  rare  complication; 
preserving  the  blood  supply  to  the  parathyroid  is 
stressed. 

Total  removal  of  the  thyroid  is  calculated  to  stop 
the  slow  degeneration  which  ends  in  the  goiter 
heart. 

“The  relation  of  the  thyroid  gland  to  the  life 
span  is  a problem  for  the  physiologist.  The  fact 
that  it  has  been  demonstrated  that  physically  ma- 
ture persons,  when  relieved  of  all  their  visible  thy- 
roid tissue,  enjoy  good  health,  calls  for  a re-exam- 
ination  of  some  basic  problems  on  the  part  of  the 
physiologist.” 

(Abstractor’s  note:  Observations  by  as  well 
trained  and  observant  a surgeon  and  pathologist  as 
Doctor  Hertzler  cannot  be  taken  lightly.  Yet  most 
operators  in  following  his  technique  would  be  sure 
to  leave  a portion  of  gland,  perhaps  only  one  cell 
in  thickness  in  the  capsule  along  the  tracheo- 
esophageal groove  and  some  cells  near  the  upper 
pole.  The  latter,  in  fact,  was  the  technique  of 


Crile  and  his  clinic,  especially  in  the  toxic  hyper- 
plastic gland.  And  was  quite  a different  operation 
from  the  subtotal  thyroidectomy  described  and  il- 
lustrated in  Doctor  Hertzler’s  excellent  book  on  the 
thyroid  gland  published  several  years  ago.  Cer- 
tainly more  work  on  physiology  is  indicated.) 


UROLOGY 

By  Burnett  W.  Wricht,  M.D. 
Doctors  Building,  Nashville 


Late  Invasion  of  the  Bladder  and  Prostate  by  Carcinoma 

of  the  Rectum  or  Sigmoid.  Gordon  D.  Oppenheimer. 

From  the  Urologic  and  Surgical  Services  of  the 

Mount  Sinai  Hospital,  New  York,  New  York. 

During  the  past  several  years  the  author  ob- 
served and  treated  fifteen  cases  of  late  invasion  of 
the  bladder  and/or  prostate  and  seminal  vesicles 
following  abdomino-perineal  resection  for  cancer  of 
the  rectum  or  obstructive  resection  for  cancer  of 
the  sigmoid. 

It  is  obvious  that  because  of  the  close  anatomic 
relationship  between  rectum  or  lower  sigmoid  colon 
and  the  lower  urinary  tract,  direct  involvement  of 
the  latter  by  the  lower  bowel  cancer  should  occur 
with  some  frequency.  He  reviewed  fifty  consecutive 
autopsy  proctocols,  in  which  cancer  of  the  rectum 
was  one  of  the  diagnoses,  in  order  to  ascertain  the 
frequency  and  nature  of  the  urologic  extension  in 
such  cases.  Ten  of  these  patients  (six  females  and 
four  males)  had  an  abdomino-perineal  or  a poste- 
rior resection.  Of  the  males,  two  had  bladder, 
prostate,  and  seminal  vesicle  involvement,  while 
four  of  the  six  females  had  bladder  involvement. 
The  other  forty  patients  had  either  no  operation 
or  palliative  colostomy.  Some  had  received  radio- 
therapy without  appai'ent  effect.  Thirteen  were 
females  and  four  of  these  had  bladder  involvement. 
Twenty-seven  in  this  “nonextirpative”  group  were 
males.  Fourteen  of  these,  or  a little  over  fifty  per 
cent,  had  invasion  by  the  growth  of  the  bladder, 
or  prostate,  or  seminal  vesicles,  whether  separately 
or  together.  In  brief,  of  fifty  autopsied  patients 
who  were  cared  for  in  the  last  stages  of  their  dis- 
ease (twenty  per  cent  had  a rectal  resection),  there 
was  invasion  of  the  bladder  in  twenty-one  cases. 

The  end  picture  of  the  cases  with  bladder  in- 
volvement was  the  same  whether  the  rectum  had 
been  extirpated  or  not — namely,  the  picture  of  a 
“frozen  pelvis.”  Bladder,  prostate,  and  seminal 
vesicle  involvement  in  the  male,  and  bladder  and 
uterine  involvement  in  the  female  apparently  takes 
place  by  direct  extension  in  the  unoperated  cases, 
while  in  the  operated  cases,  it  occurs  from  residual 
cancer  with  subsequent  contiguous  direct  extension. 

As  usual,  upper  urinary  tract  complications  con- 
tributed to  the  death  of  these  necropsied  patients. 
Twenty- two  of  the  fifty  cases  studied  (forty-four 
per  cent)  showed  evidences  of  compression  of  one 
or  both  ureters  in  the  pelvis  with  or  without  direct 
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invasion.  Most  times  direct  invasion  was  not  pres- 
ent. Dilatation  of  the  ureters,  renal  pelves,  and 
calyces  was  present,  often  with  infection,  pyelone- 
phritis and  multiple  renal  abscesses,  and  even  per- 
inephric suppuration.  While  single  and  multiple 
metastases  are  common  (sixty-one  per  cent  of  this 
series),  metastases  to  the  ureters  or  kidneys  occur, 
but  are  uncommon.  Metastases  to  the  bladder  or 
prostate,  rather  than  direct  extension,  may  theo- 
retically occur,  but  must  be  very  rax*e. 

Concerning  the  actual  incidence  of  late  involve- 
ment of  bladder,  prostate,  or  seminal  vesicles  in 
patients  who  survive  abdomino-perineal  resection 
for  carcinoma,  he  estimates  that  it  is  at  least  ten 
per  cent  on  the  basis  of  a small  series  of  followed 
cases.  In  general,  his  findings  confirm  the  reports 
of  other  observers. 

Although  cancerous  invasion  of  the  lower  urinary 
tract,  after  radical  extirpation  of  malignancy  of 
the  lower  bowel  would  appear  to  render  the  situa- 
tion hopeless,  palliative  urologic  or  surgical  meas- 
ures and  radiation  therapy  should  often  be  at- 
tempted with  the  expectation  of  prolonging  life. 
This  conclusion  is  based  on  the  cases  he  treated, 
two  of  which  are  reported  in  detail. 


BOOK  REVIEW 


New  and  Nonofficial  Remedies,  1945,  containing  de- 
scriptions of  the  articles  which  stand  accepted  by  the 
Council  on  Pharmacy  and  Chemistry  of  the  American 
Medical  Association  on  January  1,  1945.  Cloth. 
Price,  postpaid,  $1.50,  pp.  760.  Chicago:  American 
Medical  Association,  1945. 

Each  year  a revised  list  of  the  articles  which 


stand  accepted  by  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical  Association  as 
of  January  1 is  published  in  book  form  under  the 
title  of  “New  and  Nonofficial  Remedies.”  The  book 
contains  the  descriptions  of  acceptable  proprietary 
substances  and  their  preparations,  proprietary  mix- 
tures if  they  have  originality  or  other  important 
qualities,  important  nonproprietary  nonofficial  ar- 
ticles, simple  pharmaceutical  preparations,  and 
other  articles  which  require  retention  in  the  book. 

Some  fifteen  or  twenty  newly  accepted  prepara- 
tions appear  in  the  1945  volume.  A large  number 
of  preparations  have  been  omitted,  mainly  brands 
of  official  preparations.  The  general  statement 
concerning  these  pharmacopeial  preparations  has 
been  retained  for  the  information  of  physicians. 

As  stated  in  the  preface,  the  entire  book  has 
been  scanned  to  bring  it  up  to  date  with  the  latest 
medical  knowledge.  It  is  noted  that  the  section, 
“Articles  and  Brands  Accepted  by  the  Council,  but 
Not  Described  in  N.N.R.,”  a vestigial  remnant  of 
which  appeared  in  the  1944  volume,  has  now  en- 
tirely disappeared. 

This  section  appeared  to  have  been  a catchall 
for  brands  of  official  articles,  the  acceptance  of 
which  the  manufacturers  desired  for  reasons  of 
prestige,  and  miscellaneous  preparations  which 
were  not  necessarily  or  important  within  the  coun- 
cil’s scope  and  which  did  not  require  detailed  de- 
scription. Many  of  the  official  preparations  have 
been  transferred  to  the  body  of  the  book  and  the 
others  deleted.  One  is  struck  by  the  large  amount 
of  medical  information  contained  in  this  volume. 
Certainly  no  other  compendium  of  comparable 
price  contains  so  much. 
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Hamblen Y.  A.  Jackson,  Morristown H.  W.  Bennett,  Morristown R.  A.  Purvis,  Morristown 

Hamilton Stewart  Law  will,  Chattanooga J-  J-  Armstrong,  Chattanooga 

Hamilton D.  Isbell,  Chattanooga President-elect 

Hardin,  Lawrence,  Lewis, 

Perry,  and  Wayne__D.  L.  Woods,  Waynesboro J.  V.  Hughes,  Savannah  (Hardin) . -.O.  H.  Williams,  Savannah 

Leo  C.  Harris,  Lawrenceburg  ( Lawrence) 

W.  E.  Boyce,  Hohenwald  (Lewis) 

O.  A.  Kirk,  Linden  (Perry) 

J.  T.  Keeton,  Clifton  (Wayne) 

Haywood F.  P.  Hess,  Bells T.  C.  Chapman,  Brownsville Roy  M.  Lanier,  Brownsville 

Henry Elroy  Scruggs,  Paris C.  H.  Johnson,  Paris R Graham  Fish,  Paris 

Hickman W.  K.  Edwards,  Centerville 

Humphreys H.  C.  Capps,  Wa verly 

Jackson R.  C.  Gaw,  Gainesboro R.  R.  Anderson,  Gainesboro 

Knox Herbert  Acuff,  Knoxville H.  Dewey  Peters,  Knoxville Ralph  H.  Monger,  Knoxville 

Lauderdale J.  R.  Lewis,  Ripley Joe  B.  Lackey,  Ripley Jas.  L.  Dunavant,  Ripley 

Lincoln T.  A.  Patrick,  Fayetteville J.  E.  Sloan,  Boonshill W.  S.  Joplin,  Petersburg 

Loudon Halbert  Robinson,  Lenoir  City.R.  V.  Taylor,  Lenoir  City W.  B.  Harrison,  Loudon 

Macon D.  D.  Howser,  Lafayette 

Madison Leland  Johnston,  Jackson Henry  N.  Moore,  Bemis S.  M.  Herron,  Jackson 

Maury Geo.  C.  Williamson,  Columbia.O.  J.  Porter,  Columbia D.  B.  Andrews,  Columbia 

McMinn John  C.  Sharp,  Etowah W.  S.  Moore,  Etowah Helen  M.  Richards,  Athens 

Monroe - H.  C.  Shearer,  Madisonville B.  W.  Bagwell,  Madisonville R.  C.  Kimbrough,  Madisonville 

Montgomery H.  H.  Edmondson,  Clarksville M.  L.  Shelby,  Clarksville 

Obion - M.  T.  Tipton,  Union  City M . A.  Blanton,  Jr.,  Union  City 

Overton - W.  M.  Breeding,  Livingston A.  B.  Qualls,  Livingston 

Putnam Z.  L.  Shipley,  Cookeville Lex  Dyer,  Cookeville Thurman  Shipley,  Cookeville 

Roane R.  F.  Regester,  Rockwood W . W.  Hill,  Harriman 

Robertson J.  S.  Hawkins,  Springfield R.  L.  Matthews,  Springfield John  S.  Freeman,  Springfield 

Rutherford J.  K.  Kaufman,  Murfreesboro_Stanley  Barham,  Murfreesboro Lois  M.  Kennedy,  Murfreesboro 

Scott D.  T.  Chambers,  Norma M.  F.  Frazier,  New  River Milford  Thompson,  Oneida 

Sevier R.  J.  Ingle,  Sovierville R.  A.  McCall,  Seviervdle C.  P.  Wilson,  Sevierville 

Shelby William  C.  Colbert,  M emphis_ _E.  G.  Campbell,  Memphis A.  F.  Cooper,  Memphis 

C.  H.  Heacock,  Memphis,  President-elect C.  V.  Croswell,  Memphis.  Treasurer 

Smith R.  E.  Kev,  Carthage W.  B.  Dalton,  Gordonsville Thayer  S.  Wilson,  Gordonsville 

Sullivan-Johnson George  W.  Leavell,  Bristol I.  V.  Hodge,  Kingsport - -Julian  E.  Williams,  Kingsport 

J.  R.  Butler,  Mountain  City 

Sumner 1.  H.  Beasley,  Gallatin R.  L.  Johnson,  Portland W.  B.  Farris,  Gallatin 

Tipton .S.  Hurt,  Covington H.  S.  Rule,  Covington 

Washington,  Carter, 

and  Unicoi W.  G.  Frost,  Elizabethton J.  R.  Moody,  Erwin H.  W.  Crouch,  Mountain  Home 

(for  Unicoi  Co.) 

C.  H.  Long,  Johnson  City 
(for  Washington  Co.) 

W eakley R.  W.  Brandon,  Sr.,  Martin 

White W.  H.  Andrews,  Sparta James  H.  Boles,  McMinnville B.  L.  Upchurch,  Sparta,  Executive 

Secretary 

Williamson.--- -J.  O.  Walker.  Franklin B.  T.  Nolen,  Franklin H.  C.  Stewart,  Franklin 

Wilson J.  R.  Doak,  Watertown Phillips  Turner,  Lebanon R.  C.  Kash,  Lebanon 
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STANDING  COMMITTEES 


COMMITTEE  ON  POSTGRADUATE  INSTRUC- 
TION IN  GYNECOLOGY 
W.  L.  Williamson,  M.D.,  Chairman,  Memphis 
W.  C.  Colbert,  M.D.,  Memphis 
T.  S.  Hill,  M.D.,  Memphis 
0.  N.  Bryan,  M.D.,  Nashville 

L.  W.  Edwards,  M.D.,  Nashville 
E.  G.  Wood,  M.D.,  Knoxville 

A.  M.  Patterson,  M.D.,  Chattanooga 
J.  0.  Manier,  M.D.,  Nashville 

G.  Sydney  McClellan,  M.D.,  Nashville 

COMMITTEE  ON  SCIENTIFIC  WORK 
W.  M.  Hardy,  M.D.,  Chairman,  Nashville 
Cecil  E.  Newell,  M.D.,  Chattanooga  (1946) 

A.  F.  Cooper,  M.D.,  Memphis  (1947) 

Ralph  H.  Monger,  Knoxville  (1948) 

STATE  TUBERCULOSIS  COMMITTEE 
W.  S.  Rude,  M.D.,  Chairman,  Ridgetop  (1947) 

R.  R.  Crowe,  M.D.,  Nashville  (1946) 

James  L.  Bibb,  M.D.,  Chattanooga  (1947) 

C.  M.  Oberschmidt,  M.D.,  Memphis  (1948) 

STATE  HOSPITAL  COMMITTEE 
E.  G.  Wood,  M.D.,  Chairman,  Knoxville  (1947) 

J.  H.  Francis,  M.D.,  Memphis  (1946) 

John  B.  Steele,  M.D.,  Chattanooga  (1946) 

David  W.  Hailey,  M.D.,  Nashville  (1947) 

Lee  K.  Gibson,  M.D.,  Johnson  City  (1948) 

J.  G.  Price,  M.D.,  Dyersburg  (1948) 

COMMITTEE  ON  PUBLIC  POLICY  AND 
LEGISLATION 

N.  S.  Shofner,  M.D.,  Chairman,  Nashville  (1947) 
John  B.  Steele,  M.D.,  Chattanooga  (1946) 

T.  R.  Ray,  M.D.,  Shelbyville  (1946) 

H.  B.  Everett,  M.D.,  Memphis  (1947) 

M.  S.  Roberts,  M.D.,  Knoxville  (1948) 

W.  M.  Hardy,  M.D.,  Nashville,  ex  officio 
W.  C.  Chaney,  M.D.,  Memphis,  ex  officio 

LIAISON  COMMITTEE 

L.  W.  Edwards,  M.D.,  Chairman,  Nashville  (1946) 
Walker  L.  Rucks,  M.D.;  Memphis  (1947) 

J.  0.  Manier,  M.D.,  Nashville  (1948) 

E.  Dunbar  Newell,  M.D.,  Chattanooga  (1949) 

Kyle  C.  Copenhaver,  M.D.,  Knoxville  (1950) 

INSURANCE  COMMITTEE 
A.  F.  Cooper,  M.D.,  Chairman,  Memphis  (1947) 

C.  M.  Hamilton,  M.D.,  Nashville  (1948) 

Kyle  C.  Copenhaver,  M.D.,  Knoxville  (1946) 

COMMITTEE  ON  MEDICAL  EDUCATION 
J.  Marsh  Frere,  M.D.,  Chairman,  Chattanooga 
(1946) 

D.  W.  Smith,  M.D.,  Nashville  (1946) 

R.  B.  Wood,  M.D.,  Knoxville  (1947) 

C.  H.  Sanford,  M.D.,  Memphis  (1947) 

John  M.  Lee,  M.D.,  Nashville  (1948) 

W.  C.  Chaney,  M.D.,  Memphis  (1948) 

COMMITTEE  ON  MEMOIRS 
J.  L.  Crook,  M.D.,  Chairman,  Jackson  (1946) 

J.  L.  Hankins,  M.D.,  Johnson  City  (1946) 

D.  W.  Hailey,  M.D.,  Nashville  (1947) 

Chai’les  R.  Henry,  M.D.,  Chattanooga  (1947) 

COMMITTEE  ON  MATERNAL  WELFARE 
W.  T.  Pride,  M.D.,  Chairman,  Memphis  (1947) 
John  S.  Cayce,  M.D.,  Nashville  (1947) 

J.  B.  Fitts,  M.D.,  Chattanooga  (1947) 

D.  T.  Holland,  M.D.,  Newbern  (1948) 

J.  E.  Powers,  M.D.,  Jackson  (1948) 

M.  L.  Hefley,  M.D.,  Knoxville  (1946) 

C.  W.  Friberg,  M.D.,  Johnson  City  (1946) 

COMMITTEE  ON  CHILD  WELFARE 
James  C.  Overall,  M.D.,  Chairman,  Nashville 
(1947) 


W.  R.  Cross,  M.D.,  Knoxville  (1946) 

Wm.  E.  Van  Order,  M.D.,  Chattanooga  (1948) 

W.  D.  Mims,  M.D.,  Memphis  (1948) 

COMMITTEE  ON  CANCER 
C.  H.  Heacock,  M.D.,  Chairman,  Memphis  (1947) 
Ralph  H.  Monger,  M.D.,  Knoxville  (1946) 

Howard  King,  M.D.,  Nashville  (1946) 

Stanton  S.  Marchbanks,  M.D.,  Chattanooga  (1947) 
H.  S.  Shoulders,  M.D.,  Nashville  (1948) 

R.  L.  Sanders,  M.D.,  Memphis  (1948) 

COMMITTEE  ON  PHYSICAL  THERAPY 
J.  J.  Ashby,  M.D.,  Chairman,  Nashville  (1947) 

C.  H.  Sanford,  M.D.,  Memphis  (1946) 

George  Inge,  M.D.,  Knoxville  (1946) 

C.  R.  Thomas,  M.D.,  Chattanooga  (1947) 

J.  F.  Hamilton,  M.D.,  Memphis  (1948) 

COMMITTEE  ON  INDUSTRIAL  HEALTH 
Cecil  E.  Newell,  M.D.,  Chairman,  Chattanooga 
(1947) 

0.  G.  Nelson,  M.D.,  Nashville  (1946) 

Fred  M.  Duckwall,  M.D.,  Kingsport  (1948) 

F.  W.  Fiedler,  M.D.,  Memphis  (1948) 

COMMITTEE  ON  FRACTURES 

E.  M.  Regen,  M.D.,  Chairman,  Nashville  (1947) 

E.  T.  Newell,  M.D.,  Chattanooga  (1948) 

Edwin  J.  Lipscomb,  M.D.,  Memphis  (1948) 

Robert  F.  Patterson,  M.D.,  Knoxville  (1946) 

COMMITTEE  ON  PREPAYMENT  PLANS  FOR 
MEDICAL  AND  HOSPITAL  SERVICES 
Arthur  R.  Porter,  Jr.,  M.D.,  Chairman,  Memphis 
J.  O.  Manier,  M.D.,  Nashville 
L.  W.  Edwards,  M.D.,  Nashville 
J.  C.  Brooks,  M.D.,  Chattanooga 
H.  B.  Everett,  M.D.,  Memphis 
R.  B.  Wood,  M.D.,  Knoxville 

POSTWAR  PLANNING  COMMITTEE 
East  Tennessee — 

R.  B.  Wood,  M.D.,  Knoxville 

B.  L.  Jacobs,  M.D.,  Chattanooga 

F.  B.  Bogart,  M.D.,  Chattanooga 
L.  K.  Gibson,  M.D.,  Johnson  City 

West  Tennessee — 

J.  B.  Stanford,  M.D.,  Memphis 
Roy  M.  Lanier,  M.D.,  Brownsville 

E.  G.  Kelly,  M.D.,  Memphis 
Middle  Tennessee — 

W.  C.  Dixon,  M.D.,  Chairman,  Nashville 

C.  M.  Hamilton,  M.D.,  Nashville 
H.  H.  Shoulders,  M.D.,  Nashville 
W.  M.  Hardy,  M.D.,  Nashville 

OFFICERS  OF  SECTIONS 
Tennessee  State  Pediatric  Society — 

President — Frazier  Binns,  M.D.,  Nashville* 
Vice-President — 0.  L.  Von  Canon,  M.D.,  Chat- 
tanooga* 

Secretary — Gilbert  Eblen,  M.D.,  Knoxville* 
Tennessee  Academy  of  Ophthalmology  and  Oto- 
laryngology— 

President — J.  W.  Wilkes,  M.D.,  Columbia 
Vice-President — Guy  M.  Maness,  M.D.,  Nashville 
Secretary — S.  H.  Sanders,  M.D.,  Memphis 
Tennessee  Radiological  Society — 

President — Paul  H.  Dietrich,  M.D.,  Chattanooga 
Vice-President — Leon  M.  Lanier,  M.D.,  Nashville 
Secretary-Treasurer  — J.  Marsh  Frere,  M.D., 
Chattanooga 

ADVISORY  COMMITTEE  TO  THE  WOMAN’S 
AUXILIARY,  1945-1946 
Herbert  Acuff,  M.D.,  Knoxville 
B.  F.  Byrd,  M.D.,  Nashville 
Arthur  R.  Porter,  Jr.,  M.D.,  Memphis 
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1945  MEMBERS  OF  TENNESSEE  STATE  MEDICAL  ASSOCIATION 


The  list  of  members  of  the  Tennessee  State  Med- 
ical Association  is  published  in  compliance  with  a 
provision  of  the  constitution  and  by-laws.  The 
data  are  accurate  as  of  December  12,  1945.  They 
are  arranged  in  the  following  order: 

List  of  active  members. 

Counties  arranged  alphabetically. 

Towns  in  each  county  arranged  alphabetically 


and  the  members  in  each  town  arranged  alpha- 
betically. 

List  of  members  residing  outside  the  state  ar- 
ranged alphabetically. 

List  of  veteran  members. 

List  of  members  who  have  died  in  the  year  1945. 

A dagger  (f)  in  front  of  a name  indicates  mili- 
tary service.  We  have  been  unable  to  secure  lists 
of  those  discharged. 

tHarry  D.  Jones 


ANDERSON 
COUNTY 
Briceville 
tP.  M.  Dings 

Clinton 
O.  E.  Ballou 

J.  S.  Hall 
Trent  O.  Huff 
tA.  K.  Morris 

take  City 
J.  M.  Cox 
tGeo.  M.  Kelley 

R.  B.  Scott 
Paul  S.  William 

Norris 

A.  W.  Bishop 

Oak  Ridge 
Cecil  C.  Shaw 

BEDFORD  COUNTY 
Bell  Buckle 
J.  K.  Freeman 
Shelbyville 
W.  H.  Avery 
James  N.  Burch 

B.  L.  Burdett 
fA.  L.  Cooper 
Alfred  Farrar 

H.  A.  Morgan,  Jr. 

T.  R.  Ray 
tH.  J.  Shull 

Wartrace 
M.  L.  Connell 


BENTON  COUNTY 
Camden 

A.  T.  Hicks 
(Mbr.  Carroll  Co.) 


BLEDSOE  COUNTY 
Pikeville 

Thos.  G.  Cranyvell 
(Mbr.  Hamilton  Co.) 


BLOUNT  COUNTY 

Greenback 
Joe  E.  Hall 

Maryville 

K.  A.  Bryant 
Geo.  W.  Burchfield 
Henry  A.  Callaway 
Lea  Callaway 

C.  F.  Crowder 
W.  C.  Crowder 
W.  N.  Dawson 
tR.  H.  Haralson 
Beulah  Kittrell 
C.  B.  Lequire 
G.  D.  Lequire 
W.  B.  Lovingood 
J.  M.  McCulloch 
J.  F.  Manning 
John  T.  Mason 
Murlin  Nester 
Lester  C.  Olin 

A.  A.  Oliver 
J.  M.  Ousley 

B.  P.  Ramsey 
tLowell  Vinsant 

Townsend 

E.  W.  Griffin 


Walland 
J.  M.  Waters 

BRADLEY  COUNTY 
Charleston 

C.  S.  Herron 

Cleveland 
tD.  N.  Arnold 
W.  B.  Campbell 

E.  R.  Ferguson 
Wm.  A.  Garrott 
J.  L.  McClary 
Joseph  McCoin 
(Mbr.  Campbell  Co.) 
C.  T.  Speck 

W.  C.  Stanberry 

S.  J.  Sullivan 
tClaude  H.  Taylor 
tMadison  S.  Trewhitt 

CAMPBELL 
COUNTY 
Block 
Chas.  Rogers 

Caryville 
A.  A.  Baird 

Jacksboro 
S.  D.  Queener 
Jellico 
C.  E.  Ausmus 
Geo.  B.  Brown 
G.  M.  Richmond 
J.  Frank  Slemons 
Ned  C.  Watts 

La  Follette 
M.  L.  Davis 
J.  P.  Lindsey 
P.  J.  O’Brien 
J.  W.  Presley 

R.  C.  Pryse 

Pruden 
tE.  A.  McEver 

CANNON  COUNTY 
Auburntown 
tR.  C.  Van  Hook 
(Mbr.  Rutherford  Co.) 

Woodbury 
Carl  Adams 
J.  F.  Adams 
(Mbr.  Rutherford  Co.) 

CARROLL  COUNTY 
Atwood 
Otis  Fesmire 

Bruceton 
R.  T.  Keeton 

L.  E.  Trevathan 

Clarksburg 
R.  B.  Wilson 
Hollow  Rock 
C.  T.  Cox 

Huntingdon 
R.  A.  Douglass 
V.  E.  Massey 

McKenzie 
J.  T.  Holmes 
T relevant 

F.  C.  Carnell 


CARTER  COUNTY 

F.lizabethton 

E.  L.  Caudill 
tH.  B.  Damron 
tW.  W.  Evans 
W.  G.  Frost 
E.  T.  Pearson 
J.  B.  Shoun 
tj.  B.  Warren 

CHEATHAM 
COUNTY 
Ashland  City 
P.  L.  Pitt 

(Mbr.  Robertson  Co.) 

Thomasville 
J.  M.  Harris 
(Mbr.  Montgomery 
Co.) 

CHESTER  COUNTY 
Henderson 
W.  O.  Baird 
H.  T.  Pitts 
Hunter  M.  Steadman 
L.  C.  Smith 
J.  B.  Stephens 

CLAIBORNE 
COUNTY 
Cumberland  Gap 
Hugh  C.  Chance 
(Mbr.  Anderson- 
Campbell  Co.) 

Tazewell 

Benj.  M.  Chambers 
(Mbr.  Sullivan  & 
Johnson  Co.) 

New  Tazewell 
H C.  Evans 
(Mbr.  Knox  Co.) 
George  L.  Rea 
(Mbr.  Knox  Co.) 

COCKE  COUNTY 
Newport 
J.  E.  Hampton 
Harry  J.  Lemmon 
W.  E.  McGaha 
Drew  A.  Mims 
L.  S.  Nease 
E.  E.  Northcutt 
tW.  C.  Ruble,  Jr. 
Fred  M.  Valentine 

COFFEE  COUNTY 
Manchester 
Howard  A.  Farrar 
(Mbr.  Rutherford  Co.) 
J.  H.  Farrar 
(Mbr.  Rutherford  Co.) 

Tullahoma 
J.  M.  King 
(Mbr.  Bedford  Co.) 

CROCKETT 

COUNTY 

Alamo 

E.  O.  Prather,  Jr. 
Bells 

E.  Farrow 

(Mbr.  Madison  Co.) 

F.  P.  Hess 

(Mbr.  Haywood  Co.) 

S.  E.  McDonald 
(Mbr.  Madison  Co.) 


Friendship 
W.  H.  Stallings 

CUMBERLAND 
COUNTY 
Crossville 
W.  S.  Dooley 
tPrice  H.  Duff 


DAVIDSON 
COUNTY 
Do  nets  on 
E.  E.  Anderson 
Maurice  Davis 

A.  C.  Dickson 

Goodletlsville 

S.  J.  Fentress 

Madison 

George  A.  Droll 
tDavid  F.  Johnson 
Cyrus  Eve  Kendall 
J.  H.  Soloman 
E.  A.  Sutherland 
Joe  E.  Sutherland 

Nashville 
J.  W.  Alford.  Jr. 
tjames  T.  Allen 
C.  F.  Anderson 
tjoe  D.  Anderson 
tj.  P.  Anderson 
J.  Summer  Anderson 
t.Tohn  W.  Anderson 
W.  B.  Anderson 
J.  J.  Ashby 
J.  Mansfield  Bailey 
Sidney  W.  Ballard 
Hugh  Barr 
R.  A.  Barr 
E.  H.  Barksdale 
David  S.  Bayer 
Lvnch  Bennett 
Edmund  W.  Benz 
W.  C.  Bilhro 
R.  W.  Billington 
tFrazier  Binns 
E.  P.  Bowerman 
Anna  M.  Bowie 
John  M.  Bovlin 
H.  B.  Brackin 
Clo’re  F.  Bradley 

G.  Hearn  Bradley 

T.  F.  Bridges 
Emmett  E.  Brown 

M.  F.  Brown 
(Mbr.  Linco'n  Co.) 
Murray  C.  Brown 
Barney  Brooks 
Clinton  E.  Brush 
J.  L.  Brvan 

O.  N.  Bryan 
tR.  N.  Buchanan,  Jr. 
tFrank  Buckner 
tjohn  C.  Burch 
L.  E.  Burch 
tRoeer  B.  Burrus 

B.  F.  Bvrd 
tB.  F.  Byrd.  Jr. 

Jere_  W.  Caldwell 
lurien  I.  Caldwell 
Will  Camn 
tRobt.  T.  Cardwell 
tGeo.  K.  Carpenter 
tRandoInh  Cate 

W R.  Cate 
John  S.  Cayce 
tLee  F.  Cavce 
tT.  M.  Chambliss 
Amos  Christie 
W.  J.  Core 
Sam  C.  Cowan 


tSam  C.  Cowan,  Jr. 
R.  R.  Crowe 
tRichard  R.  Crutcher 
Carl  R.  Crutchfield 
M.  M.  Cullom 
J.  W.  T.  Dabbs 
Rollin  A.  Daniel,  Jr. 
tMarion  I.  Davis 
Murray  B.  Davis 
T.  W.  Davis 
Wm.  A.  Demonbreun 
R.  C.  Derivaux 
Paul  DeWitt 
W.  C.  Dixon 
Beverly  Douglass 

H.  L.  Douglas 
Bate  Dozier 
R.  L.  Dozier,  Sr. 
tR.  L.  Dozier,  Jr. 

R.  S.  Duke 
tjohn  J.  Eberhart 
L.  W.  Edwards 
tPhillip  C.  Elliott 
tFrank  F.  Ellis,  Jr. 

A.  L.  Erwin 
Duncan  Eve.  Jr. 
Walter  O.  Faught, 

D.D.S. 

tjoe  W.  Fenn 
W.  F.  Fessey 
tR.  O.  Fessey 
tRobt.  M.  Finks 
tGarth  E.  Fort 
Herbert  C.  Francis 
J.  J.  Frey 
JThos.  Fern  Frist 
Wm.  W.  Frye 
J.  L Fuqua 
Joseph  F.  Gallagher 
tRobt.  K.  Galloway 
Chas.  K.  Gardner 
tj.  C.  Ga'dner 
tDan  C.  Gary 
tHamilton  V.  Gayden 
Horace  C.  Gayden 
tL.  R.  Gayden 

C.  N.  Gessler 
tH.  L.  Gilliand 

E.  W.  Goodpasture 
R.  W.  Grizzard 
tThos.  Grizzard 
tKenneth  L.  Haile 
David  W.  Hailey 
C.  M.  Hamilton 
Geo.  H.  Harding 
C.  E.  Hardy 
W.  M.  Hardy 
O.  W.  Harris 
tCarrington  Harrison 
E.  F.  Harrison 
(Mbr.  Williamson 
Co.) 

tGeo.  A.  Hatcher 
O.  S.  Hauk 
tjas.  T.  Haves 
R.  N.  Herbert 
J.  B.  Hibbitts,  Jr. 
tl.  R.  Hillard 
R.  H.  Hirsch 
J.  Harvill  Hite 

G.  W.  Holcomb 

A.  N.  Hollabaugh,  Jr. 
tChas.  F.  Hollabaugh 
■ Geo.  B.  Hubbard 
W.  W.  Hubbard 

H.  H.  Hudson 

R.  FI.  H’-mheson 
(Mbr.  Williamson 
Co.) 

Vernon  Hutton 
H.  P.  Hyder 
tDaniel  j.  Johns,  Jr. 
tOgle  Jones 
Hollis  E.  Johnson 
tGeo.  S.  Johnson 
Edgar  Jones 


T.  M.  Jordan 
R.  H.  Kampmeier 
A.  E.  Keller 
J.  P.  Keller 
tAllc-n  Kennedy 
W.  G.  Kennon 

D.  T.  Kimbrough 
(Mbr.  Williamson 
Co.) 

Howard  King 
tj.  A.  Kirtley,  Jr. 
Nelson  H.  Kraeft 

R.  K.  Landis 
Leon  M.  Lanier 
Ralph  M.  Larsen 
W.  P.  Law 

W.  S.  Leathers 
John  M.  Lee 
tW.  Jerome  Lee 
John  J.  Lentz 
Norris  C.  Leonard, 
D.D.S. 

Jas.  D.  Lester 
Milton  S.  Lewis 
Walter  M.  Lott 
L.  S.  Love 
tj.  A.  Loveless 
t.Iackson  P.  Lowe 
tS.  L.  Lowenstein 
Frank  H.  Luton 
tRobt.  H.  Magruder 
tC.  G.  de  Gutterrez- 
Mahoney 

Guy  Milford  Maness 
J.  Owsley  Manier 
tTravis  FI.  Martin 
W.  M.  McCabe 

G.  S.  McClellan 
C.  C.  McClure 

C.  C.  McClure,  Jr. 
Robt.  L.  McCracken 
tjas.  R.  McMillon 

C.  S.  MrMurray 
Wm.  F.  Meacham 
tj.  G.  Mead 
tCleo  M.  Miller 
tTheodore  Morford 
Walter  M.  Morgan, 

D.D.S. 

tHugh  J.  Morgan 
tN.  B.  Morris 
tS.  R.  Mortland 
P.  G.  Morrissey 
tP.  G.  Morrissey,  Jr. 
tM.  K.  Moulder 

D.  L.  Mumpower 

D.  R.  Neil 
Oscar  G.  Nelson 

O.  A.  Oliver.  D.D.S 
tjohn  R.  Olson 
Eugene  Orr 
Wm.  F.  Orr,  Jr. 
James  C.  Overall 
tFred  W.  T.  Overton 
tWm.  M.  Palm 

H.  E.  Paty 
tRobert  C.  Patterson 
tE.  White  Patton 
Edna  S.  Pennington 
J.  C.  Pennington 
Cobb  Pilcher 
Thos.  G.  Pollard 
Bruce  P’Pool 

J.  J.  Post 
Paul  E.  Purks 
James  Seay  Read 
W.  E.  Revnolds 
tS.  B.  D.  Rhea 
H.  P.  Rieeer 
tlohn  B.  Riggsbee 
tElkin  L.  Rippy 

S.  S.  Riven 

E.  L.  Roberts 
tRobert  E.  Rock 
S.  T.  Ross 
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B.  T.  Rucks 
tLeon  I.  Runyon 
tA.  F.  Russell 
Harry  Sauberli 
tj.  H.  Sayers 
George  F.  Seeman. 

D.D.S. 

fEwing  Seligman 
tMaurice  Seligman 

D.  C.  Seward 
Trimble  Sharber 

N.  S.  Shofner 

H.  H.  Shoulders 
H.  S.  Shoulders 
Ammie  T.  Sikes 

T.  E.  Simpkins 
tMelvin  M.  Simmons 

D.  W.  Smith 
tHenry  C.  Smith 
Herman  Spitz 
tjoe  M.  Strayhorn 
W.  D.  Strayhorn 
Robt.  E.  Sullivan 
tW.  Albert  Sullivan 
W.  D.  Sumpter 
tWm.  D.  Sumpter,  Jr. 
fArthur  J.  Sutherland 

S.  R.  Teachout 
Pauline  Tenzel 

A.  B.  Thach.  Sr. 
tA.  B.  Thach,  Jr. 
Milton  Tharp 

C.  S.  Thomas 
H.  M.  Tigert 

fW.  Oakes  Tirrill,  Jr. 
tC.  C.  Trabue 
tHarold  M.  Truebger 

C.  B.  Tucker 
Harlin  G.  Tucker 
Wm.  O.  Vaughan 
Glenn  E.  Velia 
Ethel  Walker 
tPaul  T.  Warner 

R.  J.  Warner 
Eunice  S.  G.  Waters 
T Bruce  Weaver 
tThos.  S.  Weaver 

B.  H.  Webster 
Albert  Weinstein 
fBernard  Weinstein 
tA.  L.  White 

tj.  T.  Whitfield 
tP.  B.  Widdis 
W.  W.  Wilkerson,  Jr. 
Claiborne  Williams 
tW.  C.  Williams 
tHerbert  Wilson,  Jr. 
Jack  Witherspoon 
W.  H.  Witt 
Burnett  Wright 

R.  E.  Wyatt 

T.  Hugh  Young 
tjohn  B.  Youmans 
Kate  Savage  Zerfoss 
Thos.  B.  Zerfoss 

Old  Hickory 
T.  W.  Dailey 

E.  P.  Johnson 
tAlbert  S.  Koenig 

R.  P.  Miller 

tE.  B.  Rhea 


DECATUR  COUNTY 
Decaturville 
H.  L.  Conger 

DICKSON  COUNTY 
Dickson 

R.  P.  Beasley 
Lawrence  C.  Jackson 
tW.  M.  Jackson 
W.  J.  Sugg 

Vanleer 
W.  A.  Bell 


DYER  COUNTY 
Dyersburg 
tW.  E.  Anderson 
tj.  Paul  Baird 
J.  P.  Baird 
Thos.  V.  Banks 
J.  D.  Brewer 
Percy  A.  Conyers 
tC.  L.  Denton 
G.  B.  Huckaby 
tO.  B.  Landrum 
J.  A.  Ledbetter 

A.  H.  Moody 
John  Moody 
J.  C.  Moore 


J.  G.  Price 
W.  G.  Shelton 
R.  David  Taylor 
P.  C.  Tipton 

C.  A.  Turner 

N.  S.  Walker 
Lydia  V.  Watson 

Newbern 

D.  T.  Holland 
John  E.  Frazier 
Wm.  L.  Phillips 
(Mbr.  Obion  Co.) 

Tigrett 
P.  E.  Miller 


FAYETTE  COUNTY 
Moscow 

M.  B.  Feemster 

Oakland 
L.  D.  McAuley 
Rossville 

F.  K.  West 

Somerville 
H L.  Armstrong 
tjohn  L.  Armstrong 
John  W.  Morris 
tj.  T.  Nardo 


FENTRESS 
COUNTY 
Jamestown 
Guy  C.  Pinckley 
J.  Peery  Sloan 

I.  R.  Storie 

Wilder 

C.  A.  Collins 


FRANKLIN 
COUNTY 
Cowan 

J.  H.  Marable 
Sewanee 

E.  W.  Kirby-Smith 
H.  T.  Kirby-Smith 
R.  M.  Kirby-Smith 
Oscar  N.  Torian 

Sherwood 
George  E.  Bogart 
Winchester 
Reynolds  Fite 
J.  P.  Moon 
Alfred  Parker  Smith 

GIBSON  COUNTY 
Bradford 
J.  H.  McAnerny 
Dyer 

F.  Douglass 
John  J.  Jackson 

Gibson 
J.  H.  Rozzell 

Humboldt 
Chas.  W.  Davis 
J.  W.  Oursler 

G.  W.  Penn 
George  E.  Spangler 

Medina 
Robt.  Morris 

Milan 

tM.  K.  Crothers 

H.  P.  Clemmer 
tjames  O.  Fields 
R.  F.  Hughes 

J.  N.  Jansen 
P.  D.  Jones 
F.  L.  Keil 
R.  L.  Stump 

Trenton 
Jas.  M.  Allen 
J.  O.  Barker 
tB.  T.  Bennett,  Jr. 
tRoscoe  Faulkner 
M.  D.  Ingram 
W.  C.  McRee 
tHenry  J.  Roberts 


GILES  COUNTY 
Bethel 

L.  A.  Edmondson 
Lynnville 
W.  F.  Copeland 
Pulaski 
T.  F.  Booth 

A.  W.  Dean 
F.  B.  Hulme 
W.  J.  Johnson 
John  H.  Morris 
W.  K.  Owens 
J.  U.  Speer 
R.  E.  Warren 


GRAINGER 
COUNTY 
Rutledge 
L C.  Bryan 
(Mbr.  Knox  Co.) 

Washburn 
Robt.  J.  Phlegar 

GREENE  COUNTY 
Greeneville 
L.  E.  Coolidge 
R S Cowles 

N.  H.  Crews 

L.  E.  Dyer 
P.  L.  Fisher 
C.  P.  Fox.  Jr. 

Haskell  W.  Fox 
tR.  B.  Gibson 
J.  G.  Hawkins 
C.  B.  Laughlin 
W.  T.  Mathes 
W.  H.  Tanksley 

Mosheim 

M.  A.  Blanton 
Dale  Brown 
tHal  Henard 

Tusculum 

James  T.  Campbell 

GRUNDY  COUNTY 
Monteagle 
Wm.  A.  Brewer 
Palmer 

O.  H.  Clements 

Pelham 

U.  B.  Bowden 


HAMBLEN 
COUNTY 
Morristown 
M.  J.  Bellaire 
H.  W.  Bennett 

P.  L.  Brock 
J.  K.  Cooper 
W.  E.  Howell 
Y.  Alvin  Jackson 
L.  W.  Nabers 
F.  F.  Painter 
R.  A.  Purvis 
tD.  R.  Roach 

B.  C.  Weesner 
tD.  J.  Zimmerman 


HAMILTON 
COUNTY 
Chattanooga 
Justin  O.  Adams 
Geo.  B.  Alder 

E.  R.  Anderson 
Wm.  E.  Anderson 
Wm.  D.  Anderson 
J.  J.  Armstrong 
tH.  M.  Ausherman 
fC.  H.  Barnwell 

S.  H.  Barrett 
Wesley  A.  Barton 
tAlvin  H.  Benz 

J.  L.  Bibb 

E.  L.  Bishop 

(Mbr.  Davidson  Co.) 

T.  R.  Blanks 
tF.  B.  Bogart 
J.  W.  Bradley 
tForrest  G.  Bratley 
J.  C.  Brooks 

tj.  C.  Brooks,  Jr. 

L.  P.  Brooks 
tS.  W.  Brown 


tE.  F.  Buchner,  Jr. 

W.  R.  Butttam 
Earl  R.  Campbell 
tDouglas  Chamberlain 
Cleo  Chastain 
tjohn  W.  Claiborne, 
Jr- 

Rupert  M.  Colemore 
John  L.  Cooley 
Tolbert  C.  Crowell 
tDoyle  E.  Currey 
J.  Tom  Currey 

O.  M.  Derryberry 

E.  M.  DeLay 
Paul  H.  Dietrich 
Albert  S.  Easley 

A.  F.  Ebert 
Floyd  G.  Estridge 
tj.  R.  Fancher 
John  B.  Fitts 
tRichard  Van  Fletcher 

S.  A.  Fowler 

Guy  M.  Francis 
J.  Marsh  Frere 

O.  C.  Gass 
Dean  W.  Golley 
Paul  M.  Golley 
A.  E.  Goodloe 

F.  Russell  Hackney 
Alton  G.  Hair 

tj.  L.  Hamilton 
LI.  H.  Hampton 
tFrank  Harris 
E.  M.  Harrison 
tCarl  A.  Hartung 
John  B.  Haskins 

G.  P.  Haymore 
Chas  R.  Henry 
tHomer  D.  Hickey 
tj.  M.  Higginbotham 
A.  W.  Hilliard 

J.  F.  Hobbs 
John  W.  Hocker 
J.  McC.  Hogshead 
tHoward  T.  Holden 

O.  G.  Hughes 

P.  R.  Hysinger 

R.  O.  Ingham 

D.  Isbell 
Burton  L.  Jacobs 
tjoseph  Johnson,  Jr. 
Franklin  Johnson 

J.  Paul  Johnson 
J.  W.  Johnson 

D.  B.  Karr 
tHoward  Karr 
tjoe  Killebrew 
tjohn  J.  Killeffer 
Gene  H.  Kistler 

H.  P.  Larimore 
Chester  L.  Lassiter 
Hiram  A.  Laws,  Jr. 
Stewart  Lawwill 
tPhillip  H.  Livingston 
H.  D.  Long 

S.  H.  Long 

tHugh  B.  Magill,  Jr. 
tT.  J.  Manson 

S.  S.  Marchbanks 
Fred  E.  Marsh 
tjos.  T.  Marshall 
(Mbr.  Blount  Co.) 
John  R.  Martin 
M.  A.  Meacham 
tRichard  H.  Mellen 
{Augustus  McCravey 
J.  B.  McGhee 
J.  D.  L.  McPheeters 
tPanl  Milton 
Cecil  E.  Newell 

E.  Dunbar  Newell 

E.  T.  Newell 
tEdwardT.  Newell,  Jr. 
A.  M.  Patterson 

tR.  L.  Patterson 

F.  O.  Pearson 
John  F.  Preston 
tW.  D.  L.  Record 
tChas.  T.  Read 
W.  A.  Reed 

E E.  Reisman 
tE.  E.  Reisman,  Jr. 
Herman  Renner 
tGilbert  Roberts 

G.  Madison  Roberts 
tRohert  C.  Robertson 
W.  D.  Rosborough 
Clarence  Shaw 

R E.  Shelton 
tW.  J.  Sheridan 
lohn  N.  Shipp 

V.  F.  Shr-11 
Leonold  Shumacker 
S.  K.  Skelton 
J.  A.  Smith 


tMoore  J.  Smith 
Harold  J.  Starr 
John  B.  Steele 
'Y  i Hard  Steele 
Willard  H.  Steele 
tWm.  A.  Stem 
Wm.  G.  Stephenson 
tjohn  A.  Steward 
tW.  Dean  Steward 
J.  B.  Swafford 
tPaul  R.  Swanson 
J.  Hamilton  Tavlor 
Chas.  Roberts  Thomas 
Wm.  E.  Van  Order 
tO.  L.  Von  Canon 
A.  J.  Von  Werssowetz 
Dan  N.  Williams 

G.  Victor  Williams 
tRobert  A.  Wise 
S.  H.  Wood 
tjames  C.  Wright 

Red  Bank 

J.  McClure  Richard 
Soddy 
E.  L.  Jenkins 


HARDEMAN 
COUNTY 
Bolivar 
E.  L.  Baker 

P.  M.  Bishop 

D.  L.  Brint 
R.  L.  Cobb 
David  Galloway 
tGeo.  W.  Jackson 
tWiley  D.  Lewis 

B.  F.  MrAnulty 

W.  W.  Winters 
(Mbr.  Robertson  Co.) 

Grand  Junction 
L.  D.  Pope 


HARDIN  COUNTY 
Savannah 

tC.  Whitman  Borg 
b.  C.  Doty 
J.  V.  Hughes,  Jr. 
tS.  L.  Stephenson 
Otis  Whitlow 
O.  H.  Williams 

HAWKINS 
COUNTY 
Bulls  Gap 
J.  E.  Kite,  Jr. 

(Mbr.  Greene  Co.) 


HAYWOOD 
COUNTY 
Brownsville 
tRobert  C.  Berson 
John  M.  Chambers 

T.  C.  Chapman 
Roy  M.  Lanier 
W.  D.  Poston 
Genn  T.  Scott 
(Mbr.  Madison  Co.) 
A.  H.  Sorrelle 
John  C.  Thornton 

Stanton 
J.  A.  Jones 


HENDERSON 
COUNTY 
Lexington 
tR.  M.  Conger 

C.  J.  Huntsman 

E.  G.  Maxwell 

Wildersville 

C.  E.  Bolen 


HENRY  COUNTY 
Paris 

George  D.  Boone 
tj.  W.  Didcoct 
fArthur  Dunlap 
R.  Graham  Fish 
John  E.  Goodpasture 
C.  H.  Johnson 
tj.  C.  McKissick 
tBarton  McSwain 
Geo.  R.  McSwain 


J.  H.  McSwain 
E.  B.  Paschall 
W.  G.  Rhea 
Elroy  Scruggs 
Henriette  Veltman 
C.  D.  Wilder 

HICKMAN 
COUNTY 
Centerville 
W.  K.  Edwards 
Only 

L.  F.  Pritchard 

HOUSTON 

COUNTY 

Erin 

O.  H.  Atkins 

HUMPHREYS 

COUNTY 

Water ly 

H.  C.  Capps 
J.  C.  Armstrong 


JACKSON  COUNTY 
Gainesboro 
L.  R.  Anderson 
R.  C.  Gaw 

JEFFERSON 
COUNTY 
Jefferson  City 

T.  A.  Caldwell 
(Mbr.  Knox  Co.) 

T.  E.  Wright 
(Mbr.  Knox  Co.) 

Strawberry  Plains 
Roland  M.  Webster 
(Mbr.  Knox  Co.) 

JOHNSON 
COUNTY 
Butler 
R.  C.  Blevins 
Mountain  City 
J.  R.  Butler 
R O.  Glenn 
E.  Bruce  Rhea 

H.  S.  Smythe 


KNOX  COUNTY 
Bearden 

B.  G.  Baker 

P.  A.  McGinnis 

Byington 
A.  R.  Garrison 
Concord 
tM.  F.  Cobb 
J.  S.  Reynolds 

Corryton 
A.  D.  Simmons 
Fountain  City 

F.  H.  Payne 
J.  M.  Van  De  Griff 
tjoe  L.  Raulston 

Ins  kip 

J.  B.  Parker 

Knoxville 

Eugene  Abercrombie 
Herbert  Acuff 
Eben  Alexander 
tChas.  Armstrong 
W.  S.  Austin 
Troy  P.  bagwell 

C.  E.  Barnett 
tSpencer  Bell 
Chas.  W.  Black 
M.  L.  Black 

W.  A.  Boies 
tRobert  Brashear 
L.  A.  Brendle 
Horace  E.  Brown 
P.  H.  Cardwell 
fE.  E.  Carrier 
L.  C.  Caylor 
f.lack  Chesney 
tH.  S.  Christian 
H.  E.  Christenberry 
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tH.  E.  Christen- 
berry,  Jr. 

K.  XV.  Christenberry 
W.  F.  Christenberry 

C.  L.  Chumley 
W.  E.  Clark 
Edward  S.  Clayton 
tSam  M.  Cooper 

K.  C.  Copenhaver 

M.  M.  Copenhaver 
William  R.  Cross 
J.  P.  Cullum 

H.  K.  Cunningham 

V.  C.  Dail 
tT.  P.  Day 

R.  V.  Depue 

fW.  A.  DeSautelle 

W.  T.  DeSautelle 
Earl  Donathan 
W.  F.  Dorsey 
tHorton  DuBard 
Fred  F.  Dupree 
tj.  Gilbert  Eblen 

E.  M.  Edington 
fj.  B.  Ely 

W.  H.  Enneis 
fFrank  Faulkner 
Roy  Fisher 
J.  H.  Gammon 
Edgar  L.  Grubb 
tGlenn  T.  Grubb 

E.  A.  Guynes 
J.  R.  Hamilton 

B.  I.  Harrison 
Eugene  Haun 
Louis  A.  Haun 

t James  T.  Hayes 
M.  L.  Hefley 
tGeorge  Henson 
Jesse  C.  Hill 
John  R.  Hill 
tOliver  W.  Hill,  Jr. 
Victor  Hill 

S.  H.  Hodge 

H.  Stuart  Hodges 

G.  Turner  Howard,  Jr. 

A.  G.  Huffstedler 
tFred  E.  Hufstedler 
Geo.  Inge 

JC.  E.  Irwin 
fW.  J.  Irwin 
tHarry  H.  Jenkins 

C.  B.  Jones 
Frank  E.  Jones 
tjohn  O.  Kennedy 
J.  H.  Kincaid 

H.  L.  Kitts 

tA.  Hobart  Lancaster 
tRobert  P.  Layman 
J.  Marshall  Lea 
Robert  S.  Leach 
tjohn  J.  Lesher 
Forest  S LeTellier 
H.  C.  Long 
H.  H.  McCampbell 

T.  L.  McCarter 
H.  T.  McClain 
W.  C.  McClain 
Roy  McCrary 

A.  R.  McCullough 
tj.  D.  McCullough 
M.  D.  McCullough 
Richard  Mcllwaine 
tWm.  T.  McPeake 

R.  L.  McRevnolds 
Edwin  E.  Miller 

S.  R.  Miller 
Ralph  Monger 
tjohn  L.  Montgomery 
John  D.  Moore 
Owen  Moore 

A.  K.  Morris 
Joel  C.  Morris 
J.  F.  Morrow 
tWm.  S.  Muse 
J.  B.  Naive 
J.  B.  Neil 
tEugene  P.  Nicely 
Hazel  Nichols 
tRalph  Nichols 
fB.  M.  Overholt 
Micholas  Pappas 
Robt.  F.  Patterson,  Jr. 
tHerschel  Penn 
tjarrell  Penn 
H.  Dewey  Peters 
S.  B.  Peters 
tB.  F.  Peterson 
S.  Joe  Platt 
fHerbert  L.  Pope 
W.  W.  Potter 
Bruce  Powers 

R.  M.  Powell 


tjohn  A.  Range 
tHugh  Reaves 
W.  D.  Richards 

N.  G.  Riggins 
M.  S.  Roberts 
Olin  W.  Rogers 
tj.  S.  Ruffin,  Jr. 

A.  L.  Rule 
tj.  H.  Saffold 
Wm.  A.  Shelton 
tA.  B.  Shipley 
Chas.  C.  Smeltzer 
Andrew  Smith 
Joe  T.  Smith 
tPhilip  Smith 
Rufus  Smith 
Vernon  I.  Smith 
John  R.  Smoot 
Thomas  Stevens 
tj.  M.  Stockman 
G.  W.  Stone 
R.  G.  Tappan 
tGeorge  W.  Tharp 
tPhillip  C.  Thomas 

D.  R.  Thomas 
Geo.  M.  Trotter 
R.  G.  Waterhouse 
David  Waterman 

t Alvin  J,  Weber,  Jr. 
tFred  West 
W.  L.  Whitehurst 
tLeon  J.  Willien 

G.  A.  Williamson 

E.  G.  Wood 
R.  B.  Wood 
W.  P.  Wood 
R.  M.  Young 

E.  Russell  Zemp 

Mascot 

H.  J.  Bolen 


LAKE  COUNTY 
Ridgely 

W.  S.  Alexander 
W.  L.  Sumners 

Tiptonville 
R.  W.  Griffin 
E.  B.  Smythe 

LAUDERDALE 
COUNTY 
Henning 
Thos.  F.  Pipkin 
Ripley 

J.  L.  Dunavant 
J.  B.  Lackey 
j.  R.  Lewis 
Thos.  E.  Miller 
tT.  H.  Nunn 
W.  C.  Ramer 


LAWRENCE 
COUNTY 
Iron  City 
J.  W.  Jordan 
Lawrenceburg 

V.  H.  Crowder 

W.  O.  Crowder 
J.  W.  Danley 

L.  C.  Harris 

fLeo  C.  Harris,  Jr. 

T.  A.  McAmis 
T.  J.  Stockard 

Loretto 
A.  D.  Cole 


LEWIS  COUNTY 
Hohenwald 
W.  E.  Boyce 
Jerome  Powers 

LINCOLN  COUNTY 
Ardmore 

D.  T.  Hardin 
J.  W.  Maddex 

Boonshill 
J.  E.  Sloan 
Elora 
A.  L.  Griffith 
Fayetteville 

C.  L.  Goodrich 
tBen  H.  Marshall 
tR.  E.  McCown 


J.  V.  McRady 
J.  M.  McWilliams 

F.  A.  Patrick 

Huntland 
tK.  P.  Brown 


LOUDON  COUNTY 
Lenoir  City 
tj.  A.  Leeper 
W.  D.  Padgett 
(Mbr.  Knox  Co.) 
Halbert  Robinson 
(Mbr.  Knox  Co.) 

R.  V.  Taylor 
(Mbr.  Knox  Co.) 

L.  L.  Terrell 
(Mbr.  Knox  Co.) 

Loudon 

Arthur  P.  Harrison 
(Mbr.  Knox  Co.) 

W.  B.  Harrison 
(Mbr.  Knox  Co.) 

J.  R.  Watkins 
(Mbr.  Knox  Co.) 


MACON  COUNTY 
Lafayette 

D.  D.  Howser 


MADISON 

COUNTY 

Bemis 

Henry  N.  Moore 
Kelly  Smythe 
(Roderick  C.  Webb 
(Paul  Wylie 

Gadsden 

F.  C.  James 

Jackson 
J.  G.  Anderson 
Glenn  D.  Batten 

G.  H.  Berryhill 
tCecil  H.  Brown 

R.  S.  Brown 
Swan  Burras 
TStevens  Byars 
Fate  B.  Collins 
J.  L.  Crook 
tWm.  Grant  Crook 
fj.  E.  Douglass 
(L.  D.  Farragut 
W.  T.  Fitts 
tRobt.  S.  Heilman 
Henry  H.  Herron 

S.  M.  Herron 
Helen  Johnston 
Leland  M.  Johnston 

G.  Frank  Jones 
Horace  L.  Jones 
Roy  Mabry 

I.  W.  McClaran 
tFrank  A.  Moore 
S.  T.  Parker 

J.  G.  Pearce 
J.  E.  Powers 

Alvin  B.  Rosenbloom 
W.  G.  Saunders 
(Richard  Taylor 
tT.  R.  Thompson,  Jr. 
W.  A.  Walcott 
Chas.  F.  Webb 
Chas.  H.  Webb 
R.  B.  White 
W.  T.  Woodward 

Mercer 

I.  M.  Curry 


MARION  COUNTY 
South  Pittsburg 
fRussell  B.  James 
(Mbr.  Hamilton  Co.) 


MARSHALL 
COUNTY 
Lewisburg 

J.  T.  Gordon 
(Mbr.  Bedford  Co.) 
Thomas  A Wheat 
(Mbr.  Bedford  Co.) 

Petersburg 
W.  S.  Joplin 
(Mbr.  Lincoln  Co.) 


(Edwin  S.  Leek 
(Mbr.  Bedford  Co.) 

MAURY  COUNTY 

Columbia 
D.  B.  Andrews 

H.  C.  Busby 
fWm.  N.  Cook 
J.  T.  Hart 
tRobin  Lyles 
tjames  B.  Miller 
R.  S.  Perry 
fEdwin  K.  Provost 
Leon  S.  Ward 
G.  C.  Williamson 
J.  W.  Wilkes 
Watt  Yeiser 

Hampshire 
W.  R.  Webb 
Mt.  Pleasant 
G.  C.  English 
J.  H.  Jones 
C.  D.  Walton 

Springhill 

B.  H.  Woodard 
Williamsport 
L.  E.  Ragsdale 


McMINN  COUNTY 
Athens 
W.  R.  Arrants 
D.  P.  Brendle 
R.  A.  Brock 
Jas.  W.  Chapman 
R.  W.  Epperson 

C.  O.  Foree 
W.  Edwin  Foree 
tA.  W.  Reeser 
Helen  M.  Richards 
JL.  A.  Shields 

Decatur 
W.  J.  Abel 

Englewood 
David  F.  Seay 
Etowah 

tS.  Boyd  McClary,  Jr. 

H.  C.  Miles 
W.  S.  Moore 
John  C.  Sharp 


McNAIRY  COUNTY 
Selmer 

tT.  N.  Humphrey 

E.  M.  Smith 
John  R.  Smith 

MONROE  COUNTY 
Madisonville 
R.  C.  Kimbrough 
H.  C.  Shearer 

Sweetwater 
L.  L.  Barnes 
W.  J.  Cameron 
tB.  A.  Dobbins 
J.  A.  Hardin 
fD.  F.  Heuer,  Jr. 
tR.  M.  Price 
T.  M.  Roberts 
J.  E.  Young 

Tellico  Plains 
W.  A.  Rogers 
Vonore 

J.  A.  McCollum 


MONTGOMERY 

COUNTY 

Clarksville 

H.  H.  Edmonson 
V.  H.  Griffin 

I.  E.  Hunt 

J.  H.  Ledbetter 
tP.  L.  Lyle 

F.  J.  Malone 

E.  B.  Ross 
Jack  Ross 
John  W.  Ross 
Bryce  Runyon 

M.  L.  Shelby 
Paul  E.  Wilson 
R.  M.  Workman 


MOORE  COUNTY 
Lynchburg 

F.  Harlan  Booher 
(Mbr.  Lincoln  Co.) 

MORGAN  COUNTY 
Oakdale 
J.  H.  Carr 
(Mbr.  Roane  Co.) 

OBION  COUNTY 
Obion 
J.  C.  Walker 
(Mbr.  Dyer,  Lake, 
and  Crockett  Cos.) 

Troy 
E.  A.  Boswell 
(Mbr.  Dyer,  Lake, 
and  Crockett  Cos.) 

Union  City 

M.  A.  Blanton,  Sr. 

M.  A.  Blanton,  Jr. 

D.  S.  Latimer 
(Mbr.  Dyer,  Lake, 
Crockett  Co.  Soc.) 
A.  G.  Scott 
M.  T.  Tipton 

OVERTON 

COUNTY 

Alpine 

J.  T.  McDonald 
Livingston 
W.  M.  Breeding 
W.  M.  Brown 
tH.  B.  Nevans 
A.  B.  Qualls 
Myrtle  L.  Smith 

PERRY  COUNTY 
Clifton 

James  T.  Keeton 
Linden 

O.  A.  Kirk 

PICKETT  COUNTY 
Byrdstown 
(Floyd  B.  Hay 
(Mbr.  Overton  Co.) 

POLK  COUNTY 
Benton 
tjohn  Lillard 
(Mbr.  McMinn  Co.) 

Copperhill 
tH.  H.  Hyatt 
H.  P.  Hyde 
(Mbr.  Bradley  Co.) 
(Mbr.  Hamilton  Co.) 
C.  W.  Strauss 

Ducktown 
A.  J.  Guinn 
(Mbr.  Hamilton  Co.) 

PUTNAM  COUNTY 
Algood 
J.  T.  Moore 

Cookeville 
(Robert  Akin 
Lex  Dyer 
W.  A.  Howard 
Thurman  Shipley 
Z.  L.  Shipley 
tH.  H.  Taylor 
J.  Fred  Terry 
R.  L.  Witherington 

Granville 
L.  M.  Freeman 
Monterey 

T.  M.  Crain 
RHEA  COUNTY 
Dayton 
Albert  Broyles 
(Mbr.  Hamilton  Co.) 
W.  A.  Thomison 
(Mbr.  Hamilton  Co.) 
J.  J.  Rogers 
(Mbr.  Hamilton  Co.) 

Spring  City 
Max  D.  Lindsay 
(Mbr.  Hamilton  Co.) 


ROANE  COUNTY 
Harriman 
Thos.  L.  Bowman 
JL.  A.  Killeffer 
Rockwood 
tF.  Davis  Owings 
Thos.  H.  Phillips 
R F.  Regestet 

G.  E.  Wilson 

ROBERTSON 
COUNTY 
Cedar  Hill 
Robert  H.  Elder 
Ridgetop 
XV.  S.  Rude 

Springfield 

C.  M.  Banks 
W.  B.  Dye 
John  S.  Freeman 
J.  S.  Hawkins 

A.  R.  Kempf 

R.  L.  Mathews 
W.  W.  Porter 
tW.  P.  Stone 
J.  E.  Wilkison 

RUTHERFORD 

COUNTY 

Murfreesboro 
XV.  Stanley  Barham 
J.  B.  Black 
V.  S.  Campbell 
tHarvey  XV.  Carter 
John  F.  Cason 
J.  R.  Gott 

A.  J.  Jamison 
J.  K.  Kaufman 
Lois  M.  Kennedy 

B.  W.  Rawlins 
J.  A.  Scott 
Richard  E.  Strain 
Sam  L.  Wiles 

Overall 

S.  B.  Smith 

Smyrna 
J.  M.  Shipp 
J.  S.  Lowry 

SCOTT  COUNTY 
New  River 
M.  F.  Frazier 
Norma 

D.  T.  Chambers 

Oneida 
XV.  S.  Cooper 
M.  E.  Thompson 
Milford  Thompson 

Robbins 
Pitney  Phillips 

SEVIER  COUNTY 
Sevierville 
R.  A.  Broady 
tjohn  A.  Conroy 
R.  A.  McCall 
tR.  Mel  Perry 
Robt.  F.  Thomas 

C.  P.  Wilson 
O.  H.  Yarberry 

SHELBY  COUNTY 
Brunswick 
C.  C.  Chaffee 
Collierville 
L.  P.  Pearce 

Cordova 
XV.  F.  Boyd 
John  T.  Carter,  Jr. 
C.  A.  Chaffee 

Forest  Hill 
J.  E.  Clark 
Lucy 

E.  L.  Anderson 

Memphis 

Shields  Abernathy 
tW.  M.  Adams 
tjustin  H.  Adler 
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W.  G.  Alford 

C.  D.  Allen 
Jacob  Alperin 

S.  B.  Anderson 
W.  S.  Anderson 
tC.  G.  Andrews 

G.  E.  Ankerson 

D.  H.  Anthony 
tj.  M.  Aste 

H.  E.  Atherton 

J.  C.  Ayres 

tj.  C.  Ayres,  Jr. 
tC.  H.  Avent 
fWm.  Wallace  Aycock 

C.  O.  Bailey 

L.  S.  Baskin 

M.  L.  Bearden 
J.  L.  Beauchamp 
Chas.  A.  Bender 
tj.  M.  Bethea 

J.  M.  Biggs 
tjames  D Biles.  Jr. 
Douglas  B.  Black 
tW.  T.  Black.  Jr. 
tSam  Blackwell 
Breen  Bland 

C.  D.  Blassingame 

A.  L.  Blecker 
tPhil  Bleecker 
J.  B.  Blue 
W.  R.  Blue 
Robt.  F.  Bonner 

R.  L.  Bowlin 

H.  B.  Bovd 

L.  F.  Boyd 

1W.  T.  Braun,  Jr. 

Jas.  T.  Bridges 
tCarey  Bringle 

S.  N.  Brinson 

J.  M.  Brockman 

J.  H.  Bronstein 
Samuel  Bryan 

K.  M.  Buck 

tj.  A.  Buchignani 
W.  D Burkhalter 
Geo.  H.  Burkle.  Jr. 

E.  Guy  Campbell 
Ernest  A.  Canada 

D.  M.  Carr 
Chas.  H.  Carter 
J.  P.  Carter 

tL.  L.  Carter 

C.  B Chaffee 
tHughes  Chandler 
W.  C.  Chaney 
tR.  E.  Ching 
tR.  B.  Chrisman.  Jr. 

J.  C.  Clark 
W.  F.  Clary 
J D.  Cleveland 

E.  W.  Cocke 
tl.  S Coe 

M.  D.  Cohen 
W.  C.  Colbert 
S.  W.  Coley 

B.  C.  Collins 
tjames  H.  Collins 

E.  D.  Connell 

A.  F.  Cooper 
G.  A.  Coors 
John  E.  Cox 

R.  Cox 

tj.  K.  Crawford 
IP.  T.  Crawford 
tj.  A.  Crisler.  Jr. 

C.  V.  Croswell 
Howard  Curl 

G.  W.  Dahnke 
tj.  A.  Danciger 

R.  R.  Davenport 
J.  M.  Davis 
tChas.  J.  Deere 

V.  J.  Demarco 
Wm.  E.  Denman,  Jr. 
John  L.  Dies 

W.  T.  Dinsmore 
tW.  F.  Dobyns 
J.  M.  Dorris 

tj.  M.  Dougall 
J.  J.  Douglas 

I.  G.  Duncan 
tElmer  S.  Eddins 

E.  C.  Ellett 
James  N.  Etteldorf 
tC.  B.  Etter 

tj.  D.  Evans 
tM.  L.  Evans 
Sidney  S.  Evans 

H.  B.  Everett 
tTurley  Farrar 

P.  M.  Farrington 
Harold  Feinstein 

F.  W.  Fielder 


J.  B.  Fisher 

R.  B.  Flaniken 
J.  S.  Fleming 
fB.  F.  Floyd 
J.  H.  Francis 
J.  F.  Fraser 
J.  E.  French 
tj.  A.  Gardner,  Jr. 

O.  P.  Garner 
C.  H.  Glover 
tF.  A.  Goldberg 
tD.  W.  Goltman 
tj.  S.  Goltman 
J.  O.  Gordon 

A.  C.  Gose 
|H.  B.  Gotten 
tNicholas  Gotten 
W.  H.  Gragg 

L.  M.  Graves 
W.  R.  Graves 
tH.  D.  Gray 

H.  W.  Greenburgh 
J.  O.  Griffin 

A.  J.  Grobmyer 
E.  R.  Hall 

tV.  A.  Hall 
J.  F.  Hamilton 
E.  C.  Ham 
tj.  A.  Hanna 

B.  F.  Hardin 
J.  H.  Harris 
tChas.  W.  Harting 
tMallory  Harwell 

C.  H.  Heacock 
tR.  D.  Henderson 
R.  G.  Henderson 

M.  B.  Hendrix 
R.  A.  Hennessey 
J.  P.  Henry 

tA.  L.  Herring 
J.  H.  Herring 
George  B.  Higley 
H.  G Hill 
J.  J.  Hobson 
C.  Hoffman 
M.  W.  Holehan 
E.  M.  Holder 
J E.  Holmes 
tT.  L.  Houston 
Wm.  T.  Howard 
(Mbr.  Tipton  Co.) 

A.  G.  Hudson 
J.  A.  Hughes 
tjohn  D Hughes 
tjames  G.  Hughes 
tC.  W.  Ingle 
H.  B.  Jacobson 
H.  J.  Jacobson 

C.  E.  James 

D.  H.  James 
J.  A.  James 
tHarry  Johnson 
tAlbert  M.  Jones 
Geo.  P.  Jones 

L.  A.  Kasse'herg 
Henry  G.  Kessler 
Frnest  G.  Kelly 
Webb  B.  Key 
tT.  C.  King 
V D Kine 
fC.  R.  Kirk 

T.  A.  Kirkland 
R.  A.  Kniehr 
Cary  M.  Kuykendall 

O.  M.  Laten 
N E Leake 

Thos.  F.  Leatherwood 
Gilbert  J.  Levy 
Louis  Levy 
A.  C.  Lewis 
C.  K.  Lewis 

P.  M.  Lewis 
tF.  D.  Linn 

E.  J.  Lipscomb 
Geo.  R.  Livermore 
tD.  G.  Lockwood 
tj.  P.  Long 

W.  H.  Lovejoy 
t.T.  H.  Lotz 
tBattle  Malone,  II 
IT.  P.  Maniean 
tPhilip  Markle 
C.  H.  Marshall 
tA.  D.  Mason,  Jr. 
Chas.  R.  Mason 
J.  W.  Mason 
Robin  F.  Mason 
O.  S.  Matthews 
R.  L.  Mayer 
A.  H.  Mever 
tRichard  A.  Miller 
R.  H.  Miller 
tR.  W.  Miller 
W.  D.  Mims 
H.  F.  Minor 


E.  C.  Mitchell 

E.  D.  Mitchell 

tE.  D.  Mitchell,  Jr. 

F.  T.  Mitchell 
E.  C.  Mobley 

tj.  C.  Mobley,  Jr. 
Moore  Moore 
Thomas  D.  Moore 
Wallace  P.  Moore 

C.  H.  Morgan 
J.  L.  Morgan 
tHenry  Moskowitz 
tj.  P.  Moss 

j.  T.  Moss 

T.  C.  Moss 
R.  Lyle  Motley 
tFrancis  Murphey 

G.  W.  Musgraves 
Roland  H.  Myers 
Ezell  McCann 

I.  J.  McCaughan 

D.  C.  McCool 

R.  B.  McCormick 

O.  S.  McCowan.  Sr. 
tO.  S.  McCowan,  Jr. 
tj.  W.  McElroy 

J.  L.  McGeehee 
j.  A.  McIntosh 
tE.  E.  McKenzie 

j.  Wesley  McKinney 
j.  A.  McQuiston 
R.  T.  Nowlin 

C.  M.  Oberschmidt 
tVan  A.  Odle 

tj.  T.  O’Brien 

D.  W.  Oelker 
Charles  B.  Olim 
tB.  T.  Otey 

j.  P.  Owens 
Henry  Packer 
Ira  O.  Park 
R.  H.  Parr 

G.  E.  Paullus,  Jr. 
Cleveland  Payne 
R.  S.  Pearce 

E.  M.  Pcete 
Robt.  H.  Peeples 
W.  H.  Pistole 

L.  R.  Polk 
tR.  W.  Polk 

R.  M.  Pool 

A.  R.  Porter,  Jr. 
Louise  B.  Powell 
W.  T.  Pride 

H.  W.  Qualls 
A.  G.  Quinn 
W.  P.  Rachelle 
J.  W.  Ragsdale 
W.  E.  Ragsdale 
Wm.  E.  Ragsdale,  Jr. 

E.  A.  Raines 
tH.  R.  Raines 
tS.  L.  Raines 
tL.  C.  Ramsay 
Robert  Raskind 

G.  P.  Rawls 
tR.  B.  Ray 

j.  R.  Reinberger 
Alma  B.  Richards 
W.  W.  Riggs 

M.  J.  Roach 

F.  L.  Roberts 
(Mbr.  Gibson  Co.) 
tChas.  G.  Robinson 
W.  W.  Robinson 
W.  A.  Ruch 

S.  T.  Rucker 
W.  L.  Rucks 

H.  G.  Rudner 
tW.  A.  Runkle 

P.  B.  Russell,  Jr. 

R.  O.  Rychener 
L.  C.  Sanders 

R.  L.  Sanders 

S.  H.  Sanders 
C.  H.  Sanford 
A.  P.  Sargent 
tW.  T.  Satterfield 
David  E.  Scheinberg 
H.  C.  Schmeisser 

P.  C.  Schreier 

L.  V.  Schmittou 
Jos.  L.  Scianni 

M.  W.  Searight 
tL.  L.  Sebulsky 
M.  B.  Selegstein 

R.  E.  Semmes 
tjohn  L.  Shaw 
J.  J.  Shea 

S.  J.  Sibley 
W.  L.  Simpson 
tHugh  Smith 

j.  H.  Smith 
O.  E.  Smith 

F.  Ward  Smythe 


Harold  A.  Sparr 
J.  S.  Speed 
M.  G.  Spingarn 
Douglas  H.  Sprunt 
Joseph  Stabnick 
E.  A.  Stanfield 
J.  B.  Stanford 
Oscar  Stegall 
Neuton  S.  Stern 

E.  M.  Stevenson 
William  D.  Stinson 
S.  Fred  Strain 

tS.  D.  Sullenberger 
tB.  S.  Talley 
Finis  A.  Taylor 
Newman  Taylor 
tRobt.  Taylor 
W.  W.  Taylor 
tMorton  J.  Tendler 
Horace  E.  Thomas 
tW.  M.  Tipton 
tAlvin  Brush  Tripp 

H.  K.  Turley 
C.  C.  Turner 
tC.  F.  Varner 

I.  A.  Vaughn 
S.  L.  Wadley 
Lewis  A.  Walker 
O P.  Walker 
Richard  P.  Walker 
W.  W.  Walker 
tR.  A.  Wallace 
C*cit  E.  Warde 
tT.  L.  Waring 
tO.  S.  Warr,  Jr. 

H.  C.  Watkins 
tW.  W.  Watkins 
tj.  K.  Welch,  Jr. 

J.  J.  ViVms 
tSamuel  I.  Wener 
tToseph  E.  Wheeler 
Thomas  H West 
Frank  E.  Whitacre 
J.  E.  Wbireleather 
tW.  L.  Wilhelm 

A.  B.  Williams 
tH.  G.  Williams 
S.  B.  Williamson 
W.  L.  Wil'iamson 
tHarwel!  Wilson 
tjames  F.  Wilson 
P.  H.  Wood 

B.  M.  Zussman 

Millington 

Albert  S.  Witherington 
Oakville 

F.  H.  Alley 
Francis  H.  Cole 
tFelix  A.  Hughes,  Jr. 

Woodstock 
L.  C.  Johnson 

SMITH  COUNTY 
Brush  Creek 
A.  O.  Parker 
Carthage 

R.  E.  Key 
L.  D.  Sloan 

Chestnut  Mound 
E.  D.  Gross 

Dixon  Springs 
Rhea  E.  Garrett 
Elmwood 
W.  F.  Boze 

Gordonsville 
W.  B.  Dalton 
Thayer  S.  Wilson 

Pleasant  Shade 
J.  J.  Beasley 

STEWART 
COUNTY 
Indian  Mound 

C.  N.  Keatts 
(Mbr.  Montgomery 

Co.) 

SULLIVAN 
COUNTY 
Blountville 
tj.  W.  Erwin 

S.  R.  McDowell 

Bluff  City 
Virginia  Shepherd 
Clinton 


Bristol 
J.  S.  Bachman 

T.  R.  Bowers 
Chas.  S.  Butler 
Benjamin  M. 

Chambers 
tW.  C.  Carreras 

N.  H.  Copenhaver 
Arthur  B.  English 
Wm.  M.  Gammon 
Bernard  C.  Grigsby 
Arthur  Hooks 
tTom  H.  Kuhnert 
tj.  O.  Marcy 

S.  E.  Massengill 
Louis  C.  McNeer 

T.  T.  McNeer 
Bruce  W.  Mongle 

N.  S.  Peters 

L.  B.  Snapp 
tL.  B.  Snapp,  II 
A.  K.  Turner 
tjames  F.  Thackston 

D.  D.  Vance 
Wm.  K.  Vance,  Jr. 

Kingsport 
tF.  L.  Alloway 
tH.  O.  Bolling 
tH.  S.  Burem 
tR.  H.  Brown 
W.  B.  Camp 
(Mbr.  Bedford  Co.) 
L.  C.  Cox 
Paul  W.  Cox 
C.  S.  Crook 

E.  O.  Depew 

F.  M.  Duckwall 
J.  A.  Flora 

tj.  B.  Hamilton 

J.  V.  Hodge 

tB.  Rov  Howard 
A.  K.  Husband 

G.  G.  Keener 
tM.  D.  Massengill 

K.  L.  Meyers 
A.  D.  Miller 
tjas.  F.  Morton 
j.  R.  Pierce 
W.  H.  Reed 

G.  M.  Rogers 
E.  W.  Tipton 
W.  A.  Wilev 
Julian  E.  Williams 

Piney  Plats 
Aaron  Cole 
(Mbr.  Washington- 
Carter-Unicoi  Soc.) 


SUMNER  COUNTY 

Bethpage 
W.  W.  Roark 
Hendersonville 
J.  H.  Stephens 

Gallatin 

I.  H.  Beasley 
W.  M.  Dedman 
W.  B.  Farris 
C.  D.  Giles 
tP.  M.  Huggin 
W.  N.  Lackey 
C.  D.  Robbins 
R.  B.  Turnbull 
tB.  H.  Warren 

Portland 
R.  L.  Johnson 
E.  F.  Peden 
R.  W.  Simonton 

Westmoreland 
Dewey  Foster 


TIPTON  COUNTY 
Brighton 
Waldo  McLister 

Covington 
A.  J.  Butler 

Atoka 

James  E.  Hayes 

E.  Feldman 

S.  Hurt 

tN.  L.  Hyatt 

L.  J.  Lindsey 

H.  S.  Rule 

J.  C.  Witherington 


TROUSDALE 
COUNTY 
Hartsville 

F.  M.  Blankenship 
(Mbr.  Smith  Co.) 

J.  .1.  Gwin 
(Mbr.  Sumner  Co.) 


UNICOI  COUNTY 
Erwin 
tR.  H.  Harvey 
tW.  C.  Humbert 
tH.  L.  Monroe 
J.  R.  Moody 


WARREN  COUNTY 
McMinnville 
James  H.  Boles 
(Mbr.  White  Co.) 


WASHINGTON 

COUNTY 

Johnson  City 
John  M.  Adams 
J R.  Bowman 
E.  T.  Brading 

G.  J.  Budd 

C»  E.  Campbell 
Wm.  C.  Carpenter 
tC.  M.  Creech 
C.  W.  Friberg 
tH.  B.  Fuqua 
Lee  K.  Gibson 
tC.  S.  Gresham 
J L.  Hankins 
tWalmr  D Hankins 
Luke  W.  Hunt 

U.  G.  Jones 
C.  H.  Long 

H.  D.  Miller 
J.  G.  Moss 

J.  T.  McFaddin 

T.  P.  McKee 
tHarry  Myron,  Jr. 

P.  E.  Parker 
tWallace  L.  Poole 
tW.  G.  Preas 
Geo.  K.  Sdioll 
Geo.  J.  Sells 
tHugh  F.  Swingle 
tChas.  P.  Wofford 
Helen  D.  Wofford 
J W.  Wallace 

E.  T.  West 

Jonesboro 

M.  G.  Fisher 
A.  J.  Willis 

Limestone 
R.  H.  Ruble 

G.  V.  Stanton 

Mountain  Home 

H.  W.  Crouch 
tH.  B.  Cupp 
Ira  M.  Gambill 
John  A.  Knapp 
Bertram  L.  Levy 

K.  H.  Prescott 
A.  S.  Russek 
C.  K.  Slade 

Telford 
C.  W.  Brabson 


WAYNE  COUNTY 
Collinwood 
W.  W.  Rippey 
Waynesboro 
F.  H.  Norman 
Dexter  L.  Woods 


WEAKLEY 
COUNTY 
Dresden 
M.  R.  Beyer 
J.  E.  Taylor 
tPaul  W.  Wilson 

Gleason 

Robert  M.  Jeter 

Greenfield 
R.  W.  Brandon,  Jr. 
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Martin 

R.  W.  Brandon 
tM.  H.  Buckley 
Sharon 
D.  E.  Young 

WHITE  COUNTY 
Doyle 
H.  B.  Ausban 


Sparta 

W.  H.  Andrews 
J.  C.  Blankenship 
E.  B.  Clark 
C.  B.  Roberts 
C.  E.  Tubb 


WILLIAMSON 

COUNTY 

Franklin 

tR.  S.  Gass 
tHarry  T.  Guffee 
B.  T.  Nolen 
Don  C.  Peterson 
Walter  Pyle 


T.  C.  Rice 
tW.  F.  Roth,  Jr. 
H.  C.  Stewart 
J.  O.  Walker 


WILSON  COUNTY 

C lade  nil e 
J.  L.  Ames 


Lebanon 

F.  B.  Dunklin 
tO.  Reed  Hill 

R.  C.  Kash 
Chas.  T.  Lowe 
tj.  J.  McFarland, 

S.  B.  McFarland 
(Mbr.  Smith  Co.) 


J.  H.  Tilley 
tW.  K.  Tilley 
Philips  Turner 

Watertown 
J.  R.  Doak 


MEMBERS  RESIDING  OUTSIDE  OF  TENNESSEE 

Samuel  E.  Andrews Chicamauga,  Ga. 

H.  S.  Barrett,  Dept,  of  Public  Health,  Dir.  of  T.  B. 

Control Atlanta,  Ga. 

W.  M.  Bevis,  Lt.-Col.,  Veterans  Admin.  Facility  Bay  Pines,  Fla. 

E.  S.  Blair,  323  Haralson  Avenue  Gadsden,  Ala. 

R.  J.  Bogan,  U.  S.  Veterans  Hospital  ........  Des  Moines,  Iowa 

Margaretta  Keller  Bowers,  N.  Y.  Psychiatric  Institute, 

722  W.  168  St. New  York,  N.  Y. 

E.  E.  Byrd,  Veterans  Admin.  Facility Bath,  N.  Y. 

Henry  M.  Carney  Texarkana,  Texas 

Gurney  E.  Clark,  Washington  University St.  Louis,  Mo. 

Henry  M.  Cox,  T.  V.  A Fontana  Dam,  N.  C. 

J.  F.  Dorsey,  85  River  Rd Brookline,  Mass. 

G.  R.  Evans Dunbar,  Va. 

George  Gartley,  Florida  Sanitarium Orlando,  Fla. 

Logan  Gragg,  Route  4 Lexington,  Ky. 

B.  L.  Green,  917  Third  Avenue Gadsden,  Ala. 

H.  E.  Handley,  Commonwealth  Fund, 

41  East  Fifty-Seventh  St.  New  York,  N.  Y. 

A.  E.  Hardison,  American  Red  Cross, 

230  Spring  St.,  N.  W.  Atlanta,  Ga. 

William  Palmer  Hardy,  Children's  Hospital Denver,  Colo. 

H.  P.  Hewitt,  LaFayette  Charity  Hospital LaFayette,  La. 

J.  P.  Hoover,  208  Andrews  Street Rossville,  Ga. 

A.  L.  Jenkins  Alva,  Ky. 

O.  B.  Murray,  Lahey  Clinic Boston,  Mass. 

H.  J.  McAlister  Florida 

Roy  L.  McDonald,  Charity  General  Hospital.  . . New  Orleans,  La. 

L.  C.  McVay Marion,  Ark. 

A.  C.  Parker Clarksdale,  Ark. 

M.  L.  Pepper Omaha,  Neb. 

Frank  L.  O’Connor Rossville,  Ga. 

Jimmy  L.  Pinkston,  6627  Heartwood  Drive Oakland,  Calif. 

W.  A.  Potter  Amarillo,  Texas 

H.  H.  Ring,  Route  No.  3 Alpharetta,  Ga. 

John  M.  Saunders,  Children's  Bureau, 

U.  S.  Dept,  of  Labor Washington,  D.  C. 

G.  W Smither  Maceo,  Ky. 

Gordon  T.  Stewart Port  Lavaca,  Texas 

Starnes  E.  Walker,  Veterans  Admin.  Facility . . Excelsior  Springs,  Mo. 

Wm.  L.  Wallace,  Stout  Memorial  Hospital Wuchow,  China 

Olin  C.  West,  535  North  Dearborn  Street Chicago,  111. 

M.  C.  Wiggins,  1930  East  Fourth  Street Tucson,  Ariz. 

Erie  Ewing  Wilkinson,  University  of  Texas Galveston,  Texas 

W.  C.  Winton,  Dept,  of  Health  Lansing,  Mich. 

Frank  Glover  Witherspoon,  Barnard  Free  Skin  and 

Cancer  Hospital St.  Louis,  Mo. 

VETERAN  MEMBERS 

A.  C.  Bailey,  Jackson  Bldg.,  Nashville Davidson 

Chas.  Brower,  Jackson  Bldg.,  Nashville Davidson 

R.  A.  Daniel,  Sr.,  Donelson  Davidson 

McPh'-eters  Glasgow.  Jackson  Bldg.,  Nashville Davidson 

H.  Claude  Guerin,  Nashville  Davidson 

C.  L.  Hill,  Doctors  Bldg.,  Nashville Davidson 

O H.  Wilson,  Doctors  Bldg.,  Nashville Davidson 

J.  H.  Barnett,  111  Shallowford  Rd.,  Chattanooga  Hamilton 

O.  L.  Blackwell,  Route  1,  Chattanooga Hamilton 

T.  Lyles  Davis,  Abbeville,  S.  C.  Hamilton 

J.  A.  Gentry,  3439  Lamar  Avenue,  Chattanooga  Hamilton 

C H.  Gurney,  554  South  Crest  Road,  Chattanooga Hamilton 

W.  J.  Hillas,  1910  East  Ninth,  Tucson,  Ariz Hamilton 

W.  R.  Irish,  South  Pittsburg  Hamilton 

J.  E.  Nelson,  3112  Brainerd  Rd.,  Chattanooga Hamilton 

Fred  B.  Stapp,  Loveman  Bldg.,  Chattanooga Hamilton 

George  R.  West,  Bradenton,  Fla Hamilton 

Geo  P.  Willbanks,  Rossville,  Ga Hamilton 

G.  A.  Brandon,  Lexington Henderson 

A.  F.  Paschall.  Puryear Henry 

R.  J.  Perry,  Springville  Henry 

J.  D.  Quarles,  Whitleyville Jackson 

C.  E.  Reeves,  Gainesboro  Jackson 

C.  M.  Capps,  519*22  Market  St.,  Knoxville Knox 


Thos.  F.  Fitzgerald,  Clinton  Pike,  Knoxville Knox 

Walter  Luttrell,  Doctors  Bldg.,  Knoxville  Knox 

R.  F.  McCrary,  1627  Riverside  Drive,  Knoxville Knox 

C.  F.  Mooney,  1725  Magnolia  Avenue,  Knoxville Knox 

R.  P.  Oppenheimer,  Box  462,  Knoxville Knox 

Geo.  T.  Wilhelm,  Olin  Hotel,  1420  Logan  St., 

Denver  3,  Colo.  Knox 

E.  G.  Sanders,  Stantonville McNairy 

Henry  C.  Sanders,  Selmer McNairy 

J.  G.  Cottingim,  Jackson  Madison 

Hermon  Hawkins,  Jackson Madison 

R.  L.  Wylie,  Scotts  Hill  Madison 

A.  W.  Lewis,  Copperhill Polk 

W.  W.  Hill,  Harriman  Roane 

W.  B.  Burns,  Medical  Arts  Bldg.,  Memphis.  Shelby 

T.  N.  Coppedge,  1607  Harbert  Ave.,  Memphis Shelby 

P.  D.  Elcan,  250  Buena  Vista  St.,  Memphis.  . Shelby 

E.  E.  Francis,  Exchange  Bldg.,  Memphis  Shelby 

W.  L.  Howard,  Exchange  Bldg.,  Memphis Shelby 

Chas.  C.  King,  1475  Linden  Ave.,  Memphis Shelby 

W.  S.  Lawrence,  Medical  Arts  Bldg.,  Memphis Shelby 

A.  R.  McMahan,  Exchange  Bldg.,  Memphis Shelby 

J.  B.  McNulty,  217  Stonewall  Place,  Memphis Shelby 

W.  T.  Swink,  1121  Madison  Avenue,  Memphis Shelby 

B.  F.  Turner,  Madison  Avenue,  Memphis Shelby 

W.  J.  Bteeding,  802  Lexington  Street,  Lakeland,  Fla White 

S.  E.  Gaines,  Sparta  White 

E.  L.  Mooneyham,  Rock  Island White 

DECEASED 

R.  L.  Gallaher,  Caryville Campbell 

J.  L.  Heffernan,  Jellico Campbell 

M.  S.  Doak,  Newport Cocke 

T.  R.  Guill,  Donelson  Davidson 

C.  Bailey  Bell,  Nashville Davidson 

Robt.  R.  Brown,  Nashville Davidson 

M.  G.  Buckner,  Nashville Davidson 

Wm  Litterer,  Nashville  Davidson 

T.  D.  McKinney,  Nashville Davidson 

R.  O.  Tucker,  Nashville  Davidson 

T.  A.  Whitfield,  Nashville Davidson 

H.  P.  Spencer,  White  Bluff Dickson 

E.  T.  Haskins,  Newbern Dyer 

W E.  Lindsay,  Winchester Franklin 

G.  C.  Grimes,  Aspen  Hill Giles 

S.  T.  Brumley,  Greeneville Greene 

Thos.  F.  Taylor,  Monteagle Grundy 

Wm.  E.  Bryan,  Chattanooga Hamilton 

E.  A.  Gilbert,  Chattanooga  Hamilton 

J.  Alexander  Steward,  Chattanooga Hamilton 

R.  L.  Allen,  Daisy  Hamilton 

Tom  R.  Barry,  Knoxville  Knox 

J.  D.  Henderson,  Knoxville Knox 

J.  H.  Keeling,  Knoxville  Knox 

C.  C.  Stockard,  Lawrenceburg Lawrence 

Everett  Archer,  Jackson Madison 

J.  T.  Herron,  Jackson Madison 

R.  S.  Hearn,  Pinson  Madison 

W.  T.  Earherly,  Chapel  Hill Marshall 

C.  C.  Haidison,  Lewisburg Marshall 

J.  W.  Reed,  Belfast  Marshall 

E.  M.  Ragsdale,  Columbia Maury 

H.  A.  Nesbitt,  Clarksville  Montgomery 

F.  W.  Watson,  Union  City Obion 

J.  C.  Kelton,  Lascassas  Rutherford 

J.  I.  Foster,  Huntsville Scott 

A.  L.  Blecker,  Memphis Shelby 

J.  H.  Collins,  Memphis Shelby 

J.  L.  Jelks,  Memphis  Shelby 

Lewis  C.  Ramsay,  Memphis Shelby 

C.  F.  N.  Schram,  Kingsport Sullivan 

L.  Woodson  Miller,  Gallatin Sumner 

T.  F.  Taylor,  Dresden  Weakley 

A A.  Bradlev,  Cookeville White 

Chas.  W.  Huffman,  Lebanon Wilson 
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Surgical,  James  A.  Kirtley,  Jr.,  Lieutenant 
Colonel,  Medical  Corps,  and  Charles  C. 
Trabue,  IV,  Major,  Medical  Corps  68 

Amebiasis,  Edward  L.  Turner,  M.D.,  Nashville  7 
Amendment  to  Basic  Science  Law  61 

Amendments  to  the  Medical  Practice  Act, 
Chapter  181,  Public  Acts  of  1945  63 

Amendment  to  Naturopathic  Law  62 

And  We  Quote  305,  342,  380,  416 

Antirabies  Vaccine,  with  Suggestions  as  to 
Treatment,  Landry’s  Paralysis  Following, 
Charles  Roberts  Thomas,  M.D.,  Chattanooga  209 
Basic  Science  Law,  Amendment  to  61 

Bed  Rest  in  the  Treatment  of  Pulmonary  Tu- 
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from,  Juanita  Dolan  Newman,  R.N.,  Univer- 
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Benign  Prostatic  Obstruction,  The  Rational 
Management  of,  Raymond  E.  Mayer,  M.D., 
and  Thomas  D.  Moore,  M.D.,  Memphis  287 
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Gwin,  M.D.,  Hartsville  266 

Book  Review  236,  390,  424 

Bronchiectasis,  The  Development  and  Early 
Diagnosis  of,  Lieutenant  Colonel  John  D. 
Hughes,  Medical  Corps,  Army  of  the  United 
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Called  Meeting,  House  of  Delegates  279 

Cancer  of  the  Prostate  Be  Treated?  How 
Should,  Burnett  W.  Wright,  M.D.,  Nashville  35 
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Barney  Brooks  31 

Childhood,  Gonococcal  Infections  in  Infancy 
and,  Amos  Christie,  M.D.,  Nashville  91 

Children,  Fractures  About  the  Elbow  in, 
Harold  B.  Boyd,  M.D.,  and  A.  Ralph  Alten- 
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Cholecystectomies  Done  at  a General  Hospital 
from  16  November,  1943,  to  1 January,  1945, 
Review  of,  Major  Ben  H.  Marshall,  Medical 

Corps,  Ward  F2A  353 

Chronic  Cough  in  Children,  Sinusitis  as  a 
Cause  of,  ,J.  R.  Bowman,  M.D.,  Johnson  City  215 
Climacteric,  Mental  Symptoms  at  the  Male, 
Frank  E.  Jones,  M.D.,  Knoxville  328 

Clinical  Study  of  Tetanus:  An  Analysis  of  One 
Hundred  Twenty-One  Cases  of  Tetanus,  A, 

C.  N.  Gessler,  M.D.,  Nashville 363 

Cough  in  Children,  Sinusitis  as  a Cause  of 
Chronic,  J.  R.  Bowman,  M.D.,  Johnson  City  215 
Deaths  20,  43,  79,  109,  137,  192,  226,  270,  304,  341 
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Development  and  Early  Diagnosis  of  Bron- 
chiectasis, The,  Lieutenant  Colonel  John  D. 
Hughes,  Medical  Corps,  Army  of  the  United 
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Diagnosis  and  Treatment,  Goiter:  Its,  L.  C. 
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Diagnosis  and  Treatment  of  Rectosigmoid 
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Memphis  295 

Diagnosis  of  Extra-Uterine  Pregnancy,  The, 
Lucius  E.  Burch,  M.D.,  F.A.C.S.,  Nashville  203 
Disease:  Special  Reference  to  Survival,  Hodg- 
kin's, Charles  C.  Smeltzer,  M.D.,  Knoxville  281 
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40,  76,  106,  130,  190,  222,  267,  301,  339,  378,  413 
Education,  Lay  Education,  and  Quackery, 
Medical,  Thayer  S.  Wilson,  M.D.,  Gordons- 

ville  374 

Elbow  in  Children,  Fractures  About  the, 
Harold  B.  Boyd,  M.D.,  and  A.  Ralph  Alten- 

berg,  M.D.,  Memphis.  243 

Essential  Hypertension  and  Its  Surgical  Treat- 
ment, Earl  R.  Donathan,  M.D.,  Knoxville  395 
Extra-Uterine  Pregnancy,  The  Diagnosis  of, 
Lucius  E.  Burch,  M.D.,  F.A.C.S.,  Nashville  203 
Fifty  Years  of  Neurosurgery,  Cobb  Pilcher, 
M.D.,  Nashville  370 
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Harold  B.  Boyd,  M.D.,  and  A.  Ralph  Alten- 

berg,  M.S.,  Memphis 243 

Future  of  Medicine,  The,  John  H.  Fitzgibbon, 
M.D.,  Portland,  Oregon,  Chairman,  Coun- 
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Knoxville  324 
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William  E.  Howell,  M.D.,  Morristown  1 

Gerontotherapy,  Gerontology,  Geriatrics,  and, 
William  E.  Howell,  M.D.,  Morristown  1 

Gerontology,  Geriatrics,  and  Gerontotherapy, 
William  E.  Howell,  M.D.,  Morristown  1 

Getting  the  Maximum  Benefit  from  Bed  Rest 
in  the  Treatment  of  Pulmonary  Tubercu- 
losis, Juanita  Dolan  Newman,  R.N.,  Univer- 
sity of  Tennessee  School  of  Nursing 402 

Goiter:  Its  Diagnosis  and  Treatment,  L.  S. 
Sanders,  M.D.,  and  S.  F.  Strain,  M.D.,  Mem- 
phis   252 

Gonococcal  Infections  in  Infancy  and  Child- 
hood, Amos  Christie,  M.D.,  Nashville  . . 91 

Hernia:  Report  of  an  Asymptomatic  Case, 
Subcostosternal  Diaphragmatic,  Major  Paul 
E.  Wylie,  Medical  Corps,  Army  of  the  United 
States  366 
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Implications  of  the  Importation  of  Malaria 
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Briggs  Watson,  M.D.,  Memphis  13 

Male  Climacteric,  Mental  Symptoms  at  the, 
Frank  E.  Jones,  M.D.,  Knoxville  328 
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AmesUcaX  fykfbtina  fyosiceA.: 


The  NC&StL  would  like  to  make  a public  re- 
port to  you  men  and  women  who  are  fighting 
America’s  battles  all  over  the  world  so  that  you 
can  know  just  what  this  Company  is  doing  to  sup- 
port you,  whether  it  is  making  or  has  made  abnor- 
mal profits,  whether  it  is  doing  its  full  duty  as 
a common  carrier  in  supporting  the  war  effort, 
etc. 

From  January  I,  1932,  through  December  31, 
1938,  the  NC&StL  not  only  made  no  profit  during 
this  seven-year  period,  and,  of  course,  paid  no 
dividends,  but  actually  lost  $2,147,239.00  on  its 
operations,  although  it  paid  $4,356,804.00  in  taxes. 

In  1939  the  NC&StL  paid  $995,068.00  in  taxes 
and  made  a profit  of  $618,668.00,  paid  no  divi- 
dends, and  put  its  small  profit  back  into  the  rail- 
road to  enable  it  to  function  better  as  a public 
servant. 

In  1940  the  NC&StL  paid  taxes  in  the  sum  of 
$1,153,861.00,  made  a profit  of  $703,444.00,  paid 
the  stockholders  $255,981.00,  and  put  the  balance, 
or  $447,463.00,  back  into  the  property. 

In  1941  the  NC&StL  paid  $1,914,241.00  in  taxes, 
made  a profit  of  $1,888,517.00,  paid  dividends  in 
the  sum  of  $511,963.00,  and  put  the  balance,  or 
$1,376,554.00,  back  into  the  property. 

In  1942,  estimating  the  last  few  days,  and  using 
exact  figures  for  the  balance,  the  NC&StL  accrued 
taxes  in  the  sum  of  $4,649,068.00,  made  a profit 
of  $4,183,188.00,  paid  dividends  in  the  sum  of 
$767,946.00,  and  is  putting  the  balance,  or  $3,- 

415.242.00,  back  into  the  property  to  better  handle 
the  war  traffic. 

The  NC&StL,  in  spite  of  the  tragic  lean  years 
of  the  depression,  began  to  prepare  for  the  cur- 
rent emergency  even  before  the  war  in  Europe 
broke  out.  Between  January  I,  1937,  and  the 
present  time  the  NC&StL  has  spent,  not  on  main- 
tenance, but  on  Additions  and  Betterments  and  Im- 
provements, plus  operating  expenses  incidental 
thereto,  the  sum  of  $13,614,175.00.  In  addition, 
other  projects,  such  as  the  purchase  of  locomo- 
tives, the  installation  of  automatic  signals,  and 
the  like  have  been  approved  by  the  Board  of 
Directors  of  this  Company  and  ordered  and  are 
only  awaiting  the  approval  of  such  governmental 
agencies  as  the  War  Production  Board.  The  cost 
of  such  expenditures  as  have  been  authorized  by 
the  management  of  this  Railway  and  are  only 
awaiting  governmental  approval  amounts  to  $3,- 

205.195.00,  in  addition  to  the  sums  previously 
mentioned. 

The  railroads  are  one  of  the  few  businesses  in 
America  which  from  their  own  funds  must  finance 
improvements  made  necessary  solely  because  of 
the  war.  This  Company  has  had  to  borrow  to  date 


$4,645,500.00,  but  will  have  to  borrow  more,  if 
much-needed  additions  and  improvements  author- 
ized and  on  order  are  permitted  by  the  Govern- 
ment. 

Its  present  profits,  equal  to  only  4.2%  on  the 
value  of  its  operating  properties  (as  determined  by 
the  Interstate  Commerce  Commission's  valuation  of 
1916  as  brought  up  to  date),  are  not  enough  to 
pay  for  the  additional  things  which  are  necessary 
solely  because  of  the  war.  For  example,  stations 
and  other  facilities  at  many  places  are  having  to 
be  supplemented  at  large  expense  when  such  ex- 
penditures were  not  needed  before  the  war  and 
will  not  be  needed  after  the  war,  and  more  loco- 
motives and  cars  are  needed  to  carry  the  sudden 
increase  of  war  business.  While  making  these 
expenditures  to  support  the  war  effort  the  NC&StL, 
as  above  detailed,  is  paying  the  largest  amount 
of  taxes  in  its  history,  and  the  highest  scale  of 
wages  in  railroad  history  (far  more  than  you 
fighting  men  receive  for  comparable  hours  of 
labor)  while  paying  its  owners,  as  dividends,  less 
than  half  of  what  they  received  on  the  average 
during  normal  peacetimes  — and  this  was  not 
large.  No  complaint  is  being  made  about  this, 
but  you  boys  and  girls  who  are  making  so  many 
sacrifices  are  entitled  to  know  the  facts. 

This  Company,  under  the  orders  of  its  Board 
of  Directors,  is  undertaking  to  do  everything 
necessary  to  the  handling  of  war  business,  whether 
it  be  troop  trains,  explosives,  bombs,  gas,  air- 
planes, tanks,  guns,  or  otherwise. 

While  the  management  of  this  Company  is  un- 
dertaking to  continue  to  run  the  NC&StL  effi- 
ciently and  economically  as  a sound  business  in- 
vestment, at  the  same  time,  the  primary  and  con- 
trolling factor  in  everything  it  has  been  doing, 
is  doing,  and  will  do  is  the  full  and  complete  sup- 
port of  the  Nation's  war  effort. 

War  is  no  novelty  to  this  old  railroad,  now  nearly 
one  hundred  years  old.  From  Brice's  Cross  Roads 
and  Shiloh  on  the  west  to  Nashville,  Franklin, 
Stone's  River,  Murfreesboro,  Lookout  Mountain, 
Missionary  Ridge,  Chattanooga,  Chickamauga, 
Dalton,  Kennesaw  Mountain,  and  Atlanta,  its  prop- 
erties have  been  one  vast  and  bloody  battlefield. 
During  that  period  it  willingly  sacrificed  everything 
it  had  to  support  the  then  war  effort  of  its  own 
people. 

Again  today  this  old  railroad,  IF  THE  NEED 
ARISES,  will  sacrifice  everything  it  has  in  the  way 
of  property,  credit,  money,  or  otherwise  to  support 
the  armed  forces  of  the  Nation.  The  manage- 
ment of  the  NC&StL  wants  you  fighting  boys  and 
girls  to  know  there  is  no  work  and  no  sacrifice 
which  it  will  not  gladly  make  to  give  you  the  sup- 
port to  which  you  are  entitled. 
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